Google 


Uber dieses Buch 


Dies ist ein digitales Exemplar eines Buches, das seit Generationen in den Regalen der Bibliotheken aufbewahrt wurde, bevor es von Google im 
Rahmen eines Projekts, mit dem die Bücher dieser Welt online verfügbar gemacht werden sollen, sorgfältig gescannt wurde. 


Das Buch hat das Urheberrecht itiberdauert und kann nun öffentlich zugänglich gemacht werden. Ein öffentlich zugangliches Buch ist ein Buch, 
das niemals Urheberrechten unterlag oder bei dem die Schutzfrist des Urheberrechts abgelaufen ist. Ob ein Buch öffentlich zugänglich ist, kann 
von Land zu Land unterschiedlich sein. Öffentlich zugängliche Bücher sind unser Tor zur Vergangenheit und stellen ein geschichtliches, kulturelles 
und wissenschaftliches Vermögen dar, das häufig nur schwierig zu entdecken ist. 


Gebrauchsspuren, Anmerkungen und andere Randbemerkungen, die im Originalband enthalten sind, finden sich auch in dieser Datei — eine Erin- 
nerung an die lange Reise, die das Buch vom Verleger zu einer Bibliothek und weiter zu Ihnen hinter sich gebracht hat. 


Nutzungsrichtlinien 


Google ist stolz, mit Bibliotheken in partnerschaftlicher Zusammenarbeit öffentlich zugéngliches Material zu digitalisieren und einer breiten Masse 
zugänglich zu machen. Öffentlich zugängliche Bücher gehören der Öffentlichkeit, und wir sind nur ihre Hüter. Nichtsdestotrotz ist diese 
Arbeit kostspielig. Um diese Ressource weiterhin zur Verfügung stellen zu können, haben wir Schritte unternommen, um den Missbrauch durch 
kommerzielle Parteien zu verhindern. Dazu gehören technische Einschränkungen für automatisierte Abfragen. 


Wir bitten Sie um Einhaltung folgender Richtlinien: 


+ Nutzung der Dateien zu nichtkommerziellen Zwecken Wir haben Google Buchsuche für Endanwender konzipiert und möchten, dass Sie diese 
Dateien nur für persönliche, nichtkommerzielle Zwecke verwenden. 


+ Keine automatisierten Abfragen Senden Sie keine automatisierten Abfragen irgendwelcher Art an das Google-System. Wenn Sie Recherchen 
über maschinelle Übersetzung, optische Zeichenerkennung oder andere Bereiche durchführen, in denen der Zugang zu Text in großen Mengen 
nützlich ist, wenden Sie sich bitte an uns. Wir fördern die Nutzung des öffentlich zugänglichen Materials für diese Zwecke und können Ihnen 
unter Umständen helfen. 


+ Beibehaltung von Google-Markenelementen Das "Wasserzeichen" von Google, das Sie in jeder Datei finden, ist wichtig zur Information über 
dieses Projekt und hilft den Anwendern weiteres Material über Google Buchsuche zu finden. Bitte entfernen Sie das Wasserzeichen nicht. 


+ Bewegen Sie sich innerhalb der Legalität Unabhängig von Ihrem Verwendungszweck müssen Sie sich Ihrer Verantwortung bewusst sein, 
sicherzustellen, dass Ihre Nutzung legal ist. Gehen Sie nicht davon aus, dass ein Buch, das nach unserem Dafürhalten für Nutzer in den USA 
öffentlich zugänglich ist, auch für Nutzer in anderen Ländern öffentlich zugänglich ist. Ob ein Buch noch dem Urheberrecht unterliegt, ist 
von Land zu Land verschieden. Wir können keine Beratung leisten, ob eine bestimmte Nutzung eines bestimmten Buches gesetzlich zulässig 
ist. Gehen Sie nicht davon aus, dass das Erscheinen eines Buchs in Google Buchsuche bedeutet, dass es in jeder Form und überall auf der 
Welt verwendet werden kann. Eine Urheberrechtsverletzung kann schwerwiegende Folgen haben. 


Über Google Buchsuche 


Das Ziel von Google besteht darin, die weltweiten Informationen zu organisieren und allgemein nutzbar und zugänglich zu machen. Google 
Buchsuche hilft Lesern dabei, die Bücher dieser Welt zu entdecken, und unterstützt Autoren und Verleger dabei, neue Zielgruppen zu erreichen. 


Den gesamten Buchtext können Sie im Internet unter|ht tp ://books .google .com durchsuchen. 


This is a reproduction of a library book that was digitized 
by Google as part of an ongoing effort to preserve the 
information in books and make it universally accessible. 


Google books 


https://books.google.com 


; were i k 
Í =i k a > E > d d é ‘ i 
i à P J t: d vow a’ 4 iY ST - A, a; e ae E u 2 . 
4 ° <- An My = Pn m å T] * >. y > ‘ j p a n a - » A 4 - ~ pe S F 
i z J x sie t TTA A L penne et Do Sor i> "Cf ii z ru pie a ims ales af Sener KN ya y pate gaS : ry / Oe T RTPA u Sy a K aie is 
on? Us wg g t 4 n eat? bÍ “= yal agit ‘ a 7) oun wh pes 4 st “ty, salt vag ha À eke ee ’ anginal f me ge O y Ae tn ys aon 
1 ra} aun eter mm - , - no ye Y wld, y p. VAD Di eg 4 U Yi a NA A Lay Ho Y l ae 
è ol. ona eo eed, a N et ae À eama Ae an eee le ar’ 4 raa y “4 THAN Fg Be DL i ak ta roy wha 
. í ink rat g, $ samia Fh Wy ' - - iP ALA P. UOLS t as d PA 
ryeiceey’ 1 9S") Hf pes SOO te ~~ i | r a T SaDa mey fy en A AALAN 34 As a Brees say S pastas 
oo tal Timm í eee N7 a Ta ek tebe l irw S whe ‘ 
v i. _ me mé wey R, ‘ L > arma „X 1E = re k ‘el st ib Sel wenn be hy SEY ye . wr Pen Ie OS az ee mS 
j? 4rd to i Wi ér j in UGD wer a T K ho & oy! -> oat we ? Kar LNs bargan ihe leg ym ETNI ee a en Ser f E annA -~ i WEN, “as —_ up 
A — PT ee rer fe Te Lans Ae lense ee heer Dito. P a «a a AA 
OS A pele orp A SURE a nee ha A L termes Sieur ey f nat EA it sete ey Ores Rar ee 
A . i l _ . > ‘ y ~ vp - yas Å . ie ; D 
i a e m DAE a AA an A rae TA et RA ee — -2 plate elas v yai imi D als io estas 
ent Soe Cd A prvi mie ye lee rae te PAT S Tle sige eee ey TaoCuneeen nee) Avorn ee agate 
Tiiieh eke Tet ea et Moshi tre ett can ty cos hal er ie el aN ean Ree ENa 
*s te ee te Ta, iis s, ms nt N Y a DT — a _— aa Pe? ie GRAS EAT Myo > it regen Bi Ah A t ap ha nee oe : qe » Nin MiRe 
(eT y B URRA CAS etn S e r r A A eed mit ar pay Ty aa wt Sey prar ys rane SOTAA 
we Teni A ra Re ke aS r- Jt mvt (ts baer pA ~i i= oP 1 hon Vee $ TORS as , ar Ui ate Roane ee 
‘ sila yy tee y pv Í "af asan it ee n eng i aan kina ir- teeta ^ anes ieh mene "7 Yet > Het 
Ti min > Te h dy a wl NS af aa So Ph ae T Wt TAT l z% ENN, i ine are ESS = eG Ja oA y ao i se Wi We 
A y= v y Ps ede m í y - i i 4 a e 
ô= a E "ii a on4 4 Lj, vy ` ne : i sam P A _ + T X ad DT Ska sat. Ai aE iT uf Ae as Ae d Aisi * : 
ety ma orien, bo tcal Th pends OR UN ee eee pe ba hats tacit 
—_j ote = kia Rg Ge a bs l J ie nae > = "vet ie ee, Lor i ete = > ye Tae’ ny yen 43 Fam A hiin A e ; 
B H ~~ ‘. _ Si . $ 4 z + oe} X 7) ` - i 
m e A geen Tran N T a Oa aa a aa Se hee re SAC, mA aa pox TA o> = 2- ef ae 
< _ ~Ae -Arp "U a Pes a. Age? D oS wig! Ay, atti i yn s att das of tit re ett WRA At O es K x 
= e i a | aT fi om I Ae rP 1 . Des nra Cin waneni>s tap yor wr te Me oy H raha Hee ` 


- te ’ + s iy a > b 4 
‘ tigen wa) © weg". 544 OT TL A be > a © Cee of pL jaf w 
7 eS gO AR, i ol 0 ee oypere Sr ra. pe ee err, rae meee ob Pent bel poh berber 
j nee Tei e aa A bi TN a ein eats Saini v me Wee Oe Sain sre, ALE, 
Chl 9 Le oe an e & alee orere seater ty pep ne be = ac. i mere nt Sieve eet: 9 re. a ake £ RIV wae) 
ey et si Co Soa i a er Sebo et ey ea aan) HREAN rf he a ya 


ae * = 
oy, Panos aR 


$ eo } 
aa palmei Gao whe 14 fe ye ein PEAL Arei ee Le hhi 4 Arey a “err ga 
i ~y ws ~ A weg pay > ¢ Wie oy) pe an oe (S = Vr 
os +y Y nAj FS he ote target: week pe AT a pa aye ities mek Ri í ies, Stoke iat pe M f 
A OM abl er e aiea ey ae hiria Gira E hE N ENTA TOINEN AGUE NTO! 
A Te Pe a Oi bok nal h oie aT abc i * Aah i AR K Fik, tye! i merra os EIE nan ER tN ry R 
v .- oe 4 A = a A S =ni - 7 t pa bod g p Le E D me D dey ety 
EET pes ec er ptm Seeds rena awe IDEN tri AA EAIN OEL mpd tal el ae RE ahh etal Naren ESN 
ee pi Aak é a ig “A t Ar ui Eag oy 2 Ly be Wie 4 ay way yyntiors te tal g Gh T A) Ms Lol we h í i N 
a Tn eraa TS ae anA se G. ew rA m st cee) P Puly AP n pry e aeg so et | 
pia AeHrirm T KA Sharks ay (o ma! A 
"a er ee a ona EAAS tah ty Pih ere: omer Ae g DSENA Ph EURT nay Sa ee re ee 
= ai ge le ot rig ad abt mee | ve Tri) DO I Re rae oT h at * Ls 
| T So er Soe ~ nea} a be “ih at y Apne -- ee at tee Ty n Nae a OEIT AUTTAA, saj on 
ex) TOEO aS wt 7 tak Cr Ration ws aie So cep ae pan te Ye cia i it jeah teri 
or st na -i - npete y we Ag PE ve! 7 fn bet rite ai rene See et Nana Sue TAJ if yaah Er Blin 
; i p -ie T SAATU Da Ñ 
aD : sereh ef. ai —~* a ev Laat Nj ie roe. bes a® Sta ES, - R A EET fal Ay. 
roepa 4 — ~a Jo d pe a C a walle ve k ee Pyri " r 1 xi Cd i A 
i 4 wth Ss > a ema aan t ry ora’) N wt P ter r m A ni iain v ( í 
7 Sm rid L y =. Je © ee WE AA ph ea eee rw wwe Froth m mn 
A v da A Tr 1. ` '{ P EROAN DA Py nyi ets PANES = Petit x E PERS si yi is R pin We : sA 
loti Erant or eima raped a aT wh zh fs Packing setae te U Mitre rene. 
4 ro ral CE t pot a DAN m4 is BA td rami = at A ais re > ye v Le ve! jel alt y 4 x id 
A eens x AT y=“ MAF ge ee) Lh P ba 4 ee ra 
ar TA A erie yaar aes Est Coogi er a RRR TN Ae aa Teal janye 
í Es aret? _ a smote » | ‘on CE V Aad Des Péd ie * - A We + s . 
¥ á ‘yyl SORTS Se e ne ar = See age c peak Sere ve eae eh a ae Ann it a aww 
Aee ht Mayet = Pre y oee ny nwa WO Shale teat Reap tin aonb ret oN ee 
pA Pm í n eer tee a krer pe : le d CIRIL a k øv an 
atest R ma tin e SPUNEA NNAS EANES OI NEN NORT NE 
~= 9 te ée T- i re> A) s bi 4 ae 
mtr snk Hen Tire et ERGENS DENEN CUREA AUCT ren anges vid 


IT vest ae = A 
KEREL Dd wy ea bet Ro baci de vans oom kerty fr saa ee’ ayer oi í AASA . 

jie © vena? T a Daas party] Feo 'y A DE 4 SG 
vA on oes ‘ Ga Stoo ` state a ae Hete Testo a àr Serer r aay EINAT pi 
R E aN nET haat Dy ETETA BIT ee cla TENERNE se 
File er tee gh we ie | rf: ie dae met eves S eiA iorri . i A ih x É! 

A seh Ee EDR Na Y AE EN Cameras D, = are reer ae ee 

TRILI fà + ie ry. ~ 4 . ie Ae d rd 6i aed Sener ora Aaa > 7 
Ha ae tae A A E Ee A act eae calamari on 
Aoa sian LRANS Je 4 ra orl gen ee tem estan: be eal Cir = n D vG J 
SRAL ARNOA ANEA O NEE fae eee aun NOE a TESNE 


theta 
< á 
è 

j 

i 
~ 
La 
Fat 
1 
2 
T 
t 


Bs A P + 
abst 
i 
4 
J 
r 

7 


k's ‘< lye Sen ogy! ae iy yt ee Oye ps ab ow ae - Ai 
Per ee R Berari cig arr Pin Saad ets a Lag ba wg ap ota ¥o4 ree .- ates woe is RY AA M 
iy "e Amal a ac 4 -z u r, he sy oe ns Mir de RA el ER A a Y che 


om +@ = 4 A re ie he B aa 
AET pret E fg Nd ih Stasis Se ie 


vw i a 
~et Pty S Sad wed 7ope 
wA Ahm E wait TSEN pa La Shy na ny Urita eer. =< es Kant i rr} 8 Fee a briny ee wifi 
- — = he » > A wih g 7 . v * 
a T wer Pr rta Mas y= oy hls A A gene 1 Sais ha eree cin Chie anton “yj ete Penton i Secs 
n Eang ad a me e am ak m4 Uad Aj onama, Pa peaa. Ams pal ya eie ah ow leeyan 


Te pases: 
Pi 

ai 

~ 


e s Seating EU E aA: eae aa muna i ee 
mt Meet a fe z te bandit AUTE r: vlan reSt “2 esa 
FA Sheeler elt cael nU PANER seats) 
Ki i Se “Lol o : as TREHI aE prt Oo eyes ot Mat iene ees seater ON Tr 
os asht 0456 es pn, r bem ois E v pu sated Lc 
oo + + Sipe wort 1; A beer ne yobs =" ne irt writes ria ire la see eo SEA - 
sv pat an Mi n UUH nh $ ii i bw, . "= ine is ate > Agrees - plan Pr. nee M sy 
SA A ea lalam be _ w ” ne mn gage Te | ben ated ye A 
Ch stare He ptr E TNE r LE ste 


+." 


tee rN 


P b lye YY w 
ee? ma N eer creat © adrdite ae va pel Weer s re os - ra »4 R ` 
‘a m TAAL ion “ft pr Pde gus eye A E E Ro Ye, e eS *. lpi 
-j> ory an ty i bat ee >| Sa Atr Anann rp ` pns > yet pers eg P I rd 

wor eiet Ta ee ew TA i e~ an v PEAN Aenea A SE, pp tir T 
tpar E re a A a pyle ° Serer ss me Paap r i ie 
prs Sp torr aren “tires = Rute PA Thk TAA Ly a a ae atthe 


1 


3 
m 
e 
È 
| 
i 


+ i 
wi Ard 
TENA 


` 
$ 
a 
g 
at] 
b 
$ 


5 ng 
S T 
i 
eo 
we 
yi 
ROU 
ppa 
Xis 
S t 
z Has 
lz ni 
j2 
lenf 
RE: 
er 
pee 
Soi 
Hr, 
zE h 
R H 
anf 
2 
4 
a 
$ 
x 
F 
ri 
4 
ei 
ee 
2 


A re rinks shee) Byer mer? bree ¥ a 4 
v= - ’ m By’ 4 [te z ~E be 5 ‘ 
se ‘St A e SARE enake tes beret ht pas L 
BOSS aetna pat Pn) era ener Ca beatae Roitman iron Dial 
yaa get pr a ed LT o ne ern n a i, ts ve 
he “i ver a inate ge y Py dm | we i I. ass 5y Sai tet ahs OQ 4 ‘ Py ager i y 
w Diam aes N oi ee Darien Hema iepure MTN Prai pahat pr ua d 
ya PA E T TT a ae Ai >L 3 Yigg! eip os Lee pr D , 
x phn aes ee en ee Dee Sart a : eh nee ee A es: SAA E peaa A Eta X 
BER oneal Meh eee tect a a EE AE r eat ee | 
~~ mg T -x haver e oa “a ~ ; À 7 
' m ny J ee = Slee “ = alone à| =f aA i oa BS cit) 
Aan 


J 4 a 
7 rA Yate eae Ahea um os Dae IEAS he ay i J 
Ld lees rk T ai nhs t a thee r says HE 
m eean Wes 
p- Mes ot TEA en s r Sati 
Tp 4%. r ees S PAREN nate 


Nicaea 
— “re ae ae ti nes 
` LA pe any nih a 
RSF eka ey a) 


‘< 
a 


rq Pe 
af- j 


~~ 
7 
A 
mn 
=. 
yeis 
5448 
3) ay 
>e 
a 
t 
Zah 
pe 


ty 
eo 
nai 
oer 
+" 
ST 
re 
ine 


ates 
« 


= 


zj >i 


+ 
. 
' 


aot bh ak ed 
o se >j 
=i mY a Y 
FVA D 

b 

Syl 

DAES 

rent 

ne 

= 


T 


s 


AS 
- 


i jä 


WIN 
ih P al i 
li ih ig Mat 


¢ a 


hh hh ea 
u 2 


aa i 


M yy M A A D ATSR 
i i) Pm My E iy A s W 4 wo) A ey IH., |5 4 \ 
nM : Ki i Í q \ A iit lA Aiea T j 
| AG Ag nt ub MN MA My}! \ re i D a yi 

MO e o fo) | 

j , Y Ai Wh vi my? '' K Nio j 
INT, Aiti | )i Mit 
$ l ji SAN 


| 
K , 
Wi A 


a 

i ih Ii all 

en 
Vi 


AG 
Li 
l] 


4 j i $ ! | 
eo 
i Mi = Mj N j 
i mL TEAT $ ; ’ 


| 


=- perk g 
— 
=> X —— 
apr 


DICALLIBRARY i 


vA A EEEE A E T EEN h, 


aL VALE et mits A 
ane in ae (y i a i! E j 


[oN tH i 


i 


i 


i me opi di an 
MIA iii 


OT MANNI 


_ 3 1858 021 450 9 


Digitized by Google 


Digitized by Google 


| Tti 


\ 


_ “ Masterful. and complete. . 


- APRIL 7, 1945 5 s 


THE L 


Teepa : LANOET, RAND, LONDON. 


No. XIV. or Vor. I., 1945. 


GLOBIN 


T = ı (with Zinc) — 
| l $ ‘Wellcome’ BRAND 


‘LONDON, SATURDAY, -APRIL 7, 1945 
No. 6345. VoL. CCXLVIII. Founded 1823. PUBLISHED WEEKLY. Registered as a Newspaper. 


r 


Offices: T, ADAM STREET, ADELPHI, W:0.2. 


Telephone: TEMPLE BAR 7228 and 7229. 


Pp. 64—Price 1s. - 
Annual Subscription : 


INSULIN yin 


A combination of Insulin and Globin (with Zinc) in a clear solution 


BURROUGHS WELLCOME & CO. ( The Wellcome Foundation Etd.) LONDON 


MEDICAL PUBLICATIONS 


SEK PAGE 3 


a 


Free to the Medical Profeasion 7 on request. Cloth bound. 5a. 


RTIFICIAL LIMBS. 


*SOLVITUR AMBULANDO” . 
TA KAA on Prosthetic Achievement. 
a em Coloured Plates. 
sd ulate you on this interesting, instructive, and 
artistic g ae ee g I | consiger it it to be a very great addition 


E Hanger E Co., Ltd., 7, Roehampton House, 
Roehampton, S.W -1 


AN OPERATIONS 


By RODNEY MAINGOT, F.R.C.S. Eng. 
795 PASUES on 298 Plates (23 in Golour). 


0 pages. 2 Vols. £5 5s. 
D. Appictou: Century Nees Soria 34, Bedford-strect, 
London, 


Fourth Printing - 8 


REVELATION OF CHILDBIRTH 


by GRANTLY DICK READ, MA ND 


The now famous exposition of the principles and practice of 
natural childbirth 


Demy 8&vo 
Wm Heinemann e 


256 pages 6 plates 218 . 
Medical Books »• Ltd London WC1 


ESOPHAGEAL OBSTRUCTION 
ITS PATHOLOGY, DIAGNOSIS AND TREATMENT 
(including four chapters on Cancer of the isophagus). 

By A. LAWRENCE ABEL, M.S Lond., F.R.C.S. Eng., 
Senior Assistant Surgeon, Royal Cancer Hospital. 
Pp. 245. 132 Illustrations. 2 Col. Plates. 30s. net. 


. GYN. AND OBSTET. JOUR. 


- Oxford University Press, Am oa House, London, E.C.4. 


READY APRIL 23 


- Surgeon to the Royal Free Hospital : 


y canno be too highly praised.” 
"_* Sor 


LEW LENDING LIBRARY CATALOGUE 


Revised to December, 1943: containing bout 24,000 titles in 
alphabetical order under Authors’ names, and a Cl lassified 
Index of Subjects with names of Authors 
Demy 8vo, 25s. net (to Subscribers, 12s. 6d. net, postage 8d.) 
“«, . . It has proved a boon to generations of medical students 
and practitioners and to workers in the allied sciences ...@ 

very useful work of reference.’’— British Medical Journal. 


London: H. K. Lewis & Co. Ltd., 136 Gower-street, W.C.1 


PSYCHOLOGY AND PSYCHOTHERAPY — 


P By WILLIAM BROWN, D.M., D.Sc., F.R.C.P. 


Fifth Edition viii +224 pages 14s. not 
Reprint now ready 


"‘ This is one of the best books on psychology and Jards: 
therapy we have had the-pleasure of reviewing . 
addition to the somewhat numerous list of works dealing with 
such an important subject. ”—M edical World 


Prospectus from E. Amol & Co., 41 & 43, Maddox-street, W. 1 


SECOND EDITIO 
UROLOGY IN WOMEN. 


A HANDBOOK or aT DISEASES IN THE 


EMALE SEX. 

By E. CATHERINE LEWIS, M.S. (Lond.), F.R.C.S. (Eng.), 
Surgeon and Urologist to 
the South London Hospital for Women. 

“This book should certainly make and keep for itself a place 
in E i literature.” —LANOE 
. viii + 100. With 4 Coloured Plates and 27 other 
Illustrations. Price 10s. 6d. ; ; postage 5d.; abroad 9d. 


‘Baillidre, Tindall & Cox, 7 & 8, Henrietta-street, London, W.C.2. 


ONTROL OF COMMON FEVERS. 


By twenty-one Contributors. Arranged by 
Dr. ROBERT CRUICKSHANK and EDITOR OF THE LANCET. 


Demy 8vo. 361 + vi pages. 33 Graphs. 38 Tables. 
` 128. 6d. net + 6d. postage. ` 


Rebel Without a Cause — 


THE HYPN OANALYSIS OF A CRIMINAL PSYCHOPATH 
by ROBERT M. LINDNER, PhD - l 


United St: 


Í 


SHELDON GLUECK, LLB PhD 


rofessor of Criminal Law ahd Criminology, 
Law School, Harvard University 


Demy 8vo ° ; 


_ RESEARCH BOOKS LTD 


‘es Public Health Service (R); Psychologist, United States Penitentiary, Lewisburg, Pa; s Lecturer in Criminology, 
Bucknell University 


With an Introduction by a 
and 


_ 


ELEANOR T. GLUECK, EdD 


Research Criminologist, Law School, 
Harvard University 


xrtant new work on the treatment of delinquency and the study of psycho-social pathology 
Pages xii+ 259 ) è 


2is net 
In association with 


a 


4ANN e MEDICAL BOOKS e LTD 99 GREAT RUSSELL STREET LONDON WCI 


. + a £ 
` z 
` ri 
a 
E r 


Inland £2 2s. Abroad £2 10s. 


. & valuable 


same 


sarm, 


X 


[APRIL 7, 1945 


“ABT LANCET,? | THE LANCET GENERAL ADVERTISER 


` 
Lan 
~ P 
’ 


. 


tft Yih 5 7 Yu psa Y= RR Wy yyy LY YY yy : ty Ah ty, Wy 
ERR T me 


ZZ 


Wile 


YY 
Uy Yy 
UY Ly 
F yy 
p ty 
yy ty 
Yj yy 
LOY 
y An ideal treatment for insomnia from any ^- ; 7 
Yi cause is MEDINAL,-a safe hypnotic with a very high degree of solubility, 7 
h ; : a Uy 
À 7 easily absorbed and speedily excreted. In therapeutic doses MEDINAL does 7 
PA ae z . yyy 
yy wot affect the cardiovascular, renal or respiratory systems. It produces a 7 
tify ; . . | f 
: 7 calm untroubled sleep from which the patient awakes refreshed and alert. 7 
YZ À l : i om Gih, 
yy Ly 
ty 7 p, 
yy | Yi 
` Li . YY 
ty y . . . ° . . o.@ ° YYZ 
7) Medinal is the registered name which distinguishes soluble barbitone of British Schering manufacture. 7 
WY ge ose » - yy 
Ze Literature available to interested medical practitioners’ on request. ; l 7 
BA ; A x 
GG BRITISH SCHERING LIMITED 185-190 High Holborn, London, W.C.1 af F d 


` 


' i ew I virtue of its non- 
. ae . 2 7 a irritating action on the | 


kidneys, -it is specially 

indicated in renal oedema; 

while its action as a coronary 
vasodilator ensures that in 
ne - congestive heart failure there 
ae aan | x is not only a satistactory 
‘Whether the Oedema is _ diuresis, but also a beneficial 
win puoi sF Cardiac Decompensation, effect upon the failing 


myocardium. 
Renal Insufficiency or disturbances = am 


In tablets for. oral use, ampoules and 


in the mechanisms of Fluid Interchange, suppositories. 


d f ° e s 
the treatment of choice 18 Literature'and samples on 


request. 


_ MANUFACTURED BY 
WHIFFEN & SONS, LTD. 
CARNWATH ROAD + FULHAM 


LDHDON ¢ S.W.6 
A SPECIALLY PREPARED COMPOUND OF  THEOPHYLLINE-ETHYLENEDIAMINE | l 


0) 


CX THE LANCET] 


THE WYNDS OF GLASGOW 
A HUNDRED YEARS OF PROPERTY OR LIFE 


Tom GARLAND, MD OAMB., DPH 
PRINCIPAL ASSISTANT MEDICAL OFFICER, MIDDLESEX 
COUNTY COUNCİL 


By way of a centenary celebration, I have just been 


re-reading Frederick Engels’s book on social medicine +- 


—at least, that’s how I think of it. When I realise that 
this material was collected when Engels was only 23 and 
was working in a foreign land, I am forced to admire 
him more and more. He gives a more complete picture 
of working-class life in the 1840’s than any other I know. 
There is a wealth of evidence, . backed by scores of 
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‘ Glasgow, in 1934 to 1938, had a higher infant-mortality | 


- rate than any other of the twenty-four large burghs in 


Scotland, or any of the eighty-four county boroughs of 
England ‘and Wales.” In Glasgow in 1938, 87. infants 
died in the first year of their lives, per thousand live | 
births, as against a rate of 50 for London, 38 for New © 
York, 34 for Chicago, and 31 for Amsterdam. The same 
report asserts that “in Glasgow experience has shown 
by rehousing alone the death-rate in young children 
from respiratory disease can in some instances be 
reduced by more than half, while the inci@ence of the 
commoner infectious diseases is materially reduced.”’ 


THE BALANCE-SHEET APPROACH 
In the past, social health measures, unless they 


--eomtemporary references, not only about the insanitary 

x conditions in the towns, but: about diet and food con- 
. tamination, medical services and quack cures, disease 

- -and danger ‘in various industries, and all presented with 
| piquant comment. There is only one other man with 
~a reputation comparable to Engels in this field—his con- 
“ temporary, Edwin Chadwick, the poor-law commissioner. 

2 The contrast in the approach to social medicine problems, 
«~in which both were.so passionately interested, calls 
a7 for consideration today; in particular with regard 
| to slums, for we are now presented with the need for 
the boldest -building programme ever contemplated in 

: this country. All those who favour an adequate pro- 

pi gramme will require some careful mobilisation and 
“training, if they are to succeed in abolishing old and 
avoiding new slums, ds, or what-have-you. 


obviously affected all classes, such as the vaccination - 
_ laws and those controlling infectious diseases generally, 
have had to be argued on a business basis. What could 
not be justified by reference to the balance sheet: of 
those in power has received scant consideration. ' 
The great protagonist of social health in the last 
century, who is rightly honoured today on the portals 
-of the London School of Hygiene, was Edwin Chadwick. . 
He developed this ““ balance-sheet ’’ approach in all his’ 
campaigns. His 1834 Poor Law Amendment Act was 
pre-eminently a business proposition—even the Duke of 
Wellington approved of it—and as such it was extremely 
successful. The handicraftsmen were ;forced into the 
factories rather than face the workhouse, thus easing 
the shortage of labour in newly-developing industry, 
while expenditure on relief, which now became conditional 


a 


u - Writing of: the’.wynds of Glasgow, Engels quotes 
~J. ©. Symonds, a Government commissioner for the. 


ie investigation of the conditions of the hand weavers : 
` both here and upon the Continent, but until I visited the 
e wynds of Glasgow I did not believe that so much crime, 
«<, mise 
< In the lower lodging-houses ten, twelve, sometimes twenty. 
; ` persons of both sexes, all ages and various degrees of 
~\ nakedness, sleep indiscriminately huddled together upon 
(/ the floor. These dwellings are usually so.damp, filthy, 
and ee that no-one could wish to keep his horse in 

óf them.” ` 


K . Edwin. Ohadwick had the same opinion of these alleys, 
“andi in his 1843 report ? he writes: 

a “ The prisons were formerly distinguished for their filth 
i) and their bad ventilation, but the descriptions given by 


^ Howard of the worst prisons he visited in England (which 


„1 he states were among the worst he had seen_in Europe) 


"+ were exceeded in every wynd in Edinburgh and Glasgow. 


> inspected by Dr. Arnot and myself, in company of the 

k ‘Municipal Officers of those cities. 

“physical suffering and moral disorder than Howard 

s describes as affecting the prisoners are to be found among 

ae the cellar populations of the working people of Liverpool, 

——~Manchester, or Leeds, and in large portions of the metro- 

polis. .... The medical practitioners . .”. concur in vouch- 

ing . . . that the health of the prisoners is in general much 

: higher almost than in any part of the surrounding popu- 
` lation.” r, 


The wynds of ‘Glasgow, of course, are only a bad » 


example of the slums to be found in scores of industrial 
towns, but I was reminded of the above quotations three 
‘months ago, by receiving a letter from a colleague in 
‘which occurred the sentence, ‘‘ No-one can know the 
SN fall-meaning. of social medicine without seeing the con- 
ditions of life in Glasgow.” He evidently thinks that 
the wynds of. Glasgow are still unhealthy; and -no-one 
will assert that Glasgow is the only town where slums 
© of a hundred years ago still’ remain uncleared. For 
— evidence of the significance of these slums, I would refer 


oe the Royal: Commission’ s report on these matters 


-in 1844.3 

D .From the mass of evidence available that would bring 
this report relatively up to date, one might mention that 

-the 1935 Overcrowding Survey revealed that the City 
— of Birmingham at that date still contained 38,733 back- 


¢ to-back houses,‘51,794 houses without a separate water- . 


Bees and 13, 650 houses without a separate water- 
= supp | 

With special reference to Glasgow, a particularly 
outspoken report recently published 5 declares that 


6345 


ro 


a 


-“ I have seen wretchedness in some of its worse phases: 


ry, and disease could exist in any civilised country. | 


More filth, worse 


on residence in a workhouse, . dropped enormously. 
(Poor Law expenditure’ in 1831 was £64 million and in 
1841 was £500,000.) Just how far this attitude could 
go in denying human beings elementary rights is- 
evidenced by the rule which forbade husband and wife 
to live together in the workhouse, on the grounds that 
the previous rule ‘*had filled the parish workhouses 
with pauperised children.” 

In 1833, Chadwick had been appointed as one of the 
Central Commission to examine into the labour of 
children and of young persons employed im factories. 
One of the findings of this commission Was that : 


“ Physically the effects of excessive hours of labour were 
‘aggravated by the bad sanitary conditions of‘ill-ventilated 
and ill-drained workshops, and ill-dreined and ill-ventilated 
dwellings, while the economical results, waste of working 
force,‘ were such’/as would be the case if the farmer, to 
_ obtain one working horse, had to raise two colts, or as if 
the adult working horse, when raised, lasted only two- 
thirds of the productive time that would be obtained under 
better sanitary conditions.” 7 


As he became older, Chadwick became still more 
blatant. In an address before the National Association 
for the Promotion of Social Science, on the opening of ' 
the session 1869-70, he said, 


“ I venture as a rudimentary economist, and as a humble 
servitor of the superior scientists, to claim a place in 
which I invite your consideration of men as an investment 
of capital, as a ‘ pecuniary transaction,’ in relation to whom 
we have to consider the means of rearing him with the view 

. to the return of the highest percentage of profit and above 


‘the cost of his nurture as‘a return for that investment.” ? - 


Chadwick was a strong advocate of half-time education 
for children in factories. ‘‘ The most ignorant of the 


workmen were not only the most dangerous, but were . 


becoming the most unprofitable.” But he opposed 
whole-time education as a waste of time for these same 
children. The unemployed he refers to as ‘‘ excessive 
manufacturing labour,” and here is an argument of his 
for better recreation facilities for workers : 


' «On the holiday given at Manchester in celebration of | 
Her Majesty’s marriage, extensite arrangements were 
made for holding a Chartist meeting, and for getting up 
what was called a demonstration of the working classes, 
which greatly alarmed the municipal magistrates. Sir 
Charles Shaw, the Chief Commissioner of Police, induced 
` the mayor to get the Botanical Gardens, Zoological Gardens, 
and Museum of that-town, and other institutions, thrown 
open to.the working classes at the hour they were urgently 
invited to attend the Chartist meeting. The mayor under- 
took to he personally answerable for any damage that 
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occurred from throwing open the gardens and institutions 
. to the classes who had never before entered them. The 
effect was that not more than two or three hundred people 
attended the political meeting, which entirely failed, and, 
~ scarcely five shillings’ worth of damage was done in the 
_* gardens or in the public institutions by the workpeople, 
who were highly pleased. A further effect produced was, 
that the charges before the police of drunkenness and riot 
were on that day less than the average of cases on ordinary 
days.” 

There has. been much. progress in advancing sọcial 
health in the past hundred years, and much credit goes 
to men like Chadwick, but in the realm of slum clear- 
ance there has been a significant failure, for slums 
cannot be cleared by the direct balance-sheet approach 
—they are very profitable to their owners as they are— 
ehoue terribly costly to the nation. 


THE HUMANIST APPROACH 


Engels in: his book never argues from the premises 
that Chadwick -adopted. To him men and women are 
worthy of certain standards as human beings—they are 
never discussed in terms of capital investments, or as 
colts and horses. | 

“I am far from asserting that all working people live 
in such want as the foregoing three families. 
well that ten are somewhat better off, where one is so 
totally trodden underfoot by society, but I assert that 
thousands of industrious and. worthy people...do find 
themselves in a condition unworthy of human beings; and 
that every proletarian, every one, without exception, is 
exposed to a similar fate without any fault of his own 

‘and in spite of every pédssible effort ” 1 (my italics). 

While Chadwick is often to be found using phrases such 
`- as “‘ considering how large a proportion of the labouring 
people are deficient in the habit of self-control,” Engels 
writes : 

ja Drunkenness has here ceased to’be a vice, for which 

the vicious can be held responsible; it becomes a 

phenomenon, the necessary, inevitable effect of certain 

conditions upon an object possessed of no volition in 
relation to those conditions.” ! | 
While Gaskell, sur veying the mill- workers of Manchester 
writes : 


** The real evil lies in the habits of the people themselves ; 
habits, it is true, generated by a system of factory labour 
but decidedly not of necessity dependent upon it.” % 

Engels, commenting on the same phenomena asks : 

“ How can people wash when they have only the dirty 
Irk water at hand, while pumps and waterpipes can he 
found in decent parts of the city alone ? ” 1 


PROPERTY OR LIFE 


Our rulers have tolerated the slaughter of the inno- 
. cents for a hundred years in Glasgow and in scores of 
other industrial towns in Great Britain—otherwise the 
‘ slums would not still be there. Engels a hundred years 
ago slammed down the evidence and delivered judg- 
ment as straight as that delivered upon the Temple 
money-changers. : 


“ I have now to prove that society in England daily and 
hourly commits what the working-men’s organs, with 
perfect correctness, characterise as social murder; that it 
has placed.the workers under conditions in which they can 
neither retain health nor live long; that it undermines the 
vital force of these workers gradually, little by little, and 
so hurries them to their grave before their time. I have 
further to prove that society knows how injurious such 
conditions are to the health and life of the workers, and 
yet does nothing to improve these conditions. That it 
knows the consequences of its deeds ; that its act is, there- 
fore, not mere manslaughter but murder.’ 


Engels proved his case by citing official documents, 
inter- -departmental committee reports, debates in the 
House of Commons, scientific journals, current news- 
‘papers, and so forth, and his case could be proved again 
a hundredfold up to the present time. The whole 
issue—Property or Life—has been sharply raised lately 
in the debate in the House of Commons on the Town and 
Country Planning Bt. 
‘The important principle which is coming is that life is 
more important than property. If there is any hon. 
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Member present who will dare to get up and deny that 


quite simple statement, let us have it, and if anybody . 
‘thinks that property is more important than life let him 
say so. Otherwise let us accept the principle that life is 
more important than property, and let us see where we 
go from there.” 1° 


This is a crucial issue for all interested in social health, 
for the only real reason that has operated.to hinder the 
demolition: of the wynds of Glasgow and similar slums 
appears to be that property has had priority, over life. 
No such priority was accorded the insanitary conditions 
that fostered cholera in the last century. Piped water- 
supplies to the towns, closed-in sewage systems, and the 
paving of urban streets, were initiated and carried out 
on a gigantic scale. This was the realm in which 
Chadwick was immensely successful. This was due 
largely to the fact that cholera was not so selective of 
social class in dealing death as are slums—only one 
class lives in slums, but the sewage-polluted water of 
the Southwark and Vauxhall Company in 1853 was 
drunk by influential people in addition to slum dwellers. 
Whenever vested interests appeared to be mobilising to 


hold up municipal sanitary reform a further outbreak 


of cholera reminded these citizens that their lives were 
of more value than a saving in taxes on their property. 
Slums could go—just as open sewers and unpaved 
streets went. A ten-year programme carried out with . 
the same skill, self-sacrifice, and energy as has gone to 
the production of aircraft and tanks in the last four. 
vears, and having the same priority of materials and 
labour, would go far towards accomplishing the task. 
Curiously enough I believe that me two programmes 
lead us to a common goal. 
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PULMONARY CONCUSSION `i , 
(“BLAST”) IN NON-THORACIC BATTLE WOUNDS 


OSWALD SAVAGE, MRCP 
LIEUT.-COLONEL RAMC ; OFFICER 1/c MEDICAL DIVISION AT A 
BRITISH MILITARY HOSPITAL, CMF 


DURING the battle for Rome this hospital was admit- 
ting casualties principally to the attached neurosurgical 
and maxillofacial units. In the early days, during the 
battle for Cassino, owing to the excellent method of 
triage, such cases were arriving within 6-12 hours of 
wounding. Asa consequence many severe wounds of the’ 
head and face arrived in hospital sft aight from the battle- 
field with minimal halts for resuscitation. Later in the 
campaign, when the lines of communication were longer, 
some cases were received after operation at the forward 
sections of these units. Two cases included in this series 
were flown back from the South of France beachhead. 

While doing autopsies on some of: the earlier. cases 
Lieut.-Colonel P. B. Ascroft found that a number showed 
small intrapulmonary hemorrhages suggestive of blast 
lungs though there had been no evidence of chest damage. 
He suggested that I should investigate this. Between 
May 12 and Aug. 22 complete autopsies were done on 87 _ 
battle casualties. They were made up of the following 
major wounds : 

Penetrating head wounds i 
Penetrating head and other wounds 
Spinal wounds 

Maxillofacial wounds 

Closed head wounds 

Burns a2 sa eg 

Other wounds 
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MACROSCOPIC. APPEARANCES OF THE LUNGS AT AUTOPSY 


** Blase lung ” in anterigr part of both lower lobes (anterior view). 


views). 

. Hemorrhages seattered through both lower lobes. Microscopically : Consider- 
able haemorrhage filling the ruptured alveoli. 

. Scattered hemorrhages into lower lobes. 

. Hemorrhages in left lower lobe. | 

. Pin-point haemorrhages on surface of both lower lobes. 
studded with hemorrhages. 

. All lobes show circular. hemorrhages, more pronounced in lower lobes. 

. Cone-shaped areas of hemorrhagic consolidation on surface of lungs. 

. Right pleural cavity contained 4 pint of blood. Partsof right upper and lower 
lobes solid with haemorrhages. Left lower lobe contained scattered 

Microscopically.: 


`N 


Left lower lobe 


won Own ra ud W — 


haemorrhages. 


In 30 of these cases lung changes were found which 
were considered to be due.to blast. In the earlier cases 
there was no evidence before.death that the lungs were 
affected, but later in the series, when routine chest 
X-ray films were taken in patients who might have been 
exposed to blast, the typical radiological changes were 
sometimes found. 


The time between wounding and death varied from 


under an hour to 83 days. Im the table the cases have 
been numbered according to this interval. - 


MACROSCOPIC APPEARANCES AT AUTOPSY 


The lungs were large and in the majority the surfaces 
showed no change, but on sectioning them a striking 
*“ spatter ’’ of hemorrhages was seen. In some these had 
coalesced to form areas of consolidation, always in the 
lower lobes and frequently only in the posterior costo- 
phrenic fringes. Circular areas of hemorrhage about 
lcm. in diameter ware scattered throughout the lung. 
‘They were darker in the more consolidated centre with a 
brighter red and ill-defined edge fading off into the norm- 
ally coloured lung. We saw none of the ashen-grey 
areas described by. Hadfield and Christie (1941). . 

As will be seen from figs. 1-30, the lower lobes were 
mainly affected, but on an average the distribution 
throughout a lobe was uniform from periphery to hihem. 
This is contrary to Zuckerman’s findings (1940, 1941) 
that smal hemorrhages are subpleural. In 7 cases there 
were areas of pin-point, hemorrhage on the parietal 
pleura. The paravertebral gutters were chiefly affected 
along the line of the angle of the ribs, and in 2 cases there 
were lines of hzeemorrhage along the lower borders of the 
ribs for a few centimetres from the angles. 

Heemorrhages beneath the visceral pleura were present 
in 10 cases. Mostly round the roots of the lungs, they 


` 
` 


“Blast lung’? in both lower lobés posteriorly (figs. 2-30 are posterior 


Widespread jntra-alveolar hemorrhages . 


occasion. 
‘was implicated there was bleeding into the retroperi- 


containing. fresh red cells, consistent with ‘blast lung and survival for a 
perio 

10. Posterior surface of right lower lobe and lower part of right upper lobe solid 
with smail hemorrhages. Left lower lobe contained many haemorrhages. 
Microscopically : Hæmorrhagic patches with fresh red cells in the alveoli. 


It. Cone-shaped areas of hemorrhages in both lower lobes at lower border. 
12. Scattered hemorrhages throughout both lungs. . 


13. Right lower lobe showed a large subserous haemorrhage, with hemorrhages 
scattered in the lobe. Left lower and upper lobes contained scattered 
hzmorrhages. Microscopically : Intra-alveolar hemorrhage and cedema. 


14. Hamatoma 8 x 5 cm. on posterior surface of left lower lobe. Both lower 
lobes studded with hemorrhages up to |} cm. in diameter. : 

IS. Both lower lobes profusely shattered with small hemorrhages. 
haemorrhages on diaphragm. i 


Scattered 


bore no relation to the amount of bleeding found in the 
lung parenchyma, and we saw no lines of hæmorrhage 
corresponding to the ribs as described by Wakeley (1943). 
Purple patches of congestion were common on the` 
posterior surface of both lower lobes, but again these bore 
no relationship to the amount of hemorrhage found on 
cutting the lung. In every case the trachea was free. 
from blood, so the possibility of inhalation ‘‘ blood 
spots,” described by Osborn (1943), was excluded, though 
these. were seen in other battle casualty and accident 
cases coming to autopsy. -> 

To obtain a record of the distribution of the hzmor- 

rhages, many of these lungs were re-inflated at autopsy 
and X rayed: Two types of picture were seen, as shown 
in figs. 31 and 32— 


(a) (fig. 31) : scattered opacities, sometimes confined to one 
lobe. 


(b) (fig. 32) : as in (a), but in parts the hemorrhages are so 
numerous that an appearance of consolidation is given. 
In this area the larger bronchioles are patent. 


In these 30 cases evidence of blast hemorrhage else- 
where in the body was seen 10 times. The liver was 
found bruised in 6 patients. In éach there was bleeding 
into the falciform ligament,‘and in 3 the surface of the 
organ showed small areas of superficial hemorrhage. 
Hemorrhages on the surface of the heart were seen 4 
times, the anterior wall of the left ventricle being most 
affected ; in each case the pericardial fluid was faintly 
blood-stained. Small areas of hemorrhage were seen 
in the pancreas, spleen, and colon, each on one 
In every case where an abdominal organ 


toneal tissues. 
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o 3 
Case | blast Method of 

in wounding 
lungs | 


E Se 


1 | Mod. |Cannon shell ex- | 
Ploded while 
held to abdo- 
men 


; 2 Sl. | Mine explosion 
i i at 25 ft., partly 


screened 
3| S. | Ditto 
4; S. | | Unknown 
Sl. In tank | 
Mod. | Anti-personnel 
’ mine 
Mod. Shell 
Sl. Mortar | 
Sev. Shell | 
S 
rt 7 | 
Sev. | Unknown 
i 
è 11 Sl. .., Shell | 
12 | Mod. Shell 
j 13 | Sev. Unknown 
14 | Mod. Unknown 


[Degree | 
£ 


| l © | Sounds harsh ; X ray suggests blast lung 


BLAST LESIONS IN BATTLE CASUALTIES 7 
\ 


i 
! ' Time 
- Wounds ; Clinical condition before 
i B | = death 
Thoracoabdominal penetrating ; traumatic | g Admitted dead Under 
amputation of hand ; : multiple injuries of ; 7 y Aa 1 hr. 
hand and face | NG l 
- Penetrating head injury | Admitted dead ~. | 9 hr. 
i ~ i e F = . 
| Penetrating head injury . Died 18 minutes after admission LO ` 9ł hr. 


Penetrating head injury ` | Unrousanie: P 52. BP 125/70. Quiet breathing. 20 hr. 


Corneal refiexes absent 


Penetrating bead injury, burns of trunk, ' Drowsy, confused. P104. BP125/90. Colour grey. 25 hr. 


limbs, and face- : Breathing stertorous. ‘‘ Not fit for surgery ”’ 
Penetrating head injury ; flesh sound of | Dazed and confused. P 78. BP 115/70. Rt hand 264 hr. 
thigh flaccid. Discs blurred 


Penetrating brain injury; lt eye destroyed ' Condition poor. Pulso hardly felt. No response to | 27 in 
stimuli. Brain protruding and lt side of face shot | 


away 
Face injury with fractured mandible General condition fair 80 br. 
Penetrating head mjury:; ; abdominal ; ! Condition poor. Breathing stertorous. P 112. BP: ‘36 hr. 
flesh. wounds of legs. At opn: FB! 95 5/65. “ Condition not fully explained by head.” 
lying behind colon ; bullet had traversed Xray: diffuse mottling throughout lungs 
pleura, liver into kidney i ` | ; 
Penetrating head wound - : Unconscious. P 120.. BP 125/7 70. Breathing deep. ' ! 39 hr. 
' Rt flaccid hemiparesis. X ray consistent with! | . 
blast lung í E 
Penctratie head wound; superficial, Unconscious. P 64. BP 110/60. Lt hemiparesis. z br. 
. wounds of arm Jaundiced ' ' i i | eae 
Penetrating head wound Unconscious. P 70; volume good. lower 45 hr. 
| limbs flaccid | | 
Penetrating head wound . ‘Unconscious. P 80: BP 125/70. Lt flaccid hemi- | 59 br. 


| plegia. X ray consistent with blast lung 


| 
| 
Closed head injury ; lacerations arm and. Unconscious. P 60. Rt facial weakness ; doubtful | 83 br. 
: Es ' | leg; bruised chest localising signs. Lt hemisphere ; breathing shallow. 
15 | Mod Stepped on 


| . Multiple¢injuries of limbs and face ` Condition poor. P 130. BP 100/60. Cyanosed at !104 br. 
mine ! . o] times. White blood-cells 23,000 per c.mm. 
16] SI. Unknown Penetrating head injuries ; comp. fracture | Comatase. P 100. BP 110/45. Rt spastic hemi- 104 hr. 
humerus ` paresis 
~ 17 | Mod. ‘Shell Penetrating brain injury 'Semicoma. P 96. Lt hemiparesis. X ray skull | 112 hr. 
‘ ie . i shows indriven fragments of bone `` 
18 | Sev.. ‘Shell | Penetrating head injury; flesh wounds | Confused. P90. BP 120/90. Solour and breathing i124 hr. 
loin, thigh, and shoulder good. Lt flaccid paresis 
19 | Sev. Unknown Penetrating head injury. Brain oozing | Comatose. P 70 : volume poor. Colour and breath- 136 br. 
4 from supraorbital wound . inggood. Rt facial palsy. Rt flaccid paresis 
`~ .20 | Mod. Shrapnel Penetrating hcad wound ; flesh wound | Rousable only by noxious stimuli. P 100. BP 105/65. J days 
. EE ee “+. lt thigh ! Rt arm and leg spastic 
21 | Sev. Shrapnel Penetrating head wound; flesh wounds Dhesiecinns: T 102° F. P 96. BP 125/80. 7 days 
l abdomen, arm, and leg hemiparesis and lt hemianopia 
22 | Sl. “Mortar | Penetrating head wound; flesh wound ! Dazed. confused. P 90. BP 120/90. Breathing | 8 days 
| shoulder | ! good. Rtfacial weakness. Meningitison-6thday | 
23 | Mod. Mine Spatter Jania: of chest, penetrating in- | Condition fair and remained good nntilsudden collapse | 8 days 
; | juries of face, scalp, and limbs. Frac-: on Sth day. X ray consistent with blast lung 
ture of lt 6th rib i ad Ni 
'24 | Sev. |. In tank Severe burns face, hands, legs; fracture of | P 125. Öranosëd: Burnse probably fúll thickness j 9 days 
l os calcis loss. Condition deteriorated after air travel | 
l -` } 
25 Sl. Shrapnel | Penetrating head wound ; flesh wound ' P 60. BP 110/60. Both arms and legs spastic. {| 40 
| shoulder Brain exposed. 8th day clinical meningitis | days 
26 Sl. : Shrapnel | Penetrating hend wound . iP 92. .BP 100/80. Herniation of brain. Spastic | 18} 
i ‘ : ae pe l paresis rt arm and leg. 8th day, clinical meningitis days 
- 27 | Sev. Mortar . Spinal wound level D 9 and 10. “Brain pro- | Condition. poor. ‘Pulse hardly felt. No response to; 27 — 
ar re k truding and lt side of face shot away ` ey stimuli a = 
‘ . ‘ ` ' . ~ ` 
28 | Mod. ` Unknown K Spinal wound level D 7 PONLO ck wound i Condition fair. P 90. BP 125/75. Paraplegia - | ace : 
| í -l ; , / | days 
/ , ` i 
29 | Sev. | Ammunition in Multiple 2nd and 3rd degree burns ; frac- | Condition poor: P 96. Deep Dami: 2000 sq. cm. ; _37 
| tank blew up tured humerus X ray consistent with blast lungs. No sputvfm. days ` 


beside him when 


Sl. Tank hit by shell ' 
and blew up 


hit by shell | l 


. ` ; Hb. 60°,. Pl. protein 5:8. Remained very ill and 
: died with respiratory distréss after resuscitation E 


W ounds of face and trunk, hands and legs : Condition fair. P 108.. BP 128/80. Eventually :` 85 
rt frontal brain wound ;rt eye destroyed putated py arthirosig rt knee and had kg am- | days 
putate 


—4 -- + Bar ee ee ed . 2e i a aoe 


mod. = moderate ; sl. = slight; sev. = severe. 
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MACROSCOPIC APPEARANCES OF THE LUNGS AT AUTOPSY. 


16. Fibrinous pleurisy over lower, lobes. 
lobes and scattered through these lobes. 


17. Hemorrhages in both lower lobes and along lower edge of left upper lobe, 
Right lower lobe showed secondary bronchopneumonia. | 


18. Surface haemorrhages on lower lobes. Pin-point hemorrhages in substance 
of upper lobes. Microscopically : Lesion typical of blast ; : hemorrhagic 
patches with fresh red cells in the. alveoli. 


19. Smäll. hæmorrhages throughout ali lobes. -At the bases these have coalesced, 
but che affected parts still float. Atleast half the lung tissue is involved. 


20. Fisurisy over right ower lobe, which is studded wich. bronchopneumonia 
hæmorrhagės. — 


21. Left lower lobe solid with patches of bronchopneumonia and small: hæmor- 
rhages. Right lower lobe to depth of 3 cm. spattered with hæmorrhages 
up to 2 cm. in diameter. Microscopically : Massive namorthagic consolida- 
tlon.of left lower lobe. E 


22. Pleura slightly bloodstained. Hæmatoma 4 x 5 em. on posterior surface of 
right lower lobe. Scattered hæmorrhages throughout all lobes, nowhere 
intense. . : 


@ 


MICROSCOPIC APPEARANCES 


Dr. Je oan Ross saw many of these lungs during fixation 
and kindly examined some of the sections for me. Of 
those she saw she reports— 


CasE 9 (36 hours).—The lung shows widespread intra- 
alveolar hemorrhage. At the edge of the more hemorrhagic 
areas fresh red blood corpuscles are present in the alveoli 
with scanty polynuclears .and occasional macrophages. 
Consistent with blast injury and survival for a period. 


Case 13 (59 hours).—The hemorrhages are much more 
discrete than in Case 9. Generalised capillary congestion is 
present. Some alveoli contain fibrinous coagulum with 
entangled red blood corpuscles and macrophages.’ Macro- 
phages are present throughout and some polynuclears and 
some alveoli are filled with these cells. 


This indicates a pneumonia following on intra-alveolar 
hemorrhage. This patch coincides almost exactly with 
some areas in Hadfield’s case (1941) surviving 57 hours 
after being exposed to the blast of a land-mine. 


`- CasE 18 (124 hours):—Naked .eye-the section shows hemor- 
rhagic areas which are not entirely airless and have a some- 
what diffuse outline. In. the hsemorrhagic . areas there are 
fresh blood corpuscles: in the alveoli ‘and in’ some . of the 
bronchioles, ` 

In some of the lungs Dr. Ross also had sections exa- 
mined for fat emboli, since this was a possible cause of 
these hæmorrhages. No fat emboli were found, 


CLINICAL CON DITION 


“Most of these patients were unconscious while under 
observation. They had no external evidence of thoracic 
damage and had major wounds elsewhere, so it is not 


N 


Genara on surface of lower 


- 


` his head injury.’ 


23. Tiny. wound penetrating to anterior mediastinum with much bruising 
,Pin-point perforation .of pleura below 6th left rib, with- surrounding 
‘bruising. Confluent broncifopneumonia in right upper lobe. Hæmatoma 
‘tn right lower lobe. 

24. Pin-point hemorrhages on surface of lungs. 
paft of upper lobes spattered with eee 
out of action. - 

25. Scattered haemorrhages chrougneut all lobes. — 

26. Old circular haemorrhages typical of blast in both lower lobes. 

27. Hamatoma with a few old haemorrhages in right lower lobe. Many hamor- 
irhages deep in left lower lobe. Left upper lobe solid, wich haemorrhages 
in lower pare. 

28. Left pleura contained 4 pint of blood-tinged fluid. Small hemorrhages 

-~ spattered throughout right lower lobe, with some softening. Left lower 
lobe contained a few hæmorrhages with patches of bronchopneumonia. 
Lefe upper lobe: bronchopneumonia. Microscopically : Bronchopneumonia. 

29. Hamorrhages up to | cm. in diameter throughout all lobes except left upper 

lobe, most definite in lower lobes ; they appeared to be fairly recent. 


30. Small amount of old blast haemorrhage in right lower lobe.. 


Both lower lobes and lower 
Half pulmonary tissue 


surprising that the pulmonary hemorrhages were unsus- 
pected, in the early cases, but even when we began to 
find these at autopsy and looked: particularly for clinical 
signs or pulmonary abnormality in the later cases, these 
were remarkably sparse. 

None of the patients had hæmoptysis. The pulse- 
rates were only slightly raised, and the blood-pressures 


were within normal limits, but in many there was some `` 


respiratory distresś with stertorous breathing. Major 
J. Shoreston,| the neurosurgeon, recorded in the notes: 
of ‘two of these patients.: ‘* His’ general clinical con- . 
dition would appear not in keeping with the nature. of | 
Physical signs in the chest were mini- 
mal and confined to adventitious sounds scattered alls, 
over the lung, but more pronounced at the bases—little | 
enough abnormality in men who often had been in coma 
for some hours. 

Radiography provided the evidence of intrapulmonary | 
hemorrhages in the shape of a diffuse, rather ‘‘ fluffy ” / 
mottling (fig. 33). It was found constantly at autopsy ’ 
that the hsemorrhages'were more widespread than the | 


ante-mortem pictures suggested. Suchan X-ray appear- | 


ance is not caused only by blast hemorrhages—it is : 
consistent with scattered bronchopneumonia, silicosis, | 
and other conditions. However, in a patient who may 
have been exposed to blast, whose clinical eondition is © 
worse than his wound warrants, with a pulse-fate only 
slightly raised, and a blood-pressure within normal 
limits, it is very strongly suggestive ss alveolar heemor-_ 
rhage. 
z DISCUSSION | 


In this series sof 87 autopsies on battle casualties overa 
third showed some degree of ‘‘ blast ’’ lung assessed as : 
severe, moderate, or slight. This assessment was made 


- 
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on the presence of consolidation, the area of 
lung involved, and an estimate of the 
number of hemorrhages. . In 23 of these, 
cases showing lung hemorrhages it was 
. certain that they had been exposed to blast; ` 
in the remaining 7 the method of wounding 
was unknown. Most of the cases were 
penetrating head wounds, because these 
were concentrated at this unit, but there 
seems no reason to suppose that blast lung 
occurs less often in other casualties where 
blast is a factor. - : 

There is now sufficient evidence to estab- 
lish that these pulmonary hemorrhages are 
due to blast. Hooker (1924) showed that 
hsemorrhagic lesions of the lungs and other 
visceral organs are prevalent in animals 
subjected to blast, and Zuckerman’ (1941) 
found that animals exposed to, blast from 
70 lb. of high explosive at a distance of 18 ft. 
died within a few minutes to 24 hours, and | 
that the most conspicuous changes found 

-ere lung hemorrhages. Bernal (1941) concluded that the 
force of blast would have to be 100 Ib. to the square inch 
before a human being would be endangered, and Zucker- 
man that a man would be safe 30 ft. from a 50 kg. bomb. 
Cases 2 and 3 in this series were 25 ft. from a mine with the 
lower parts of their bodies screened by an embankment ; 
each showed a slight degree of blast lung. Zuckerman 
has shown by extensive experiments on animals that the 
injury is due to the impact of the blast wave on the body 
wall, and has I think disposed of the other theories as to 
causation. | l 

In both experimental and human cases killed outright 


by blast, the amount of hæmorrhagic consolidation or 


hepatisation is remarked upon, though Hadfield (1941b) 
mentions the variation in the amount of hemorrhage 
in fatal cases. In only 6 of the present cases was there 
- sufficient consolidation to make the lungs sink and 
in these only small areas -were involved. The striking 
feature of the lungs was the discreteness or the hemor- 
hages, though in some of the severe cases it was estimated 
that half the pulmonary bed had been put out of action. 
This lack of consolidation may account for the absence of 
hemoptysis asasymptom. For example : 


. Case 15.—-A sapper who stepped on a mine sustained a 
fractured mandible, traumatic amputation of the right foot, 
and a penetrating wound of the right eye. None of these 
should have killed him, yet he died 104 hours after wounding 
in spite of resuscitation and treatment. He had no pulmonary 
symptoms but routine X-ray films showed the fluffy mottling 
of alveolar hemorrhage. : 

At autopsy the wounds were clean. The lungs were purple 
on the posterior aspect but there were no surface hemorrhages. 
On section they showed smal] hemorrhages scattered profusely 
throughout both lower lobes, with some cedema of the upper 
lobes. There was no blood in the trachea or bronchi. The 


‘N 


Fig. 33.— Diffuse fluffy mottling from intrapulmonary hemorrhages. `- 


Fig. 31.—Lung inflated at autopsy, showing 
scattered opacities. 


. 


Fig. 32.—Lung inflated at autopsy, ‘showing 
appearance of consolidation from numerous 
haemorrhages. : l 


abdomen also showed evidence of blast, in the shape of a pint 
of slightly blood-stained fluid in the peritoneum, a suffused 
and cedematous omentum, and an ischemic area 3 cm. in 
diameter in the stomach Surrounded by petechial hæmor- 
rhages. There were hemorrhages in the diaphragm, and the 
liver contained areas of purple staining 2 cm. in diameter 
extending 2 cm. into the organ. 

The blast lesions played a large part in killing this man. 
In 9 of the 30 cases with pulmonary changes the blast was 
assessed as severe, in 10 as moderate, and in 11 as slight. 
So in 10%. of the 87 cases it was considered that blast lung 
played a considerable part in causing death and in another 
10% a small part. The fact that these lung lesions are 
fairly common in battle casualties should, I think, be 
recognised, for their appearance is striking. In the early 
stages of the investigation when one was seeing the lungs 
soon after wounding, it seemed that they must play a 
considerable part in causing death, but later when one 
saw them days, weeks, and finally months afterwards, it 
was realised that although striking in appearance they 
had not as much clinical significance as was at first 
thought. The element of blast is almost certainly 
greater in this war than the.last, yet Wiles (1944) reports 
that the mortality of battle casualties surviving long 
enough to reach general hospitals has dropped from 
between 6-1% and 10:4% in the last war to 2:1% ina 
series he studied in,the MEF in the present war. 

The question has been raised whether the bleeding may 
continue into these lungs after the initial brisk heemor- 
rhage. Hadfield and Christie (1941) are of the opinion 
that it may continue for 48 hours orso. In many of this 
series, though the cases did not come to post-mortem for 
some days after wounding, the hemorrhages appeared 


- fresh. For example— l l l 
Case 29.—A co-driver in a tank was severely burnt on the- 


face, legs, and arms and was subjected to. blast. when the 
ammunition box by his side blew up. He lived 37 days, and 
when the lungs were examined radiologically for the first time 
30 days later the films showed the changes of blast. At 
autopsy the lungs were studded with hemorrhages which 
looked remarkably fresh; though it is diflicult to believe that 
he started to bleed again so long after he was wounded. , 


Nicholson and Scadding (1944) maintain that hemo- 
thoraces do not clot probably because of the defibrinating 
action of the cardiacand respiratory movements. Possibly 
these have a similar effect in intra-alveolar heemorrhage. 
Wakeley (1943) says that in the more serious cases 
lobar pneumonia develops. -We did not see this at all. 
„In 4 of the moderate cases bronchopneumonia occurred, 
but in none of the severe ones. , The earliest was case 17, 


at°112"hours; fhough Dr. Joan Ross found microscopic 
changes of bronchopneumonia in case 15 at 59 hours.. 


n was the only case which did not have sulphadiazine 
early. 
in blast lung, though it was given to prevent cranial not 


~ pulmonary sepsis. ' 


: SUMMARY 


In a series of 87 autopsies on battle casualties, the 
majority penetrating head wounds, over a third. were 
found to have “ blast ”’ changes in the lungs. 
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It may. be that this drug is a good prophylactic: 
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_ fewer and better trained. 
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IN A SANATORIUM STAFF | 
7 INVESTIGATION AND SUPERVISION 
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. °MBE, MB EDIN. | _ DEPUTY MEDICAL SUPERIN- 
‘. MEDIOAL SUPERINTENDENT TENDENT 
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_ With RADIOLOGICAL INTERPRETATIONS by 
f L. G. BLAIR, MROS, DMEE 
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I 


' INTEREST has once more been focused on the meideree 


of tuberculous infection and diseáse in nurses by recent 


notices issued by the Ministries of Health and Labour, 
and by the interim report of the Prophit Survey (Daniels 
1944), the first large-scale investigation into the problem 
in this country. 

The work reported here belongs to an entirely different 
class. The tuberculin testing and other examinations 
of staff at the Cheshire Joint Sanatorium are not carried 


aut as a piece of detached scientific investigation, but as 


a system of ‘preventive medicine applied individually 
to nurses, maids, and other members of the resident staff. 
Though tuberculous infection of the hitherto uninfected 


inhabitants of a sanatorium is almost. inevitable, pro- 


gressive tuberculous disease can perhaps be avoided. 


Methods and Classification 


It can be confidently predicted that the age at which 
seai get their primary tuberculous infection will come 


progressively later in this country, as open cases become . 
It will therefore become quite © 


impracticable to exclude non-reactors to tuberculin 
from work in tuberculosis sanatoria. This idea, which 
has been put forward by Snell (1945) and others, might 
be feasible at present in our larger cities; but for the 
average country institution, drawing its nurses and maids 
from rural districts and from Ireland, it is out of the 
question even now. We must employ the negative 


‘reactors and also look after them.. 


Progressive clinical tuberculosis must be preceded by 
rimary infection, and since remarkably little is known of 
the intervening stages it seems essential that we should 
have early warning of the primary infection. We may 
then take immediate action to, interrupt the progress 
of a primary which does not follow the normal course 
of uneventful retrogtession. Brahdy (1940), ‘dealing 
with. primary tuberculosis in childhood, stated that 
“ healing cannot be hastened by any form of therapy, 
and is not retarded even under unhygienic conditions.” 
Even if he is correct there is no evidence to-show that 
the same applies to young adults, and the satisfactory 
late histories of our infected nurses encourage us to 
believe that supervision at. ‘the time of infection is 


beneficial. 


The routine examination of new staff includes : 
clinical examination; tuberculin testing; radiological 
examination ; weighing ; blood-sedimentation rate. 

TUBERCULIN TESTING i 


The “Mantoux test is repeated monthly in negative 
cases. - \ 
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-excessive reactions „followed the latter- in some 


We use the graduated intradermal test with’ purified 
protein derivative (PPD). The first injection of 0:0002 mg. is - 
read after.48 hours. If negative it is followed by 0:0025 mg. 
and if necessary a third injection of 0-005 mg. is given. We — 
introduced the intermediate dose (0.0025 mg:) because we 
found the step from 0-0002 mg. to 0-005 mg. too large, and 
cases. 
Reactions are classified as follows :— = 

+ 1 = induration 65-10 mm. ‘ diameter, irrespective 
of area of erythema. re 

+ 2 = induration 10-20 mm. diameter. 

+ 3 = induration more than 20 mm. diameter. 

+ 4 = induration with central necrosis. `` 


‘Our minimum standard (+ 1) is the same as is ial by 


the Prophit Survey. — 


Ridehalgh (1942) reported reversion from Mantoux-. 
positive to Mantoux-negative in-15 cases, but sing the . 
positive standard he used was only 2 mm. induration\it is 
possible that some of these were false positives at the first 
testing. We do not re-examine our positive cases unlass | 
they leaveand rejoin: One maid became Mantoux-positi 
after 6 months on thé staff. She lefta month later, bu 
returned 11 months after Mantoux-conversion and was 
found to be negative again ; 2 months later (having had 
one more negative test) ‘she was again positive. On 
neither occasion was there clinical illness or a detectable 
radiological lesion in the lungs. <A second “‘ primary ’ 
infection can occur, as Terplan (1940) has`shown by 
pathological studies, and presumably it could only 
occur in the absence of tuberculin sensitivity. We have_ 
not encountered delayed tuberculin reactions such. as 
were reported by Dantiels (1943). It may be that PPD 
does not.remain so long in the tissues as old tuberculin. 

Although the intensity of reaction is classified in every — 
case we have made no attempt to correlate this with the 
clinical findings. Experience with the test in known 
tuberculous subjects led us to believe that the Mantoux 
test is a poor quantitative test in the individual case, 
though results of statistical significance may be obtained 
ina large-scale survey. Daniels found a higher propor- 
tion of “ cases”? among strong reactors than among 
weak reactors. It is possible that when the test is 
repeated monthly the interval between infection and 
test may be an important factor 1 in the intensity of the. 
reaction. 

RADIOLOGY 

The new entrant is radiographed on` joining (screening 
and full-size film) and every 3 months thereafter until the 
Mantoux test becomes positive. Further radiological 
examinations are spaced at the discretion of the physi- 
cian. The uneventful case usually goes on to half- 
yearly examinations 3 months after the positive reaction. 
When a primary complex in the lungs is visible we take 
radiograms at- 3-monthly intervals, but we believe that 
in the absence of any clinical evidence of activity of the 
tuberculous process the observation of the regression 


of une primary is of academic interest only. 


BLOOD-SBEDIMENTATION RATE 


The blood-sedimentation test is probably of more 
value in primary infection than at any other stage of 


pulmonary tuberculosis.. We carry out the test monthly 


until the Mantoux reaction is positive and continue 
monthly tests for a minimum of 3 months. Thereafter 
it is repeated at each X-ray examination. In the 


-= uneventful case the sedimentation rate increases, some- 


times very considerably, at the time the tuberculin 
reaction becomes positive. A month later it is back to 
the subject’s normal level. When a case shows unsatis- 
factory retrogression of the primary complex, or is 
complicated by erythema nodosum, pleural effusion, or 


epituberculosis, the sedimentation rate remains rapid or 


returns slowly to its previous level. The normal sedi- 
mentation rate. in apparently healthy women can be 
surprisingly rapid. 
All our blood-sedimmentation readings are taken at 
the: second hour. i - i 
WEIGHT 


Nurses and maids are weighed monthly, but. weight 
charts have been of little value in the study of primary 
tuberculous infection. The great majority of the staff, 
especially the student nurses, put on weight rapidly 
during their first 6 months in the sanatorium. After 
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that many, of them lose for a few months until they 
arrive at a stable weight which is usually in excess of 
the weight ọn entry. The positive and negative reactors 
. behave the same, and the occurrence of primary infec- 
tion in the Mantoux-negative group does nat disturb the 
weight curve. (or curves). 
When a member of the staff becomes Mantoux- 
positive she is radiographed (screening and radiogram), a 
= blood-sedimentation test is carried out, and she is 
-examined by a senior member of the medical staff. 
It has neyer been our practice to seek for the tubercle 
bacillus jn these cases. If the findings were positive 
one would have no option but to notify the case, and the 
after-histories which appear later do not justify this 
If there were no disadvantages attached to 


presence of tubercle bacilli i in their east contents. 
At the clinical examination wé explain again to the 


- nurse or maid that 90% of town-dwellers go through a. 


E primary tuberculous infection at some time of their 
'/ lives ‘and know nothing about. it, and that the same 
uneventful course is her own probable lot. At the same 


time we advise precautionary measures, depending on > 


the clinical, radiological, and laboratory findings. Cases 
arë treated individually on their merits, but may’ be 
divided roughly into four groups. 


: Group: 1.—The symptomless with no radiological evidence 
of a primary complex in the lungs and no significant increase 
in’ the sedimentation-rate are advised to keep to a ‘‘ work- 
` and-bed ” routine for a month and kept under observation 
for 3 months. 

: -+ Group 2.—The symptomless with no gross enlargement of 
the hilar glands, but with increase in the sedimentation-rate 
are put on half duty and rest for a month. If at the end of 
the month the sedimentation-rate has returned to normal, 
and all else is well, they return to full duty. 

Group 3.—The symptomless, with an enlarged gland or 
glands in the hilum with or without an obvious primary focus 
in the lung, and: with increase in the sedimentation-rate are 
put to bed for a month. If the sedimentation-rate returns 
to normal.and the gland is retrogressing they go on half duty 
and rest, and are usually on full duty in 3 months. 

Group 4.—The clinically ill and those showing radiological 
lesions other than retrogressing primaries. These are treated 
for as long as “necessary. | 
The system of investigation and control has grown up 
over a number of years from the time when an annual 
radiogram and.a little sporadic tuberculin-testing was 
-considered a go-ahead policy. It is not suggested that 
it is the last word on the subject, but rather that it is 
a minimum dictated by past SADERENGE: It has been 
in use since 1936. 


Findings 


New staff are classified on entry into three groups :. 


_ tuberculous, Mantoux-positive, and Mantoux-negative 
(see table). The tuberculous group includes 2 hitherto 
‘unsuspected cases discovered at first examination, 1 
of whom broke down with clinical tuberculosis during 
training. 


CLASSIFICATION OF RESIDENT STAFF ENTERING 1936-43 


On entry Nursing | Domestic | ' Others : Total 
Tuberculous... o 60 l 27 11: 798 
Mantoux-positive i 97 | 68 5 | 170 
Mantoux-negative | i6 | 21 -5 f 72 

Total .., 203, | 116 21 | 340 


` The Mantoux-negative entry, nearly 30% of the non- 
tuberculous, is considerably higher than in the Prophit 
Survey (19:2%) but much lower than most American 
figures. In one American institution (Myers et al. 1939) 
84:2% of the entrants were non-reactors to tuberculin. 
Approximately 60% of our Mantoux-negative group were 
Irish, compared with 30% Irish among the Mantoux- 
positives. Of the 94 Irish entrants 45% were Mantoux- 
negative. i i 
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INCIDENCE OF TUBERCULOUS ILLNESS 


Daniels (1944) deals at some length with the difficulty 
of defining a “ case of tuberculosis.’’ This would be 
easier if primary tuberculosis was differentiated from 
phthisis. 
deals with this question. The difficulty is especially 
great in.our small group’ because of the careful observatiqn 
at the actual time of infection. While fully alive to the 


‘danger of our figures being misrepresented we have 


included every case which showed any symptom or 
sign (except elevation of the erythrocyte-sedimentation 
rate or an uncomplicated retrogressing primary ara 


among the cases of clinical illness. 
Tuberculous staff is an administrative Worry, but | 


the employment of ex-patients is an important part of 
rehabilitation. Their. medical history is outside the 
scope of this paper. 

There has been no case of tuberculosis among the 170 


Mantoux-positive entrants during the 7 years under 


review. In the Prophit Survey 1:6% of the initially 
Mantoux-positives developed progressive tuberculosis 
or pleural effusion. Heimbeck’s (1936) figure for a 
similar group was 4:3%. Edwards (1937) mentioned one 
case arising in 1935, but according to our present classi- 
fication this nurse ‘would have been considered tuber- 
culous on entry. Her first radiogram showed an active 
and probably recent prim complex, and as this did 
not regress she was Wardéd and thén sént back to Ireland. 

We are chiefly concerned with the fate of the 72 
Mantoux-negative entrants. Mantoux-conversion fol- 
lowed in 50-cases. Of the rest, 21 left the staff while 
still Mantoux-negative, and one maid is still negative, 


46 months after joining the staff. Two of the Mantoux-’ 


conversions left immediately after the positive test 
before X-ray or other examinations could be carried out. 
We are left with a Mantoux-conversion group numbering 
48 (39 nurses, 7 domestic workers, 1 porter, and 1 Jabora- 
tory boy). These have ,been divided into the clinical 
groups discussed above. Groups l and 2 are combined 
because regular serial blood-sedimentation tests were not 
carried out during the first few years of this survey. 


Groups 1 and 2.—These two groups were made up of | 


33 symptomless cases without an obvious primary 
complex in the lungs at the time of the positive tuber- 
culin test. 

Group 3.—This group was made up of 5 symptomless 
cases with either a primary complexjin the lungs or 
definite enlargement of a hilar gland. In every case 
steady retrogression of the complex could be followed 
in serial radiograms. Calcium was not visibly deposited 
in every case, but the hilar shadow usually subsided 
rapidly, and the parenchymal shadow became stable 
within 9 months: 

Group 4.—These were 9 cases of primary or post- 
primary tuberculosis, and 1 symptomless case showing 
a lung lesion on the radiogram which is probably of 
reinfection type. 


CASE-HISTORIES 


Case 2.—Aged 18, joined May 2, 1936. Mantoux-con- 
version in 6 weeks. At this time there was a primary complex 
in the left midzone and root. She developed erythema 
nodosum 10 days later with slight fever, and there -were 
adventitie in the area of the lung component of the primary 
complex. The ESR rose to 76 mm. per 2 hours. The 
glandular -component was smaller after a month in bed. 
She then went on sick-leave, but did not return to us. She 
is.well and working in 1945 and has had no further tuberculous 


bacterium tuberculosis, with negative results. 

Case 3.—Aged 19, joined May 16, 1936. Mantoux- 
conversion in 3 months. At this time there was a doubtful 
primary lesion in the first left interspace. She complained 
of malaise and slight cough and spit which began a few days 
before the positive test. Dry pleurisy developed a month 
later. There were a few post-tussic crepitations over the 
area, of the lesion. After 6 weeks in bed she was symptomless 
and went on sick-leave, from which she did not return to us. 
She is well and working in 1945 and has had no recurrence 
of tuberculous illness. 

CasE 4.—Aged 24, joined, June 14, 1936. Mantoux- 
conversion in 4 months. The information about this period 
is inadequate, but there is a normal radiogram 10 months 


A recent editorial in Tubercle (Sept./Oct., 1944) 


In this case the sputum was- cultured for Myco- 
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after the positive test. A further 12 months later a left 
pleural effusion was discovered on routine examination. It 
was not accompanied by the customary rise in ESR. Ques- 


tioning elicited the information that she was feeling slightly . 


below par, but had no localising symptoms. She was warded - 
for 4 months and had 1 month modified duty. The pleural 
shadow diminished in size very slowly.. She completed her 
training and was well at the end of 1944 and has had no 
reourrence of tuberculous illness. 7 

_ Case 12,—Aged . 18, joined Sept.: 19, 1937. Mantoux- 
convérsion in 3 months.. At this time there was an enlarged 
gland in. the left hilum, and the ESR rose from 6 mm. to 
30 mm. Nine months later she developed an acute febrile 
illness after a stormy crossing from Ireland while suffering 
-from a heavy cold. A left pleural effusion developed which 
cleared rapidly without aspiration. 
-then visible. She was in bed for.3 months and had a further 
month of modified duty. There has been.no recurrence of 
tuberculous illness, and she is well and working as ward sister 
in 1945. Yia 

CasE 13.—Aged 19, joined Sept. ł6; 1937. Mantoux- 

conversion in 5 months. ‘There was no definite change in 
the radiogram, but 5 days later she complained of slight 
malaise and spat a drop of blood once. The pulse-rate and 
temperature were irregular. There were fine and coarse rales 
in.the.left upper zone. The ESR rose from 18 mm.to 56 mm, 
and fell slowly. She was warded for over 2 months and, on 
modified duty for a month. She is well and working in 1945 
and there has been no recurrence of tuberculous illness. 


CasE 23.—Aged 18, joined Nov. 2, 1938. Mantoux- 
conversion in 2 months. At. this time there was a doubtful 
enlargement of the right root, but no definite lung lesion. 
She felt well and the ESR was not elevated above her rapid 
normal (35 mm.). 
of the primary complex was visible opposite the right second 
rib. She was put on modified duty. The lesion was larger 
5 months later, but thereafter it showed steady resolution, and 
a radiogram taken in 1944 would be passed as normal. The 
glandular enlargement was of short duration.* She was en 


modified duty for 12 months altogether. The ESR did nop - 


reflect the alterations in size of the lesion. She completed 
‘her training and was well and working in 1944, and has had 
no recurrence of tuberculous illness. . 
CASE 27.—Aged 24, joined April 30, 1939. Mantoux-con- 
_version in 5 weeks. At this time there was enlargement of 
the right root. ‘Two weeks later she developed erythema 
nodosum and the temperature was irregular. The ESR 
rose from 16 to 43 mm. and fellslowly. She was put to bed for 
3 months and had 3 months modified duty. She was well and 
married at the end of 1944 and has had no recurrence of 
tuberculous illness. ` , 
Case 34.—Aged 21, joined May 25, 1940. Mantoux- 
conversion in 6 weeks. At this time there was enlargement 
of right hilar and paratracheal glands. A week later she 
complained of malaise, slight cough, and right-sided chest 


pain, and she was febrile. The right base was slightly dull — 


and there were a few crepitations, possibly of pleural origin. 
The ESR rose from 10 to 36 mm. She was warded and had 
8 months sanatorium treatment. During this time the 
radiogram showed impaired translucency of the right base 
and thickening of the lesser fissure. The ESR fluctuated, but 
eventually settled to normal, After -a month of modified 
‘duty she'returned to full duty. There was gradual diminu- 
tion in the size of the glands over 2 years. She was well and 
working in 1944, without recurrence of tuberculous illness. 


Case 45.—Aged 16 when she joined as a pre-nursing 
pupil on Sept. 2, 1942.. Mantoux-conversion in 15 months. 
At this time there was considerable enlargement of a left 
hilar gland and she was put to bed for a month: The ESR 
was slightly elevated above her high and -irregular normal. 
Two months later she developed left pleurisy with effusion. 
She was febrile and the ESR rose to the heights ore expects 
in this condition.. She was in bed for 4 months and then went 
on sick-leave. A year after Mantoux-conversion the radio- 
gram was almost clear, she was symptomless, and overweight, 
and returned to full duty. eas 


‘Case 47.—Aged 19, joined Sept. 1, 1943. Mantoux- 
conversion in 4 months. At this time there was no definite 
radiological change and she felt well. The ESR rose from 
12 mm, to 25 mm. and returned to 14 mm. in a month. She 
was put on modified duty for a month. Since then she has 
remained well, but, 9 months after Mantoux-conyersion a 


ae 


The hilar gland was not. 


Three months later the lung component — 


à 
S 


\ 
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small cirçumscribed opacity appeared dt the left apex. The 


ESR rose again to 21 mm., which is within normal limits 
for a woman, but has returned to 13 mm. The lesion is 
contracting. It is considered that this lesion is of reinfection 
type. g ' i . i 
: = Discussion 2 
In-the 7 years under review we have had 10 cases of 
primary or post-primary tuberculosis out ef 48 originally 
tuberculin-negative entrants who were watched through 
their primary infection. This gives a rate of approxi- 
mately 45 per 1000 observation years compared with the 
Prophit Survey rate of 18-8 and Heimbeck’s (1936) 
figure of 152-9 per 1000 observation years.: Both 
Heimbeck and Daniels réport cases of progressive.disease 
and death. All our cases are well at present, and none: 
has shown evidence of progressive tuberculosis’;' 7 of 
the 10 have completed 5 years or more without recurrence 
of tuberculous illness. ae = \ 
The time-lag between infection and appearance of 
symptoms or manifestations is interesting; it has been 
calculated from the date of the first positive Mantoux 
reaction, and as sensitivity may have developed any time 
during the preceding 4 weeks, the error is +0 to +4 weeks. 
The earliest manifestations were malaise and slight 
cough and sputum, accompanying a lung primary: The 
symptoms appeared about 3 days before the positive 
reaction. Next came a small hemoptysis from a primary 
lesion, 5 days after the positive test. Pleural involve- 
ment associated with a primary complex began a week 
after the positive: Erythema nodosum appeared at 
10. days and 4 weeks. Increase in size of the primary 
lesion was noticed at 3 months but may have developed 
sooner. Pleural effusion was a later manifestation, noted 
at 2 months, 9 months, and 22 months. The apical 
shadow of ?-reinfection type was detected 9 months 
after the positive test. In 7 cases the Mantoux reaction 
was positive 5-6 weeks after entry. The longest time 
is almost 4 years and still negative. The average is 


4 months and 4-4 tests per case. 


‘Radiological’ evidence of one or both components of 
the primary complex was present in 15 of our 48 primary 
infections. In all but one case it was present at the time 
of the positive reactions. A few of our cases had had a 
clear radiogram about a month previously. It is absurd 
to consider percentages in such a small group, but this 


figure suggests that we find a much higher proportion 


of visible lung primaries than Daniels (6-9%); Myers 
(4:7%), and Malmros and Hedvals (13:9%). The reason 
fer this was apparent from a study of the film. In some 
cases the glandular enlargement was present for a short 
time only and would have been missed if Mantoux- 
testing and‘ radiological examination had been carried 
out at yearly intervals. In others it was only possible 
to diagnose the glandular enlargement by comparison 
of serial radiograms. : l 
SUMMARY 

_A scheme for the investigation and control of primary 
tuberculous infection in a sanatorium staff is described, 

Of the non-tuberculous entrants to the resident staff 
of the sanatorium, 30% were tuberculin-negative. 

There was no case of tuberculosis among the tuber- ` 
culin-positive entrants. = -. ' 

‘In 9 cases recovery from the primary infection was 
delayed or accompanied by,clinical illness. All are now 
well without having developed progressive tuberculosis. 

One case showed a symptomless apical lesion, probably 
of reinfection type. k , 

We conclude that frequent tuberculin tests and serial 
radiograms are of value in the study of primary tubere 
culosis. 

Our thanks are due to Mr. L. J. Cutbill, biochemist at the 
Cheshire Joint Sanatorium, for carrying out most of the Man- 
toux testing and for preparing the purified protein derivative 
used for the test during the past 4 years. 
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Since Theiler and his colleagues-(1915) suggested that 
microbial synthesis of vitamins takes place in the rumen 
of the bovine, interest has been directed towards the rdle 
which intestinal micro-organisms play in the nutrition 
of animals and man. The discovery of the phenomenon 

-of ‘‘ refection ’’—i.e., the ability of the rat (Fridericia 
et al. 1927, Roscoe 1927) or the pigeon (Kon 1927) to 


“a “amain unaffected by a vitamin-B,-free diet, so long as 


i f Aatestinal flora. These in-vivo experiments are paralleled - l 


li 
f 
lf 
t 
i 


this Jiet contains uncooked starch—was a further step 
in En a bacterial synthesis of a vitamin in the 
gut. Apart from the ruminant, in. which bacterial 
vitamiin synthesis has been demonstrated by many 
workbfs (e.g. Goss 1943), hardly any progress was made 
unti’fhe introduction of the ‘‘ sterilising ’’ sulphonamides 
—s\Iphaguanidine and succinyl] sulphathiazole—pro- 
vid A a new tool for investigations in this field. With 
thi ; new technique the synthesis of a series of B vita- 
más (Daft et al. 1942, 1943a, Nielsen et al. 1944, West 
et al. 1943), of vitamin K (Black et al. 1942), and of 
v'famin E (Daft et al. 1943) has been shown to occur in 
t ae intestines of the rat. 

j; Najjar and his colleagues (1943, 1944) have recently 


tended these investigations to man and have shown 
nat aneurine and riboflavine can be produced by the 


by studies on the metabolism of intestinal bacteria in 


© vitro. Thus, Burkholder and McVeigh (1942) showed that 


six different intestinal bacteria produce, with few excep- 
tions, riboflavine, aneurine, nicotinic acid, and biotin. 


When Ellinger and Coulson (1944) observed a consider- - 


able discrepancy between the measured elimination of 
nicotinamide methochloride and the calculated intake of 


nicotinamide in man they suggested a possible formation . 


of nicotinamide by the intestinal flora. This observation 


induced us to investigate the possible contribution of the ' 


intestinal microflora to the nicotinamide requirement of 
man, a preliminary report of which has already been 
published (Ellinger, Coulson, and Benesch 1944). 


METHODS 


An investigation was carried out at West Park, 


Hospital, Epsom, with 8 subjects, as follows : 


e—— — 


Subject .. | A Bile] DIE 'GjH 
Sexo. n FIFÍMÍ MİM F'MİM 
Age (yr.) | 66 | 44 | 356 | s2, | 33; 43 | 57 + 30 
Weight (kg.) .. 385 | 36 | 48 | 56 | 57 | 39 ; 52 | 60 
Diagnosis , CP cP PF | PF | PF CP PF | PF 

| | = 
' F = female. M = male. CP = chronic pellagra. 


PF = physically fit. . . 


- The experiment was: divided into 3 periods of 7 days 
each. The first and third served as control periods. 
Diet and environmental conditions were kept as uniform 
as possible thropghout the whole experiment. During 
the second period—the dosing period—sulphonamides 
were given to all subjects, who were divided into two 
groups. The first group, subjects A-E, received succinyl] 
sulphathiazole, while subjects F-H received sulphathia- 
zole as a control. It will be seen that group I included 
3 fit persons and 2 pellagrins, while the control group 
consisted of 2 fit persons and 1 pellagrin. The dose of 
succinyl sulphathiazole used was that recommended by 
Poth and Knotts (1942)—.e., 0:25 g. per kg. Subjects ©, 


D, and E were therefore given an initial dose of 15 g. and 


then 2-5 g. every 4 hours for 7 days; C and D continued 
with the drug for 7 days but E refused to take more on the 
3rd day. “Subjects A and B were given 9 g. to start with 
and 9 g. daily in 6 equal doses. Thesulphathiazole, which 
was administered to the control subjects F, G, and H, was 
given in doses of 3 gt daily in 6 equal doses after an initial 
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dose of 1-5. g. . Throughout ‘the 3 periods the daily nico- 
tinamide methochloride eliminations in the urine were 
estimated by the method of Coulson, Ellinger, and Holden 
(1944). In addition, the blood and urinary levels of 
sulphathiazole were determined on alternate days of the 
dosing period. This was done in the following way. 


1. In blood—(a) Free sulphathiazole: 2 ml. of oxalated blood 
was laked with 32 ml. of saponin solution, and after 1-2 min. 
it was deproteinised with 6 ml. of 20% trichloracetic acid 

` and filtered. To 10 ml. of the filtrate 1 ml. of 0:1 % NaNO, 
was added. After 3 minutes, 1 ml. of 0-5% ammonium 
sulphamate was added to destroy excess nitrite and after a 
. further 2 minutes 1 ml. of 0:1% naphthylethylenediamine. 
The concentration of the coloured compound was deter- 
mined with the aid of a Pulfrich photometer, and the blood 


. level was obtained from a calibration curve. 


(b) Total sulphathiazole : 10 ml. of the blood filtrate was. 
heated with 0-5 ml. of 4N HCT on the boiling water bath for 
an hour, and after adjusting the volume to 10 ml. the esti- 
mation was completed as above. ` ` 

2. In urine.—The same procedure as above was followed 
for the determination of free and acetylated sulphathiazole, 
except that dilutions of the urine were made in order to 
obtain concentrations suitable for estimation on the 


` 


step-photometer. A 


At the end of the dosing period, 100 mg. test doses of 
nicotinamide were given by mouth to subjects B, C, E,. 
F, G, and H, and subçutaneously to subjects A and D. 
This dose was repeated at the end of the 8rd period, 
except that, those subjects who had received the dose by 
mouth on the first occasion had it injected subcutane- 
ously and the rest were given an oral dose. pf 


RESULTS 


There was a considerable difference in the average daily 
elimination of nicotinamide methochloride during the two 
control periods between the healthy and the pellagrous 
subjects, the values being 5:43 mg. for the former and 
2:53 mg. forthe latter. . . | | 

As can be seen from table 1 there was.a pronounced 
decrease in the nicotinamide methochloride output in all 
subjects receiving succinyl sulphathiazole, amounting 
on the average to about 60%. It should be stressed, 
however, that all values reported are maximum values, 
and that yalues below 1 mg. per day‘ can hardly be 
regarded as significant. It is also evident that the fall 
in the nicotinamide methochloride elimination varies 
from person to person, presumably with the degree of 
sterilisation of the intestines. In this connexion it is 
noteworthy that subject E, who showed the greatest 
and also most rapid drop in the nicotinamide -metho- 
chloride output, very soon complained of abdominal 
discomfort, and corisequently refused to continue with 
the experiment. Moreover, his stools very quickly be- 
‘came nearly odourless, which did not occur in the other 
subjects. oe 

The control group on sulphathiazole showed no well- 
marked change in the daily nicotinamide methochloride 
elimination during the dosing period. This excludes 
the possibility of a direct interference of sueciny] sulpha- 
‘thiazole with nicotinamide metabolism at the blood 
levels which occurred in these experiments, especially 
since the blood and urinary levels of sulphathiazole were 
always considerably greater in the control group than in 
the experimental group, as can be seen from table 1. 

The very low blood and urinary levels in the subjects 
receiving succinyl sulphathiazole confirm the éxperience 
of other workers (MRC War Memo 1943) that succinyl 
sulphathiazole is very poorly absorbed from the gut. 

As has already been mentioned, 100 mg. test doses 
of nicotinamide were given to each -subject—i.e., at 
the end of the 2nd and 3rd periods, once by mouth and 
once parenterally. The results are presented in table m1. 
Although the values in the two columns of this table are 
not strictly comparable, because of the varied mode of 
administration of the nicotinamide on the two occasions, 
it is nevertheless apparent that the responses to the test 
dose were not impaired by the drugs given. 

It can further be seen from table rv that there was no 
difference in the average response to the test dose in the 
5 normal subjects, when the nicotinamide was given by 
mouth and when it was injected. The 3 pellagrins, on 
the other hand, gave a much lower response to the oral 
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TABLE I—AVEBAGE DAILY ELIMINATION OF NICOTINAMIDE METHOCHLORIDE IN MG. 


‘ ae - Sub- : | Period 1 | Period 2 _ Period 3 last day but one of period 2 
Group ` ject |- Diagnosis | (control) (dosing) 3 (control) as % of average output in 
mS | | ‘ N | Period 1 
: Ecko, ns ly aaa , Am loot (1-37-09 aoe 2 | ae rena 
: ! e F ry _ bs - 
-76 3 y e - 2°39 . 
1— Experimental | B j | 2:96 f 2 0-99 fi. 37-0°27) J ! 2-59 } | ! 691 \ , ers 
Receiving succinyl) | C Healthy | 6°86) . 2°96 (418-2: 12) | 4°70 | 71 i 80:9 
sulphathiazole i D 5, 4°57 5:88 |2°53 (3-30-2:10 2:26 | 4-68 4°91 33 71:0 
' E i | 6-20 1-28% (1-46-0-71) | 5:38 J. | 39 
‘1~—~Control f F Pellagra | 2-65 2:65 |2°35 * (2-84—2-06) 2-35 | 2-20 220 | Woy dl 
Por lveee culpnethis: G Healthy : 5°91 4°80 (5-22-4-20) | | 8°95 | at. al 47 
zole .. . Us sm 4:39 } 515 14.92 (494-241) J 4°92 | 6-205 983 | =i é 
7 ji x ` . lf 
ee Ñ 


The. averages do not include the values on the 2days when doses of nicotinamide were given. 
* This value represents the average of only 4 days owing to the refusal of this subject to continue taking the drug. é 
t The figures in parentheses represent the highest and lowest valies , 


+ (a- eutput of pre-last day of period 2 x 100. 


- average output of period 1 


test dose, which suggests that absorption of the vitamin 
_is interfered with in these subjects, a feature which has 
long been recognised as one of the etiological factors of 
pellagra (Ellinger, Hassan, and Taha 1937 ). 

An additional point is illustrated in ‘table v. The 
response to the test dose is higher during the dosing 


TABLE IT— AVERAGE. TOTAL, FREE, AND ACETYLATED SULPHA- 
THIAZOLE LEVELS DURING THE DOSING PERIOD _ 


Blood levels Urinary levels 
mg. per 100 = ges 5 mg. per 24 hr. 
, Acet. | Group! Total | Free Acet. 


a e ett Sek 


1 | 457-2, 162-9 ( 156-0)/ 294-3 
m |1344- -ol 1082-0 (1039: o| 262-0 


he figures for the urinary levels EEES only the TEE values 
for ae 2nd day ; those in parentheses the average values of the free 
sulphathiazole for the whole period. The other samples were lost 
through enemy action. 


period in all subjects given succinyl sulphathiazole, 
but the reverse is true of the control subjects given 
sulphathiazole. This diminished response in subjects 
receiving sulphathiazole might perhaps be due to a 
direct interference of sulphathiazole with nicotinamide 


TABLE II—ELIMINATION OF NICOTINAMIDE METHOCHLORIDE 
_IN MQ, PER 24 HR. AFTER A 100 MG. TEST DOSE OF NICOTINAMIDE 


Given on last day of— 


Subject Period 2 Period 3 

Elimn . Route Elimn 

A Parenteral |) 13-82 Oral 8'45 

B Oral 5°18 © Parenteral 11.40 

C Oral 15°50 Parenteral 9°46 

D Parenteral 16°62 Oral 9-70 

E Oral 18°25 Parenteral 8-70 

F- Oral ' 3:06 Parenteral 7°76 

G Oral 12-46. Parenteral 9-08 

“ Oral 8°73 Parenteral 16-70 

Average .. ` 11-70 10-16 


metabolism, inalog to that observed by West (1941) 
and by Schaefer, McKibbin, and Elvehjem (1943) for 
sulphapyridine, and recently also reported to occur with 
sulphathiazole by Krehl and Elvehjem (1944), who found 
that the curative effect of nicotinic acid on dogs deficient 
in nicotinic acid was impaired by these sulphonamides. 
This interference would, of course, be absent in the 
subjects who received succinyl sulphathiazole, since only 
negligible amounts of sulphathtazole were circulating in 
their blood-stream. 
DISCUSSION 


The definite reduction in the urinary elimination of 
nicotinamide methochloride during the administration 
of succinyl sulphathiazole is most readily explained by. 
assuming that the intestinal flora normally synthesises 
and releases nicotinamide, and that this process is im- 
paired by the bacteriostatic action of the drugs. It is 
improbable that the drop in nicotinamide methochloride 
elimination could have been due to an increased utilisa- 
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` nicotinamide. 


. effect on the intestinal flora. 
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. r os ` 


[APRIL 7, 1945 433 


| ltaauction in output on 


encountered during the dosing period. 

tion of nicotinamide i in the body itself, since more sulph: i- 
thiazole was ‘circulating in the- blood of the subjects 
receiving sulphathiazole, who showed only a small! 

decrease in. nicotinamide methochloride output, than in 
those receiving succinyl sulphathiazole. It is, however, 

conceivable that the observed effect is due to an interfer- 
ence with absorption caused by the succiny! sulpha- 

thiazole. This possibility cannot even be discounted by 
the good response to the test dose at the end of the 
succinyl sulphathiazole regime, since a large proportion 
of the ‘test dose would already be absorbed from the 
stomach. Absorption from the stomach is evident from 
Ellinger and Coulson’s (1944) observations that nico- 
tinamide methochloride is eliminated: in. increased 
amounts almost immediately after the oral ingestion of ` 
The sulphathiazole liberated in the 


TABLE IV—-AVERAGE ELIMINATION OF NICOTINAMIDE METHO- 
CHLORIDE- IN MG. DURING THE 24 HR. FOLLOWING A 100 mG. 


' TEST DOSE OF NICOTINAMIDE 2 
us - pi Given 
a2 | Given orally | parenterally - 
Healthy subjects C, 'D, E, G, H 1293 `. p 12-11 
A, B, F. . 5°36 10-99 


Pellagrins oa! 


intestines from succinyl sulphathiazole is unlikely to 
interfere with the absorption of nicotinamide, since some 
of the orally administered sulphathiazole reaches the 
lower intestine, and is absorbed there, without interfering 
considerably with the nicotinamide absorption as shown 
in the control experiments. 

It is difficult to assess the significance of the relatively 
small but consistent fall in the nicotinamide metho- 


' chloride output in the control subjects during sulpha.- 


thiazole administration. If this effect can be regarded as 
significant it could be explained either by an interference 
with methylation (cf. table v) or by the bacteriostatic 
This would be in agreement 


TABLE V—AVERAGE ELIMINATION, OF NICOTINAMIDE METHO- 
CHLORIDE IN MG. DURING THE 24 HR. FOLLOWING A 100 Ma. 
TEST DOSE OF NICOTINAMIDE 


Given on last day of— 


Group 
Period 2 l Period 3 
I—Succinyl sulphathiazole ... | _ 13837 | 9-54 
11—Sulphathiazole Vi es 8:08 11-18 


er ae get 


with the results of White (1942) and other workers about 
the action of the more soluble sulphonamides on Bact. 
coli. Only a small reduction could have been expected in 
view of the relatively small dose of sulphathiazole used. 

If the conclusions reached above on the synthesis of 
nicotinamide in the intestines are correct, then the syn- 
thesis and release of nicotinamide could account for the 
discrepancy between the dietary intake of nicotinamide, 
and the elimination of nicotinamide methochloride 
referred to at the beginning of this paper. It would also 
explain the findings by Perlzweig, Huff, and Gue (1944) 


l- of sulphathiazole in 3 cases. 


a 
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that in men fasting før 4 days the urinary elimination of- 
acid hydrolysable nigotinic acid plus nicotinamide metho- 


chloride was not significantly diminished. Furthermore, 
it appears from the values obtained that this biosyn- 
thesised matérial contributes a substantial part of the 
nicotinamide requirement. 

In this paper the nicotinic acid derivative responsible 
for the nicotinamide methochloride eliminated in the 
urine has been called ‘‘.nicotinamide.’’ Since the same 
nicotinamide methochloride is formed in the animal body 
from ingested nicotinic acid and nicotinamide (Ellinger 
1945) the substance released by the intestinal flora might 


just as well be nicotinic acid or even a precursor of 
~ nicotinic acid (Krehl and Strong 1944, Krehl, Elvehjem, 
` and Strong 1944). 


d etiology of nicotinamide deficiencies, parti- 
culaiW pellagra, have been discussed elsewhere (Ellinger, 
Coulson, and Benesch. 1944) ; some of these points were 
also/dealt with in a recent leading article (Lancet 1944). 


The ahd stilog of these investigations for the concep- 


s will be shown in the addendum, bacterial counts of ` 


the: stools before and during fhe administration of 
ya cinyl sulphathiazole or sulphathiazole showed no 
eline in the total number of bacteria during dosage. 
Tais is in agreement with the observations on rats by 
Cant, Ransone, McCoy, and Elvehjem (1944), who found 
rater the ingestion of “ sterilising ” drugs a decrease of 
‘be coli groups and a complementary increase of other 
acteria, the total bacterial counts remaining constant. 


SUMMARY, 
The urinary nicotinamide methochloride elimination 
~was determined in 8 persons before, during, and after the 
‘administration of succinyl sulphathiazole in 5 cases and 
Succinyl sulphathiazole 
urinary nicotinamide methochloride 


diminished the 


‘output on -the average by 60%, while sulphathiazole - 


caused only a small reduction. This is interpreted as 
demonstrating a biosynthesis of nicotinamide in the gut. 
Succinyl sulphathiazole._ does not interfere with the 
methylation of ingested nicotinamide. 
The daily output of nicotinamide methochloride was 
found to be considerably lower in the 3 pellagrins than in 
the 5 normal persons. 


While no well-marked. difference in absorption of - 


nicotinamide from the intestinal tract and subcutaneous 


tissues'can be observed in normal persons, absorption 


from the intestinal tract was found severely impaired] in 
the 3 pellagrins. i poa 
We are indebted to Dr. W. A. Caldwell for permission to 
carry out the investigation at West Park Hospital, Epsom, 
and to Dr. S. W. Hardwick for the clinical care of the subjects 
under-investigation. One of the authors (P. E.) acknowledges 


with thanks a grant for technical assistance from the Ella- 


Sach Plotz Foundation, Boston, Mass. ~ 


Addendum 
BACTERIAL COUNTS ON THE FECES 


The basis of reference was the number of organisms 
per mi.. of solid fæcal matter, as estimated from the num- 


er of colonies produced in agar pour-plates by 1 ml. of a’ 


standard dilution of the stool (Poth and Knotts 1942). 


The whole freshly poured stool was well mixed, and a 
portion, estimated to yield approximately 1 ml. of solid after 
centrifuging, was mixed to give a good suspension with 
_ sufficient sterile physiological saline to give 10 ml. of sus- 

pension. From this, 1 ml. was taken for serial dilution and 
the remainder centrifuged under standard conditions to 
determine the volume of fæcal solid. From the serial 
dilutions, volumes of 1 ml. were taken to set, up nutrient 
agar pour-plates, which were incubated at 37° C. Total 
colony counts’were made at 24 and 48 hours and repeated 
later if necessary to avoid errors due to slow growth of the 
small deeper colonies. Counts were made on stools col- 
lected at the end of the control and test periods. 


The effc ct of {he sulphoramide treatment on the intestinal 
flora was difficult to assess by the bacteriological methods 
‘used, especially since differential counts were not done. 

In s spite of large individual variations in the bacterial 
counts, both before and during dosage, in no case was there 
a significant decrc ase in the total count during the dosing 
period, while in some cases there were actual increases. 
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POSTOPERATIVE CUTANEOUS GANGRENE 
: i _ EFFECT OF PENICILLIN 
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RESIDENT SURGICAL OFFICER, ` ASSISTANT PATROLOdIST. 
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THE condition of which two examples are described 
below may be defined as a slowly progressive postopera- 
tive gangrene of the skin and subcutaneous tissues due to 
micro-aerophilic streptococci. It is not widely known 
in this country, though there is a striking clinical picture 
with characteristic bacteriological findings and a certain 
cure. 
in America and elsewhere abroad. 

Hamilton Bailey (1940) roughly describes the lesion 
without mentioning the bacteriological findings, and says 
it ‘‘seems to be a clinical entity.” Romanis and 
Mitchiner (1941) give a brief but exact account of the 
condition, but Julian Taylor (1940) says it is due to 
anaerobic organisms or the streptococcus, that’ it is 
usually seen in patients debilitated by alcoholism or 
exhausting disease, thus implying that it-is the patient's 
resistance rather than the nature of the infection that 

is ethe responsible factor, and that treatment is often 
ineffective. An excellent description is given’ by 
Meleney, to whom much of our knowledge of the con- 
dition is due, in Christopher’s Textbook of Surgery (1939) 
under ‘the title of postoperative progressive bacterial 
synergistic gangrene. 


: CASE-REPORTS _ 
Case 1.—A man, aged 54, was admitted to Hope Hospital 


æ 


Cases are being reported with increasing frequency - 


with a perforated duodenal ulcer of 17 hours’ duration on — 


Sept. 19, 1942. Though he had suffered with indigestion for 
many years he had had no other illnesses of note and his general 
condition was good. The operation was performed under 
local. anesthesia with the addition of gas and oxygen, the 
approach being through a right paramedian incision splitting 
the rectus muscle. A small perforation of the anterior 
duodenal wall was closed with two catgut mattress sutures ; 
there was little peritoneal spill, and the wound was closed with 
continuous catgut to the deeper layers and interrupted 


sutures to the skin; contrary to our uua] practice, two 7 


tension sutures were inserted. 
The patient’s temperature was- unsettled in the first'week, 
at the end of which time there was a thin purulent discharge 


from the wound. A few days later the wound was widely’ 


gaping and a deep angry induration had appeared at the site 
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.of the tension sutures. For 12 weeks thereafter there was a 


slowly progressive. cutaneous and subcutaneous gangrene, 
with a ‘tender angry margin:and an inoffensive but free. 
purulent discharge from the edges and islands of sloughing 
skin. At no time was muscle. or aponeurosis invaded. A 


“striking “feature was the absence of deterioration in the 
‘ patient’s general condition. 


The hemoglobin fell to 65% 
(Haldane) only after further operative interference, otherwise 
remaining at 75% without the administration of iron. At 
the.end of the 12 weeks the ulceration extended from below 
and to the left of the umbilicus, over the right side of the 
abdomen deeply. into the flank and over the chest wall, 
exposing an inch of rib beneath the right nipple (see figure).. 

Prof. E. D. Telford saw.the case and recommended that the 
area should be excised with the diathermy cautery and the 
wound edge carbolised. This was done on Jan. 13, 1943, 
cauterisation being taken down to the muscle or deep fascial 
plane half an inch outside the inflamed margin. The:sub- 
cutaneous tissue was cedematous even at this distance from 


the wound edge. A portion of the wound to the left of the © 


umbilicus which did not appear to be seriously invaded was 
cauterised.- Within a few days it was obvious that extension 
of the ulceration had ceased and that epithelialisation was 
commencing both at the line of cautery arid from'small islands. 
of epithelium left in the ulcerated area. At the edge of the 


. wound not treated by cautery however: ulceration extended: 


and this area of the wound was cauterised a few weeks 


later. `- 


Before cauterisation, blood-counts showed 8300 white cells jj 


(70% polymorphs) and 12,000 white cells (80% polymorphs) ; 
the latter count followed ultraviolet radiation and insulin 
therapy. One and two weeks after cauterisation ‘figures: 
almost identical with the first count were obtained in spite of 
continued general treatment. The wound nevertheless healed 
rapidly, so that the patient was discharged a month after the 
last cautery with only small areas of healthy granulations 
requiring dressing. - a oe oe, Py 
The patient’s vitamin-C excretion was normal, his blood- 
sugar 105- mg. per 100 c.cm., and his Wassermann reaction 
negative.. Of the local applications used, continuous moist 
dressings of 1/1000 proflavine were by far the most satis- 
factory. 
had no effect. Penicillin was not obtainable. A local applica- 
tion of zinc peroxide paste, as recommended by Meleney, was 
tried ‘but gret difficulty was found in obtaining an’ active 


_preparation. Moreover its application over such a large area 


was both difficult and painful, nor did we at any, time see 


' benefit from its use. | 


Bacteriology. Swabs of the purulent exudate were taken 
at random, from the wound where the exudate was most 
profuse. On the first three occasions only: streptecocci were. 
seen in the film of the pus, and culture gave a pure growth of 
streptococci anaerobically. In the last film, examined 2 
months aft&r the original one, staphylococci and streptococci 
were present and culture gave a growth of staphylococci 
aerobically and streptococci and staphylococci anaerobically. 
The streptococcus grew anaerobically on a blood-agar plate 
and was non-hemolytic. It grew aerobically on one occasion 
in broth and on subsequent subculture on blood-agar. The 
staphylococcus was of an aureus type, coagulase-positive. 
Unfortunately no note was taken of the situation in the wound 
from which cultures were taken; but the first three cultures 
taken over a period of 5 weeks yielded onty streptococci. 
Case .2:—A man, aged 62 years. This was a less typical 
case clinically, béing of slower onset,and’ development. It 
again followed operation for a perforated duodenal ulcer in 
which tension sutures were employed. The wound appeared ` 


'to heal satisfactorily at first and the patient’s general condi- 


tion was good, but on the llth day an infected hematoma 
in the wound had'to be evacuated. On the 13th day a tem- 
perature of 100° F was recorded and this persisted in spite of 
sulphonamides. A subphrenic abscess on the right side was 
suspected as the cause but the region was explored on the 
26th day without success except that the temperature re- 
mained settled for 10 days thereafter. The wound mean- 
while was slightly inflamed, tender, and indurated. The 
temperature then started swinging again, and on the 46th day 
the now obviously extending painful inflammatory induration 
around the wound, with one or two angry areas of ulceration, 


_ attracted our attention and led one of us to suspect the nature 


of the infection. ' á 

Bacteriology.—Swabs of the pus taken showed, in stained. 
films, numerous small streptococci in pairs and chains of four. 
These organisms grew moderately well aerobically when the 
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pus was cultured directly-on to a blogd-agar plate, but much 
more profusely anaerobically. Growth in broth was scanty 
aerobically, but quite‘ good anaerobically. A routine pèni- 
cillin-sensitivity blood-agar plate was made by inoculation | 
of the pus and spreading it overthe medium. The organisms 
were found to be sensitive to one drop of penicillm solution 
of a strength of 10 units per c.cm. and one drop of penicillin 


. solution of a strength of 1 unit per c.cm. No staphylococci 


were-seen in films of the pus and none grew in the cultures. - 

Treatment with, penicillin—Since the patient was still 
pyrexial and this had ‘not been a feature of the previous 
case, it was believed that the. wound might not be the cause 
of the temperature, but the man’s condition was. rapidly 
deteriorating and it was decided to try @ course of penicillin. 
A five-day course was given by intramuscular drip.infusion of 
100,000 units daily. The temperature settled on the 5th day 
and has remained normal since, but, even more dramatically, 


ag EE an CK 


nal and chest wall 12 weeks after operatiartr for 


Appearance of abdomi 
ar perforated duodenal ulcer. | 


from the 2nd day the inflammation, induration, cedema, and 
pain round the wound resolved, and the wound healed in a 


few days without recurrence of infection. The patient’s 
` general condition, however, remains poor, and he has not yet 


been discharged from hospital. It is our balief that the wound 
infection was probably not the cause of the pyrexia. 
T DISÇUSSION 

This first case, possibly the tenth described in this 
country, presents the classical features of the condition— 
the slowly spreading cutaneous and subcutaneous gan- 
grene first noticeable 7-10 days after operation ang often 
commencing at stitch-holes' of tension sutures, the 
micro-aerophilic streptococcal infection sometimes mixed 
with staphylococci or other organisms, the lack of 
deterioration in the patient’s general health over a long 
period, and the complete failure to respond to general 
treatment and local applications with a rapid response 
to excision of the wound edges by cautery or scalpel. 
Dressings and general treatment do not seem to be of 
any importance; excision and excision alone should be 
taken as curative in the absence of penicillin. Spon- 


taneous cures have been reported by Melency (1935), 


and Wakeley and Willway (1937), the latter presenting 
a case which clinically undoubtedly belongs to the type 
under discussion though no bacterial evidence is pre- 
sented. 7 i po S 
Nearly all described cases follow operations for thoracic 
empyema, acute appendicitis, or perforated peptic ulcer, 
occasionally after resection of gut, all of which are 
conditions likely to lead to a heavy mixed wound 
infection. Cases appear to have been described first as 
a clinical entity by Cullen and Christopher separately in 
1924 and by Brewer and Meleney together in 1926 in 
America, the latter then demonstrating what he believed 
to be the nature of the infection. In 1931 Meleney 
wrote confirming his findings and Willard in . 1936 
believed himself to be the first person to confirm Mele- 
ney’s work, but Nightingale and Bowden (1934) in this 
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ey country probably haye the right to that distinction. isms are inconstantly found. If any synergistic. action. 
Hector Scotson (1933) described the first case in this is operative it must exist between the micro-aerophilic 
country, Nig ntingale and Bowden (1934) the next. In streptococcus and a variety of organisms. Willard (1936) 
1935 Stewart Wallace described a further case following reports a case in which non-hemolytic streptococci were 


empyema drainage and gave an excellent account of the cultured from the margin of the wound but the centre of 
37 reported cases he could then collect, 30 of them being the wound gave a growth of hemolytic streptococcj. 
7 from America. In the same year Blaxland cited 2 cases Nightingale and Bowden (1934) found’ non-hemolytic - 


from his own experience, one having occurred sixteen streptococci and staphylococci but did not state the 
years previously. Cox in 1936 briefly described what he situation of the wound examined. Meleney’s cases grew 
believed to be the fourth case in Britain though it non-hemolytic streptococci from the margin of the - 
appears that 5 cases had already been described. Callum wound and staphylococci and non-hemolytic strepto- 
and Duff (1941) described 2 cases which must be accepted cocci from the gangrenous portions, and he put forward 
as exi ae s of this clinical condition. The first, a view, based on experimental inoculation of mixed 
following appendicectomy, died 21 days after operation cultures into the abdominal wall of dogs, that the 
which is most unusual, and in the second the gangrene gangrene is produced by the action of one organism on 
appeared after recurrent abscesses. at the site of an old some product of metabolism produced by the other. 
empyema scar, also a. hitherto unreported feature. They Further work on this point would be of interest. Our 
suggest the title “wound phagedzena ”’ which seems findings suggest that the streptococcus is the primary 
unnecessary since ‘‘ progressive postoperative cutaneous cause of the condition. 
gangrene ” is accurate and established in usage. Callum | SUMMARY a 
and Duff have the impression that the mortality is about | Two cases of postoperative cutaneous bacterial 
50%. Surely this is much too high a figure? With the gangrene are reported, one successfully treated by 
exception of the. ‘rare fulminating case such as they excision of the margins by electro-cautery and one by a 
describe there seems to be no reason for anything but, systemic course of penicillin. 

> meme soar - a small mortality, for the condition is open to early Thanks are due to Professor Telford for his advice in the 
~ ¥ecognition and ready cure, provided an early bacterio- first case and to Mr. G. Brown, medical superintendent, . 
f a of the pus from a suppurating wound Hope Hospital, for permission to publish the records. 

A non-hesmolytic streptococcus and B. proteus were ee 

e significant organisms in the cases described by Callam  Blaxland, A. J. (1935) Brit. pret J. ii, 3 

d Duff. 


Brewer, G. E., ene. F. L. (1926) pend ‘Surg. 84, 438. 
i Du From other bacteriological findings in this Callum, A., Duff, A. (1941) Brit. med. J. ii, 801. 
ndition and from the known habits of B. Panne it TA F. (1924) Surg. Clin. N. Amer. 4, 793. 


ems possible that this organism was a secondary Cox; H. T. (1936) Brit. J. Surg. TN 576. M i 


Cullen, T. N A Surg. Gynec. Obstet. 38, 579. 
ntaminant, though there is some evidence that Moleney, F. L. (1931) Ann. Surg. 94, 901 
reptococci facilitate the action of B. proteus.“ A micro- Nightingale, H. J., Bowden, E. C. (1934) Brit. J. Surg. 22, 392. 


rophilic streptococcus has always been found in Scotion: J H. (1933) Lancet, i, 80. 
ibrogressive postoperative cutaneous gangrene, but. Wakeley, C. P; G., Willway, F. W. (1937) Brit. J. Surg. 25, 451. 


Wallace, 1935) Ihid, 22, 642. 
4taphylococci, diphtheroids, B. proteus, and other organ- Wat S H. Ha G. ( 5) Ibid, Ann. Surg. 104, 227. ` 


s Reviews of Books l careful summary of public health measures for the better 
eee, ae ' control of pertussis. This is a useful book on a most 
l important subject. pog 
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Whooping Cough 


` Mitosis f | = . 
J. H. LAPIN, B CHEM, MD, adjunct pediatrician, Bronx > Franz SCHRADER, ‘professor of zoology, Columbia 
. Hospital, New York. (Baillière. Pp. 238. 25s.) _ University. (Oxford Üniversity Press. Pp. 110. 13s. 6d.) _ 
A MONOGRAPH on whooping-cough is a sign of the times. L. Geitler’s little monograph on.chromosome structure, 


In the past two decades there has been a great quickening published in German shortly before the war, was an 
of interest in this distressing infection which today adequate review of the morphology of the chromosome 
| Causes more invalidity and deaths among young children body; the present monograph deals with the mechanism 
‘than any other specific fever. The Danish work on of nuclear division. Professor Schrader has for many 
|, bacteriological diagnosis, Leslie and Gardner’s demon- years studied various anomalous types of mitosis and 
|; stration of the different phases of H amoph ilus pertussis, meiosis in insects, and he writes with mature judgment. 
h , and the recent work of Sauer and others in America on Though his method is'that of a morphologist rather than 
» Prophylactic vaccination have stimulated research ; and an experimenter, his main interest is in the physiology 
L: Dr. Lapin, himself a clinician with considerable experi- of mitosis. He discusses those uncertain structures, the 
ihi ence of the. disease, has written an up-to-date review of spindle fibres, and concludes that they do exist in life. 
i} the whole subject. He shows, from analysis of vital He recognises ‘continuous fibres, extending from pole to 
| ioo Sta. tistics; how severe an infection is pertussis ; he reviews pole, chromosomal fibres connecting the chromosomes 
| the convincing evidence in favour of H. pertussis as the to the poles, and interzonal connexions stretched 
| SOle etiological agent ; he describes in detail the patho- between the chromosomes at anaphase. In the second 
| logical changes in the lungs, and is dubious about a part he deals with hypotheses of mitotic movements, 
{ meurotoxin in explanation of the cerebral lesions found the resting stage, the pairing of chromosomes, and the 
p} «after death from convulsions; he deals fully with recent relation of the nuclear membrane to the chromosomes. 
( immunological researches’ and the significance of the Professor’ Schrader obviously considered mitosis in 
. į} Pertussis “ endotoxin,” and he discusses the value of cancerous tissues outside the scope of his discussion ; 
ER erent serological tests—complement-fixation, agglu- nevertheless, workers on cancer cytology will find here 
, tination, opsonocytophagic tests. protective antibody much that bears on their work. 
: and intradermal reactions—in their relation to diagnosis 
: and immunity. The clinical phenomena are under- Social Work for. the Tuberculous - 


Standingly described but blood changes get perhaps less A practical guide. HARLEY WILLIAMS, MD, IRENE 
Space than they deserve. There is a good chapter on HARBERT. (NAPT. Pp. 152. 5s.) 
l -ray appearances in the lung, which the author inter- ‘Tuts is acompetent guide for health visitors, almoners, 


' Drets as indicative of obstructive emphysema. and and social workers, dealing concisely with the practical 
atelectasis due to the plugging of the bronchioles with problems of every tuberculosis service under such 
.- Viscid sputum; secondary pneumonitis may develop headings as types of disease, the patient in the home, 
im the collapsed areas with associated pyrexia. The, mass. radiography, treatment allowances, general care 
recent field work on prophylactic vaccination is critically in the sanatorium, after discharge, rehabilitation, and 
@nalysed, and Dr. Lapin reaches the final verdict that it health education. The authors have made their infor- 
is worth doing. There are chapters on the less well- mation as up to date as possible, giving details of the 
nown uses of convalescent and hyperimmune serum scheme of financial allowances, outlining the white- 
im the protection of exposed children and for early paper on social insurance, and discussing future. schemes 
treatment, chapters on non-specific treatment of the of reablement. Such a useful handbook deserved ; a 
Clisease and its complications, and lastly a brief but more durable cover. 
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The : Anatomy of Research 


K His theme is ‘that faculty of the human mind 

- which expresses itself in research, chiefly scientific and 

. medical. Among its motives he ranks primal curi- 

osity first, with desire for increased power over men 
and things a close second. The motives are mixed : 

‘I wonder why... or how... this happens,’ is 
the dominant question in ‘ fundamental ’ research ; 

‘I wonder how we can do such-and-such,’ is the urge 

in ‘ applied ’ research. - But the two can alternate and 

overlap. Among the minds of researchers he dis- 

tinguishes the patient plodders, the impatient drivers 


(brilliant but careless), the versatile yet inconclusive . 


dilettantes, the fanatical cultivators of single fields, 
and the occasional uprising genius who seems to have 
the virtues of them all. He illustrates his anatomy 
with sketches of many well-known figures in research 
today, of whose lives and work he seems to have an 
_ intimate knowledge. He has many inner stories of 
thé birth of new ideas, now well known as recent 
advances, but curiously chancy in their origins. In 
sum, he gives a fascinating picture of a faculty as 
varied i in its associations, as rich in its possibilities, and 
‘as unpredictable in its achievements, as those that 
_ express themselves in,art or music or poetry.” 


Wer venture to quote this unpublished review, of 
a book that is not yet written, in the hope that some- 
one will write the book, and that the keepers of the 
purse-strings of research will read it. 

_ When the State inaugurated National Health 
Insurance in 1911, it set up, as a logical accessory, a 


Medical Research Committee under the National | 


Health Insurance Joint Commission to administer 
funds provided by the Act, presumably with the 
immediate object of reducing sickness and saving 
money. In 1919 the financial link with health 
insurance was broken, and the new Medical Research 
Council, financed from the Treasury and responsible 
to the. ‘Privy Council, came to enjoy almost complete 
freedom in determining its policy and disbursing its 
money. . Its record is widely acclaimed as successful, 
though of course nobody knows what good oppor- 
tunities it may have missed.. When the National 
Health Insurance Act is superseded by a National 
Health Service, the logically-minded may again 


suggest that the Service should sponsor research, * 


this time in a'big way. If so it is to be hoped that the 
Medical Research Council will‘ jealously guard its 
present freedom from. departmental control ; already 
in 1938 its secretary was uneasy’ at the pressure of 
‘requests for investigations from various Government 
‘departments. The Council has hitherto divided its 
support between “fundamental” and “ applied ” 
research ; since departmental pressure is almost 
always on behalf of the latter; too much of it would 
disturb the balance. 
the nature of things, the kind of research that interests 
industry, and on which industry 1 is Rpenang increasing 
sums, to good advantage. 


It is further to be hoped that, eon though an- 


expansion of the Medical Research Council’s „funds 
and activities will be, the expansion will not come 
near to giving it a monopoly. It must have the 


1. Melanby, E. Lancet, 1938, il, 929. 
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. easily recognised.? 


Applied research is already, in . 
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power to instigate and to finance large investigations, 
requiring teams of workers, for many present prob- 
lems no doubt require them; but it should not 


. become so powerful that no researcher can hope for a 
_ fair chance without its support. Eminent though its 


eight scientific members are, and limited -though 


_ their individual term. of office is, they cannot be all- 


wise, and the safeguards against: their becoming; 
even unwillingly, the dictators of research cannot be 
too strong. The strongest safeguard is independent 
competition, of which the springs are the private 
endowments and the research funds of the univer- 
sities. The tiniversities\in particular have the chief - 
responsibility for fundamental research. They should 
provide the atmosphere where scientific curiosity can 
pursue its bent, however remote that may appear to 
be from. immediate utility, and they are the sphere 
where research of all kinds—brilliant or pedestrian, ` 
fundamental or applied—exerts its educative influence 
upon the teachers and the taught. 

Money cannot buy research ; it can only provide 
soil and climate suitable for its growth. A wide 
variety of soils and climates is needed, and that is best 
provided by money from a wide variety of sources. 


The Staphylococcal Carrier 


` Tae most common bacterial pathogen found in 
wounds, whether sustained on the battle-field, in 
the factory, or otherwise in civilian life,.is Staph ylo- 
coccus aureus. Although ranked second in import- 


7) 


ance to the streptococcus, it has been the cause of 


much severe infection and chronic invalidity among — 
the war-wounded, particularly where it has infected 
bone. Its apparent ubiquity likewise makes it the © 
principal cause of the wound sepsis that oftén follows 


-= minor injuries in factories, sometimes leading to 


serious disability; although in future penicillin should 
_prove a powerful ally to the factory doctor in 'pre- 
“venting such disablement.* The staphylococcus is 
also a common invader of the maternity unit, causing 

mastitis.and sepsis of the genital tract in the mother, 
and spreading round the nursery in many guises— 
conjunctivitis, furunculosis, pemphigus, pneumonia, 
and other deep-seated infections which may not be 
In any attempt to control the 
spread of infection, it’ is necessary to know the 
reservoirs of the infecting organism and the channels 
by which it spreads from one person to another. 
Considerable progress has already been made in 
tracing the mode of spread of streptococcal infection, 
largely by the use of new bacteriological methods, 
such as Lancefield grouping and Griffith typing, that 
disclose more precisely the identity of individual 
strains. In the case of the staphylococcus progress 
along these lines is only now beginning. The coagu- 
lase test, the rationale and anomalies of which have 
lately been explained,’ is now generally accepted as 
an easy test of potential pathogenicity, although the 

“virulence ” of strains is probably more closely 
related to toxigenicity, which is less easily estimated. 
Knott and BLAIKLEY ‘ have attempted to grade the 
virulence of. staphylococci, basing their assessment 
on a summation of activities—pigment production, 


coagulase and hemolytic activity, liquefaction of 
1. Florey, M. E., Williams, R. E. O. Lancet, 1944, i, 73. 
2 J. M, Arch. Dis. Child. 1940, 15 


Ld Ca 
3. Smith, W., Hale, J. H. Brit. J. exp. ’ Path. 1944, 25, 101. 
4. Knott, F. A., Blaikley, J. B. Je Obstet. Gyneec. 1944, 51, 386. 
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The no-touch dressing technique has been success- 


gelatin, fermentation of mannitol—and have found 
that exclusion of. carriers of the more “active ” 
strains (grades A and B) from the maternity unit 


has been accompanied by a striking diminution in- 
But -where are the reservoirs . 


staphylococcal sepsis. 
and how common is the staphylococcal carrier ? 
Different investigations have. shown that 30-50% 


of adults carry coagulase-positive staphylococci in their’ 


anterior nares, and about 20% carry similar staphylo- 
cocci: on their skin. These studies have been done 
mostly on nurses and students living in a hospital 
environment, but Mites, WILLIAMS, and CLAYTON- 


' COOPER > have found rates of 47% nasal carriers and | 


18% skin carriers in a sample of the general popula- 
tion examined at the outpatient department of the 
Birmingham Accident Hospital. They found rather 
higher nasal ¢arrier-rates among inpatients (545%) 
and nurses (64%), suggesting that some people 
become carriers from more intimate exposure to an 
infected environment. When steps were taken to 
_ discover the permanence of the staphylococcal nasal 
carrier by weekly swabbing of inpatients and nurses 
for periods up to 10 weeks or more, it appeared that 
some 20-30% of adults are persistent carriers, that 
a similar proportion are persistently negative, and 
that there is nearly a-3 to 1 chance that an individual 
who is found to be a staphylococcal nasal carrier 
at the time of first examination was a carrier during 
the previous 7-14 days. This last point is important 
in assessing the likelihood of established wound- 
sepsis being an autogenous infection. As it happened, 
only half of the patients admitted to hospital with 
staphylococcal infection were nasal carriers, and other 
_ data indicated that a good deal of such infection is 
exogenous. 

We therefore need ‘reliable methods for tracing 
the source of the infecting staphylococcus. Sero- 
logical typing has not made much progress since 
‘Cowan ® described three types and a number of 
subtypes. More promising is the phage typing of 
Fisk,? who by a relatively simple technique has 
applied this differential test to demonstrate theidentity 
of nasal and wound strains. Fisk and MorpvVIN® have 
.further shown that phage typing is superior to tests 
of the production of coagulase, pigment, or hemolysis 
for identifying strains and tracing sources of infection. 


They found that the same phage type was present in 


the nose of one person over a period of three years, 
but in two other people different phage types were 
recovered at intervals'of one and two years; the 
strain isolated from an infected lesion was not in- 
variably the same as the patient’s nasal strain. This 
method of typing staphylococci, as MILES and his 
colleagues indicate, has already been adopted in this 
country, and we may soon hear more of its-use in 
tracing the spread of the staphylococcus. Meanwhile, 
although it is impracticable to exclude all nasal and 
skin carriers from surgical and maternity units where 


they are likely to be most dangerous, the.identification _ 


of these carriers, particularly skin carriers,® is worth 
= while if it impresses on them the need for taking the 
sensible precautions detailed in MRC War Memo 
No. 6, to minimise the risk of transferring infection. 


5. Miles, A. A., Williams, R. E. O., Clayton-Cooper, B. J. Path. 
Bact. ioii, ” 56, 513. 
6. Cowan, S. '. Ibid, 1939, 48, 169. ` 
© 7. Fisk, R. wT J. infect. Dis. 1942, 71, Ba wI 
8. isk, R. T Mordvin, O. E. Amer. J. . 1944, 40, 232. 
9. Devenish, . Miles, A.A. Lancet, 1938: i, 1088. 


A 


fully applied by McKissock and his colleagues ” in the 
control of war-wound cross-infection,. and now the 
team at the Birmingham Accident Hospital ™ report 
encouraging results from its adoption in the dressing 
of factory injuries ; during a test period of 184 days - 


(compared with a preliminary control period of 70 


days) theincidence of both streptococcal and staphylo- 
coccal “added ” infection was materially reduced. 
By following their example hospitals throughout 
the country could show similar reductions in this 
commonest form of ward sepsis. | 


_ Where People Live 

A CENTURY has passed since the public conscience 
was stirred by reports on the degrading and filthy 
conditions existing in town and countryside. Britain 
was then leading the world in an industrial revolution, 
but many of her men, women,.and children were 
slaves to the new machines. Today, a hundred years 
later, we see our own and other nations tied to the 
machine of war. But at least we understand now . 
that the greatness of a people does not really lie. 


“in its wealth, or its output of guns, but in the lives 


of its citizens. We know now that our aim must 
eventually be to make everybody free from all kinds 
of fetters—from. political tyranny, from economic 
bondage, from poverty, from ignorance,: and from 
avoidable disease. The medical profession certainly 
can never be content with inequality of health between 
rich and poor, and whatever influence it possesses or can 
secure should be used unceasingly to obtain for every- 
body the decent conditions on which health depends, 

Probably the greatest drain on the health of our 
nation is its housing. Houses that were already slums 
soon after they were built, more than a hundred years 
ago, have become worse slums. Families are dirty 
because their environment is dirty, because there are 
many towns.in which less than half the houses have 
baths. : To escape from dreariness and squalor they. 
spend their few spare sixpences on “ flicks,™ “ fags,”’ 
danees, and in peace-time on the pools. Drunkenness 
has decreased, but prostitution and casual inter- 
course are a graver evil than ever. Some blame for 


_ the ‘decline in-sexual restraint may be laid against 


è 


the unsettlement of war, some against lack of educa- 
tion, but most perhaps against life in the little- 
ease of a small and overcrowded room. Here the 
father 'eats his meal after coming home from work, 
and perhaps even tubs in front of the ‘fire; here the 
mother struggles to put squealing children to bed ; 
here the adolescent tries to do homework or escape 
into a romantic book ; and here boys and their girl | 
friends find every reason to go out. Legions of 
small children never get the habit of cleaning their — 
teeth because the scullery tap (cold) is the fount at 
which all the family wash, and around it the breakfast 
is cooked and eaten. ` 

Whatever government is in power after the war, 
housing will be its first and biggest home problem ; 


‘and if this is tackled in the proper way the replace- 


ment of houses destroyed in the blitz will only be a 
small part of a larger programme for the abolition of 
slums. Sir ERNEST SIMON estimates that, of the 


10. McKissock, W., Wright, J., Miles, A. A. Brit. med. J. 1041, ii, 


11. Williams, R. E. O., Clayton- Coober, B., Howat, T. W., Miles, 
E 


A. A. Brit, J. Surg. P 32, 


| 
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J 124 “million houses in Great Britain, a third are, 


judged by. modern standards, slum houses. The 
House of Commons debate, reported on another page, 
reflects the feeling that really drastic action is needed 
to prevent a social disaster when the troops come 
home: as Dr. GARLAND puts it, in the paper we 
publish this week,.an effort is needed comparable to 
that required to win the war. The operative word 
is “‘ win.” The current habit of describing civil 
problems in military terms seems to ignore the fact 


that military operations are not always as successful 


as those of the past fortnight. At the moment the 
housing campaign bears none of the promise of victory. 
The ‘hopes that factories engaged in making aircraft 


- could soon be spared for equipping homes have 


proved ill founded.. The Portal house, though a 
tight fit for any normally untidy household, was at 


-least a promising social experiment, offering the house- 


wife an easily cleaned home, a well-appointed kitchen, 
a bath, and a place to put the pram. Temporarily 
lacking tthe’ means to manufacture this type, the 


Government. has been considering other forms of’ 


prefabricated bungalow; but the cost of these is high 
for a temporary house. 
diminished by limiting equipment to necessities, and 
dispensing with the luxury of a refrigerator apiece ; 

but im any case they are too extravagant in man- 
power to serve our present need, for only three of 


them can be erected in the time it takes to put up ten- 


Portal bungalows. Accordingly the Government is 
now veering again towards permanent houses as the 
ultimate solution ;' and this of course they are. But 
nobody can pretend they are a quick one. Nor 
must they follow the graceless patterns current after 
the last war, which already promise us a new crop of 
slums. Housing in so small an island as this is too 
serious a matter to be entrusted lightly either to 
private enterprise or entirely to local authorities, and 
in this emergency it is a disappointment, rather than 
a pleasure, to learn that the Cor “ have 
no intention whatever of attempting to foist on the 
industry, on the local authorities, or on the public, 
any sort of ready made, cut and dried Government- 
designed ideal homes.” 
control are precisely what is needed. - 

Is it. certain, however, that we must wait for a 
programme in permanent housing to be completed 
before we can -provide homes for all? Has the last 
word really been said on the possibilities of prefabrica- 
tion ? ‘The public, long distrustful of the assertions 
of builders, will not readily believe so. The Govern- 
ment has made a study of methods of prefabrication, 
but has it gone deep enough ? The minds that worried 
out .the technical difficulties of ‘‘ Mulberry” and 
launched that mass of concrete across the Channel 
were not deflected by the apparent impossibility 
of the task. ‘‘ There must be a better way of 
doing this: let’s try something,” has been suggested 
as a motto for doctors. In this matter of housing it 
had better become the motto of the Government 
and the builders too. 


Lord HORDER will preside over the meeting on Our Homes 
which the Marriage Guidance Council is holding at BMA 
House, Tavistock Square, London, WC1, on Tuesday, April 
D. at 6 PM. The speakers will inolude Mrs. R. A. Butler and 

. Charles Hill.. Tickets from the secretary of the council, 
78, Duke Street, London, W1. 


-PENICILLIN IN SEROUS CAVITIES 


_ Perhaps their cost could be: 


Good designs and intelligent | 


it was usually low and almost negligible. 


\ 
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PENICILLIN IN SEROUS CAVITIES: 


Wit all new remedies there comes a stage when . 


initial impressions must be carefully scrutinised and often 
revised. Such a stage has now been reached with 
penicillin therapy. The brilliant pioneering work of 
Florey and his colleagues was done with tiny supplies pro- 
duced with their laboratory-scale apparatus, and made 
it possible to apply penicillin to clinical practice safely. 


and effectively without loss of time. But now attention 


can be applied at leisure to each smaller aspect in turn ; 

and the larger quantities available have permitted wider 
and more detailed studies than would have been practic- 
able in the early days. At first penicillin was said to be 
bacteriostatic : now it is reported to kill bacteria during 
their phase of multiplication. At first intravenous 
or intramuscular injections were recommended because 


subcutaneous ones were said to be more painful and to — 


give slower and more irregular absorption : Cooke and 
Goldring,1 on the other hand, have found subcutaneous 


‘injections no more ufcomfortable than intramuscular, 


and absorption as rapid and regular. At first penicillin 


‘was assumed to be inactive or unreliable when given 


by mouth: .now oral dosage is reported to be a 
practical method of administration, and some Phil- 
adelphia and Cleveland workers report 100% cure of 
gonorrheal patients with a 1-3 day course of penicillin 
given by mouth with trisodium citrate to neutralise 
gastric acidity.2, The latest revision of accepted con- 
ceptions concerns the passage of ‘penicillin into the fluid 


of serous cavities. 


Early work showed that penicillin passed only slowly 
from the. blodd into the cerebrospinal fluid, and it seems 
to have been assumed that the same was true for the 
serous cavities, especially as penicillin injected into 
these cavities was only gradually absorbed. Reécently 
the subject has been reinvestigated by Cooke and 


Goldring as part of a wider study of the ‘distribution of 


penicillin in the body. In five young children with the 
nephrotic type of chronic nephritis and generalised 
edema, observations were made on the blood, ascitic 


fluid, and subcutaneous cedema fluid after repeated - 


intramuscular injections of large doses of penicillin. In 
general, the concentrations of the compound in these 


three body-fluids were closely similar one to another. 


When the patients were receiving injections of 1000 
units per kg. body-weight every 3 hours, the concentra- 
tion in all three fluids was maximal (up to 1-8 units per 
c.cm.) at half an hour, and thereafter diminished rapidly ; 
at 1 hour it wag only half the peak level, and after 3 hours 
In the cere- 
brospinal fluid, however, the concentration of penicillin 
15-30 minutes after a large intramuscular injection was 
much lower than in the blood, and tended to fall to` 
zero in 1$ hours ; moreover, during intrathecal therapy, 
intramuscular injections did not increase the penicillin 
level in the spinal fluid. 

This report of penicillin passing readily into ascitic 
and oedema fluids is based on only a few patients, and 
its general acceptance should await confirmation on a 
greater number of cases. War experience has shown 
that local application is an effective and economical 
method of employing penicillin, and this principle 
can be applied.to effusions in serous cavities by direct 
injection of penicillin into the cavity ; its antibacterial | 
action there will be supported by the slowness of its 
absorption from these sites. Rammelkamp and 
Keefer 3 found that after direct injection into pleural 
and joint cavities some penicillin persisted for 13-22 
1 Cooke, J. V., Goldring, D. J. Amer. med. Ass. 1945, 127, 80. 

' J. Amer. med. Ass. for March 16; abstracted in a bulletin of ' 

the US Office of War Tno nna on: 
3. Rammelkamp, C. H., Keefer, C. S. J. clin. Invest. 1943, 22, 
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hours. Until further experience has been gained, the 
best way of treating a penicillin-sensitive. infection -of 


‘a serous cavity:seems to be to remove as much fluid as 


possible by aspiration, and to inject penicillin therein, 


E possibly at 6-hour intervals ; this treatment should be 


supported by the injection of penicillin subcutaneously 
or intramuscularly every two to three hours to prevent 


. 


wider dissemination of the infection. 


FIBROSITIS , 


- ur pathology of fibrositis, like that of sciatic neuritis, 


has always been obscure, and recently there has been a 
tendency to label them both fictitious. The fibrositic 
nodule seemed invariably to disappear on biopsy, and 
states such as local muscle spasm due to neurotic tension 
began to be postulated.! Kellgren? made an advance 
by showing that irritable muscular and ligamentous foci 
in-the back caused referred pain, which could be abolished 
by local injections of procaine. This view gained wide 


popularity until such lesions were often regarded as 


the primary cause of sciatica. But a new perspective 
was given by Elliott’s demonstration® by electromyo- 
graphy that the myalgic spots in sciatica were areas of 


hyperactivity associated with'a central excitatory state — 


in the corresponding segment of the cord, both due to the 
irritation of a nerve-root by a prolapsed intervertebral 
disc. It remained true that the spots were troublesome 
in themselves, and relieved by procaine. Elliott thus 
provided a basis for the traditional observation of the 
influence of temperature and climatic changes on these 
aches and pains mentioned by Professor Witts in his 


recent broadcast ê and supported by Dr. Hubble in our. 


_ correspondence ‘columns ; 
. might reasonably be expected to set off such sensitive foci, 


for “chils” and draughts 


- Now Copeman and Ackerman ® have, in a: rather 
parallel way, demonstrated a pathological basis for the old 
“ panniculitis ’—the fibro-fatty nodule formerly treated 
assiduously by kneading and acupuncture. The back- 


ache in febrile illnesses resembles fibrositis, and occult . 


points of tenderness often persist which, though unnoticed 
by the patient, are capable of reactivation as trigger- 


points for later trouble. Constructing a pain chart from .. 


fibrositic cases, Copeman and Ackerman found a constant 
pattern of possible sites. In most cases these were the 
same local points over the supraspinatus tendon, medial 
border of scapula, at and below the iliac crest, and at 


' three places ,on the lateral border of the sacrospinalis 


in the lumbar region. In others there was more diffuse 
tenderness over the sacrospinalis in the dorsal region. 
Examination of the back at routine autopsies showed 
a basic fat pattern corresponding exactly to this distribu- 
tion of pain, a disposal of the deep fat: related to the 


‘muscle fasċiæ which was constant even in extreme 


general emaciation. Such fat is found, for instance, 


- along the lateral border of the sacrospinalis, both super- 


ficially and‘in the angle where the fascia splits to enclose 


the muscle. : 
The hypothesis is that recumbency and illness lead to 


cedema of the basic fat under an unyielding investment, 
setting up at any point in the pattern a vicious circle 
of increased tension and cedema which causes the diffuse 
backache of febrile illness. With persistent tension, a 
local fatty hernia forms, either as a blob, which may be 
pedunculated, or as a “‘foraminal” type of prolapse 
at the point of exit of nerves and vessels, analogous to 
fatty epigastric herniæ. The latter type, accompanying 


- the posterior primary rami of the first three lumbar 


nerves, is the basis for the three constant tender points 
at the edge of the sacrospinalis in this region. These 
lesions are thought to be the nodules of chronic fibrositis, 


1. Ellman, P., Savage, O. A., Wittkower, E., Rodger, T. F. Ann. 
rheum. Dis. 1942, 3, À 


‘2. Kellgren, J. H. Lancet, 1941, 5, 561. 


2 

3, Elliott, F. A. Jbid, 1944, j, , 

4. See Ibid, March 24, 1945, p. 382. 

5. Copeman, W. S. C., Ackerman, W. L. Quart. J. Med, 1944, 13, 37. 


which undergo fibrous .degeneration if ‘their pedicles . 


twist or strangulate. The diffuse tenderness over the 
dorsal paravertebral muscles is thought to be due to the 
deep fat acting here as a sheath for the numerous local 
tendons of insertion. (£dema constricts these tendons, - 
and increasing local stiffness precedes the: acute attack 
in which they can be felt as tender elongated structures, 
with crepitus on movement. Š l 

Particularly impressive is the discovery of these fatty | 
herniæ, not only at autopsy but in the biopsy of many 
clinical cases of fibrositis cured by their removal. Cope- 


: man and Ackerman advise that the nodules should be 


transfixed by a stout needle under local anesthesia, and 
undercut by sweeping movements of the needle-point. _ 
If these carefully recorded findings are verified we may . 

have to think again about the whole subject. To give 
one instance, in several cases severe sciatica in its full 
distribution: was relieved by removal of fatty herniz. 
This, just as we have begun to accept the prolapsed disc 
as the cause of ordinary sciatica, is disconcerting. But 
it does show that an observer who looks-closely at the site 
of a symptom may still produce something out of the hat. 


LLOYD GEORGE AND THE MEDICAL. PROFESSION 


Lloyd George was the first British statesman to come 
in contact with the organised medical profession on a 


‘question of major importance. . The report of the Poor 


Law Commissien in 1909 showed the need. for public 
provision of medical services on a large scale. . Mr. Lloyd 
George liked to do things in a big way, and to lose no time ' 
in getting them done. In his Budget speech on April 29, 


1909, he announced the Government’s intention to bring 


in a scheme of National Health Insurance based on the 
German model, and though the importance of his state- 
ment was not for some weeks noted in the medical press, 
it was. appreciated in the British Medical Association. — 
When, on May 4, 1911, the National Insurance Bill was 


introduced into the House of Commons, the Association 


had formulated in its famous Six Cardinal Points. the 
conditions that would have to be fulfilled: before: the © 
doctors would undertake to participate in the insurance. ` 
system. ae . 

Unfortunately, the Bill had been prepared virtually 
without consultation with the. leaders. of the medical 
profession, and it seemed to perpetuate and extend the 
conditions of “‘ club practice,” which had already been 
shown to be highly unsatisfactory. Moreover, it appeared — 
that the insurance doctors.were to be underpaid: Mr. 
Lloyd George, introducing the Bill, said that though 
some friendly societies paid only 2s. 6d. annually per 
member for medical care, the average sum was 4s. ; and 
according to the official parliamentary report he added : 
“ I think financial provision ought to be made in this 
scheme ‘for raising the level to 4s.” In the British 
Medical Journal of May 13, 1911, it was stated that “ to 
4s.” was a misprint for ‘‘ of 4s ” ; but the error had been 
before the public for over a week; and was one of the 
lamentable events that created a wide rift. between Mr. 
Lloyd George and the medical profession. He attempted 
to establish better relations, and on June 1, 1909, he 
addressed a special representative meeting of the BMA 
at which he undertook to modify the Bill by embodying 
nearly all the cardinal points. Useful amendments were 
accordingly made. The administration -of medical 
benefit was transferred from the approved societies to 
specially constituted insurance committees, including 
medical representatives ; all qualified practitioners were 
given the right to attend insured persons under the 
scheme ; and the insured were permitted to choose, and 
change, their doctors. The question of remuneration 
was reserved for later consideration. In October, 1912, 
when the amount of medical: remuneration offered was 
stated for the first time, further concessions were made, 


_ but without removing the BMA’s hostility to service 


under the insurancé scheme. Moreover, the annual 


- 


-of wise expenditure. 


cervical. intervertebral dise. 
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capitation fee offered per insured person on.a doctor’s list? 


78., was below the 8s. 6d. demanded by the Association. 
Yet when on Jan. 15, 1913, medical benefit came into 
operation, ‘17,796 practitioners had accepted service 
under the- insurance, system. 


Looking back, there can be no-doubt that Lloyd George 


meant to deal fairly. and even generously with the 
medical profession. ‘He knew that their coöperation and 
goodwill were essential to the successful working of the 
gigantio system of health services he had created. 


There: is nothing ‘in his long career to suggest that when 


great national. questions were at issue he was moved to 
the exercise of- unduly stringent economies : indeed, as 


the Manchester Guardian points out, when he became l 


Chancellor of the Exchequer he rejected, the traditional 
view of that office, preaching and practising the economy 
In handling the provision of medi- 
cal, services he was on unfamiliar ground, and, made 
mistakes that could have been avoided by the preliminary 
reconnaissances which nowadays precede legislation. 
On the other hand he had that capacity to come, see, 


A METHOD OF TREATMENT PATENTED 


and conquer by which a few men work great changes ` 


while the large majority, for all their. good intentions, 
consider it. their main duty to describe the obstacles to 
action. By his vigour he gave this country the first in- 
stalment.of social insurance, and thereby strengthened 
it against the strains of war and economic depression. 
If he had done nothing else—and-he did much—he 


would deserve the thanks of all his fellow country men, ; 


including his opponents of 1911. 
THE HYPERABDUCTED ARM | 


NEUROVASCULAR disturbances in the upper limbs have 


been attributed to a variety of anatomical abnormalities 

in the neck. . Thus Elliott and Kremer? lately demon- 
strated that some cases are due to herniation of the 6th 
Obliteration of the sub- 
clavian artery, and abnormal stretching of the brachial 
plexus or its branches, which also lead to these disturbances, 
may however be produced in some normal people if they 
adopt the appropriate posture. Thus Falconer and 
Weddell® investigated 50 normal men and 50 normal 
women, aged 19-47 years, and found that in 25 of: the 
men- and 29 of the women the radial pulse was affected 
by backward and downward bracing of the shoulders, 
the pulse being obliterated in 18 cases of each group. 
An even more striking illustration of such obliteration 
is reported from America, where Wright? has investi- 
gated the. effect of hyperabduction of the arms on the 
radial pulse in 15Q normal young adults. Hyper- 
abduction he defines as “that phase of circumduction 
which brings the arms together above the head (with 
the elbows flexed or with their long axes corresponding 
in plane to that of the body). He found that the right 
arm pulse. could be interrupted by this procedure in 
125 cases (83%), and the left arm pulse in 124 cases. In 


only 11 cases could no obliteration be produced in either. 


arm. The facility with which the pulse could be stopped 
varied considerably, but it was easily done in 94 cases 
on the right and in 95 cases on the left. The two 
likeliest sites for- this stretching or torsion of the 
blood -vessels are where the subclavian vessels and the 
trunks of the brachial plexus pass behind the pectoralis 
minor! muscle and beneath the coracoid process, and 


where they run between the clavicle and the first rib. 


The clinical significance of these observations deserves 
investigation. Some people sleep with their arms 
hyperabducted, and Wright records 4 cases in which 
the adoption of this attitude in bed seems to have led to 
neurological and vascular changes in the upper limbs. 
Some of his normal subjects said they often fell asleep 


in this a a but were usually awakened by discomfort 


. Elliott, F. A., Kremer, M. Lancet, Jan. 6, 1945, p. 4. 
Falconer, M- As Weddell, G. Ibid, 1943, it 539. 
3. Wright, I S. Amer. Heart J. 1945, 29, 1. 
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` table or in splints or casts. 
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or pins-and needles in ‘the arms and.had.to move them. 


It is also a position adopted in certain occupations, such 


ås painting ceilings, and, as Wright points out, the arm 


may be deliberately, hyperabducted on the operating- 


position it would be wise to make sure that the circula- 


‘tion is not interfered with. 


A METHOD OF TREATMENT PATENTED | 


- Iris unusual for medical men to take out a patent for a 
method of treatment or prophylaxis. This course has 
been adopted by the originators ? of the method of treating 
and ‘preventing silicosis by inhalations of aluminium 
powder. The reasons for patenting the method are 
given by Dr. Robson in a paper read to the Canadian 
Institute of Mining and Metallurgy.? He says that the 
use of aluminium in silicosis therapy has been patented 
in most of the principal countries of the world, because : 
(1) We were concerned in tho earlier stages, lest some outside 

party, learning of our work, might apply and obtain a 


patent, then ptlompe to fit the process into a commercial 


venture. 


Before fixing an arm in this- 


(2) We realised also that, whatever might be the advantages | 


obtained from the use of aluminium powder, it could not 
be used as a substitute for dust control. Moreover, 
even with good housekeeping, it was necessary that the 
aluminium powder should 
competent supervision and control. 


| (3) First impressions are lasting, and, if haphazard. methods 


` of application. had been permitted, many things could 
have happened that would cast. unfounded -suspicion 
upon the process and thus delay-its wider application 
and the benefit it is expected to bring to those suffering 
~- from.silicosis or exposed to the hazard of siliceous dust. 
(4) The discoverers were determined that all benefits to be 
derived from the use of the process should be made 
available to those suffering from or threatened by silicosis, 
so far as is practicable, without let or Mindrean (our 
italics). 


Denny and Robson transferred the patents to McIntyre 


be administered under . 


Research Ltd., a company formed by them together with | 


the McIntyre Porcupine Mines Ltd. Jacob ® states that 
the commercial manufacture of aluminium powder for 
prophylaxis has been undertaken at the McIntyre Mines 
since October, 1943. Robson goes on to say that Mce- 
Intyre Research Ltd. offered the use of the process to the 


to cover the cost of administration and to provide in due 
course enough revenue for-the support of further research 
on silicosis and similar diseases. 

The practical effect of the patent is that any investi- 
gator or body i in England, wanting to test the action of 
aluminium in the prevention or treatment of. silicosis, 
will have to apply for permission from McIntyre Research 
Ltd. in Canada. A licence fee (amount not stipulated) 
will have to be paid, and the aluminium powder used will 
have to be approved by the research company. Pre- 
sumably if anyone is rash enough to give silicotic 
patients inhalations of aluminium powder not approved 
in Canada, he will render himself liable to a court action 
for infringement of patent rights. May not the effect of 
the patent be opposite to what the discoverers of the 
ceils d wish—namely, that it should be ‘‘ made available 
to those suffering from or threatened by silicosis .. . 
without let or hindrance ” ? It seems possible too that 
the method will be discredited more by the act of taking 
out a patent than by allowing investigators in other 
industries and in other parts of the world to experiment 
in their own way and not only with aluminium powders 
approved by McIntyre Research Ltd. The published 


results of treatment and prevention of silicosis by the 


1. Denny, J. J., Robson, W. D., Irwin, D. A. Canad. med. Ass.” 
J. 1937, 37, 1; 1939, 40, 213. l 

2. Robson, Trans. Canad. Min. Inst. (Inst. Min. - Metall. 
1944, 47, 172. 


3. Jacob, A. "WwW. ‘Ibid, p. 185. 


` world without compensation or hope of reward, stipulat- 
ing only that a licence fee should be charged. sufficient - 
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aluminium method, while suggestive, are not yet con- 
vincing, and much more work by independent and un- 
trammelled observers is needed to establish its efficacy. * 


ANOTHER ARSENICAL FOR SLEEPING SICKNESS 
Last year Harry Eagle and his associates > at Johns 


Hopkins worked out the trypanocidal action of a large 


number of substituents of phenyl arsenoxide, O:As-CoH,, 
in laboratory animals and in vitro.. Among the in- 
. teresting generalisations which emerged, many confirme 
ing the work of others, was that the introduction of acidic 
groups into the benzene ring causes ,a striking drop in 
trypanocidal power. An outstanding exception to this 
rule was y-(p-arsenosophenyl)-butyric acid, O:As- 
-CgH,y-p(CH,)sCOOH, which possessed a particularly 
favourable therapeutic index in mice and rabbits, and 
was- effective against trypanosomes resistant to most 
other arsenicals. So impressed was Eagle by the 
laboratory performance of y-(p -arsenosopheny!) -butyric 
~ acid (we would gladly call it by a short name if it had one) 
that large field trials of the compound were begun last 
‘summer, with the collaboration of the Sleeping Sickness 
: Services of the Gold Coast, Nigeria, Belgian Congo, and 
the British West African Forées ; and Eagle has now 
published ° a preliminary report on the first few hundred 
cases treated, none of which had yet been followed for 
more than eight months. 
that in early cases, without involvement of the central 
nervous system, cure may be expected from a course of 
daily injections of 0-4 mg. per kg. covering less than a 
fortnight. In late cases, however, where. there is evid- 
ence of involvement of the central nervous system, most 
patients did not respond, and two died with symptoms 
suggestive of a toxic encephalopathy. 

_ Good immediate results in an average sampling of early 
T. gambiense cases would no doubt also. have been obtained 
with several other arsenoxides, such as mapharside 
(neo-halarsine), O:As-C,H,(m-NH,)(p-OH),, or an amide 
substituent, notably 0O:As-C,H3:(m-NH,)(p-CONH,). 
But the important advantage claimed for the compound 
selected for field trial—its effectiveness against so-called 
arsenic-resistant trypanosomes—is not likely to be 
shared by the other compounds which gave good results 
in laboratory animals. It is of course no novel idea 
that trypanosomes which have become resistant to one 
group of arsenical compounds may yet remain sensitive 
‘to another. Ehrlich? showed many years ago that a 
number of arsenobenzene derivatives, of which arseno- 
phenylglycine is a type, were capable of curing “ arsenic- 
resistant ° infections. 
characterised by the presence in their make-up of the 
acetic acid radicle, -CH COOH. In Ehrlich’s picturesque 
imagery the trypanosome was believed to possess an 
arsenoceptor and an aceticoceptor. According to this 
idea the more usual forms of trypanocidal arsenical are 
lethal to the trypanosome because they fasten themselves 
to its arsenoceptor. When a trypanosome is made 
resistant to these arsenicals the arsenoceptor is believed 
to atrophy, or to lose its avidity for the arsenicals to 
which it is by nature adapted, with the result that these 
drugs can then no longer find a lodgment on the trypano- 
some. Such a compound as arsenophenylglycine, 
however, is still able to destroy ‘“‘ arsenic-resistant ”’ 
trypanosomes, since by virtue of its acetic acid radicle it 


can still attach itself to the trypanosomes by engaging ` 


with their aceticoceptors. Modern theorists, following 
Fildes,® will perhaps prefer to think along the lines that 


the arsenophenylglycine type of compound has the power- 


of interfering with an essential metabolite (conceivably . 
by competing for its associated enzyme) which the other 


. See Lancet, 1944, ii, ae 

Eagle, H., Hogan, 
Hlth Rep., Wash. ry 59, 765. 

. Eagle, H. Science, 945, 101, 69. 

. Ehrlich, P. Z. angew. Chem. 1910, 23, 2. ‘ 

. Fildes, P. Lancet, 1940, i, 955. n 


B., Doak, G. O., Steinman, H. G. Pbl. 
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suggested by King and Strangeways.® 


He concludes provisionally | 


These - derivatives were all 


arsenicals. have no power of influencing. Another, 
perhaps more plausible, way of looking at the matter is 
According to 
their view the critical factor in the behaviour of com- 


pounds of the arsenophenylglycine type is the presence - 
of the -COOH group, which need not necessarily be in - 
the form of -CH,.COOH. Arsenoxides which contain this ‘ 


carboxyl group form water-soluble sodium salts, and 
woulg for the most part be present as ions. They there- 
fore differ from other arsenoxides in the manner by which 
they gain admission to the body of the trypanosome, the 
particular process being such as to allow entry as readily 
into “‘ arsenic-resistant ’? as into normal trypanosomes. 

, Eventual destruction of the trypanosome might, on this 
view, be brought about ‘by interference with the same 
essential cell constituent in resistant as in normal 
individuals. 

Whatever the actual mechanism involved, it seems that 
Eagle’s new compound is to be included within Ebrlich’s 
category of arsenicals akin to arsenophenylglycine, in 
exhibiting the associated features of a terminal -CH,. 
‘COOH group and a power over trypanosomes which have 
become “ arsenic-fast.”” But effectiveness against such 
trypanosomes does not necessarily imply effectiveness 
against naturally resistant strains, so the results of trials 
against human T. rhodesiense infections, which . are 
notoriously refractory ‘to arsenicals, will be especially 
interesting. Judging by Eagle’s paper, one might 


expect these results to be satisfactory, because mice - 


“infected with a strain of T. rhodesiense were cured by his 
compound in the same dosage as had proved curative 
with the standard strain of T. ‘equiperdum. However, we 
understand that the tests with T. rhodesiense were done 
with the Liverpool strain, and that in the course of a 
considerable number of passages through mice this strain 
has lost its pristine resistance, and is now extremely 


' sensitive to arsenicals. The fact that the new drug easily 


cures mice infected with this particular strain is not then 
a sound basis for expecting it to be effective against 
T. rhodesiense in man. Ehrlich’s arsenophenylglycine, 
tried extensively in man before the last war, gave very 
good results in early cases of sleeping sickness in West 
Africa, where T. gambiense is the parasite, but in Tangan- 
yika, where T. rhodesiense predominates, the results were 
poor. It will not be surprising if the new drug behaves 
in the same way. 

The diamidines will cure early cases of sleeping sickness 
in a fortnight or less, and they certainly act on the 
naturally arsenic-resistant T. rhodesiense in man. The 
new drug may prove less toxic than the diamidines, but 
pentamidine, at any rate, has given little trouble in this 
respect, when used in reasonable dosage. What we really 
need is a single drug which is both ‘lethal to “ arsenic- 
fast ” trypanosomes and effective in late cases. Ideally, 
only one injection should be needed for a oure. 

- We have to record the d death on March 28 of Colonel 
A. W. SHEEN. consulting surgeon to Cardiff Royal In- 
firmary, and provost of the Welsh National School of 
Medicine. He was 75 years of age. | 

9. King, H., Strangeways, W, I. dnn. trop. Med. Parasit. 1942, 
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MEDICAL RESFARCH FOR THE CoLONIES.—The appoint- 
ment of a medical research committee to advise ‘the 
Colonial Office on research for the benefit of colonial terri- 
tories is a sign of our growing sense of responsibility towards 
the citizens of these parts of the Empire. The committee has 
been created jointly by the Secretary of State for the Colonies 
and the Medical Research Council, and is composed as follows : 
` Sir Edward Mellanby, FRS (chairman) ; Colonel J.S. K. Boyd, 
RAMC ; Prof. P. A. Buxton, Frs, Dr. A. N. -Drury, FRs, Briga- 
dier N. Hamilton Fairley, rrs ; Dr. W. H. Kauntze; Prof. B. G. 
Maegraith ; Dr. B. S. Platt ; Major-General Sir John Taylor. 
Dr. F. Hawking is the secretary of the committee. i 
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Nospopy doubts that social circumstances influence 
human character, or that certain tragic periods in the 
history of men leave deep scars in the human psyche. 
Those who live at such a period are not usually conscious 
of temporary or permanent alteratidns in their own 
mental condition. But when it is all over and they are 
able to look back on their past with a measure of tran- 
quillity they begin to realise how unusual was their 
behaviour at the time. ok 

Have people changed on the-whole during or because 
of the occupation of their countries-? Has their 
emotional life been influenced and do they react differ- 
ently from before? This is the important question, 
because the answer gives us better insight into the post- 


liberation disturbances in various occupied countries.’ 


Be it distinctly understood, I do not want to attribute 


_ events like those in Greece entirely to a change in the 
During war and occupation -the 


behaviour of men. 
social struggle still goes on. Much however must be 
imputed to the unbalanced reaction of an oppressed and 
half-starved population. Such people must have rest 
and food before they can be expected to act normally 
once more. <A clear insight into this must necessarily 
alter one’s political judgment. For 24 years I lived in 
Holland, and since the liberation I have visited France, 
Belgium, and the liberated part of Holland. What I saw 
there has confirmed my thesis that these people need 
rest and must be handled with patience, for nearly all 


‘are slightly neurotic or psychopathic. 


Unfortunately history does- not always procure this 


k EFFECT ON THE YOUNG 

Let us see just what in my country has most affected 
human behaviour. . There is, in the first place, the un- 
remitting corrosion of fear, which undermines the nerve 
and reduces reactions to a primitive level. Starvation 
and exhaustion too have played a big part. Owing to 
the long duration of the occupation people have not quite 
realised this, since after a few weeks of hunger the 
stomach ceases to clamour for food, though physical 
resistance continues to diminish. In the end people 
become apathetic, restless, and lacking in their initiative. 
Thirdly we have to take into account the involuntary 
mental infection of German propaganda. There is a 
period when one opposes fascism and cruelty, but after 
a while something of the authoritarian attitude invades 
one’s personality. Asa result of our own inevitable aggres- 
sion expressed in sabotage, passive resistance, and, under- 
ground mentality, our reactions are bound to change, 
and it is above all the young who have-been affected’ 
For them there was no moral directive; the moral 
example of the authorities was absent ; hence the moral 
norms have had little opportunity of educating and 
influencing the child.: Conceptions of mine and thine 


-mean little to them: to them it seems that the adult 


world has discarded its scruples. For five years murder, 
treason, deceit, the black market, and perverted bestiality 
have belonged to the real world of the child. Presently 
this 
difficult educational problems. 

‘Can we speak of psychopathy as a result of this heavy 
mental burden? Is there such a thing as a typically 
nervous change of behaviour resulting from suffering ? 
To my mind the answer must be in the affirmative. 
People have changed and it will take some time for them 
to recover their normal behaviour. We already have 
experience to draw upon here. People who escaped 
from occupied ‘territory acclimatized; themselves with 
difficulty to normal life. In some cases the process took 
more than six months. . 


CHARACTERISTIC FINDINGS 
What are the characteristics of this psychopathic 
attitude ? ‘There are three groups of symptoms. 
In the first place there may be general mental paralysis, 
a complete passivity and apathy. People just sit about 


REACTIONS IN LIBERATED | 


fact not yet been liberated. 


partial. demoralisation will lead to extremely 


and wait for something to happen. They are tired, 
, depressed, and shy, and they expect all initiative to 


come from others. Therefore it is difficult to make 
contact with them: our arguments do not reach them ; 
they need fiercer stimuli in order to overcome that 
mental paralysis, and this finds its expression in an 
absence of sensitiveness and in irritability. It is very 
difficult not to quarrel with them. Their moods are 
fluctuating, easily influenced by good or bad tidings, 
and they have no control over their own emotions. 
They are and remain restless and unreliable, and they 
find great difficulty in concentrating on any problem. 
Of course, they are easily tired and exhausted by very 
little work. Blood-pressure is low and the consequences 
of the food scarcity are not quickly overcome, even on 
a normal] diet. _ 7 aa ee A 
Next, they show intense suspiciousness. It is difficult 
to adapt oneself to freedom, and for that freedom to 
penetrate into one’s instinctive reactions is a slow 
process. Fear is not readily eradicated, and the enemy 
still lingers on in one’s consciousness. The frightened 


glances, the attitude of suspicion towards even old 
friends, are typical; nor is the habit of looking for | 


traitors easily eradicated. Kindness alone will not pierce 


these barriers nor melt the spirit of criticism which has. 


for so long been their only armour. An underground 
worker after liberation is still suspicious of officials, is 
still averse to giving particulars of himself; he has in 
In some cases I have seen 
this suspicion grow into real persecution mania, for 
which the only cure is a long period of rest. 

A third symptom is increased aggressiveness, an 
authoritarian attitude, which arises from the unconscious 


acceptance: of -the. German attitude and mentality. 


This is a law of life : what one fights against one absorbs : 


one can never completely escape the fascination of the 


enemy. forms of underground work and sabotage 
have strengthened this attitude; each one asks for a 
strong leader and in the meantime each secretly believes 
himself to possess the necessary qualities. ere is a 
tendency to egoism and'‘callousness. Before liberation 
there was unity of hatred, expressed in common action 


.against the enemy, but after the liberation that still 


unsatisfied hatred remains, and is partially converted 
into jealousy and aggression against everyone. else. 
The one-time unity of resistance disintegrates into 
mutually competing forces. ° a 


CASE-HISTORIES 
The following cases illustrate the extreme forms of 


psychopathy in occupied countries, and of the mentality’ 


I have just described. 


` - CasE 1.—A post-office clerk having lived for 34 years under 


the occupation, escaped to Belgium and lived there with 
false papers. He had taken part in writing for the under- 
ground press and was. obliged to escape. After the liberation 
of Belgium he made contact with his compatriots, but 
refused to give his name. He was slow in his movements and 
has a strange! stiff appearance. 
liberation he had been normal; then he became more and 
more passive. He crouched in a coma for days on end 
staring at nothing in particular, almost like a case of catalepsy. 
He had to be urged on to do anything ; only after a few weeks 


could he be put to his normal job, but even so he remains 
quiet and passive. There was no history of mental disease. 
. in his family. | | 


Case 2.—A medical practitioner had done very useful 
resistance work among his colleagues. After the liberation 
there was a change: he carried on his practice mechanically, 
he did not talk or discuss things any more and at night 
stayed at home sitting in a chair and staring in front of him. 
Yet he continued to fulfil his medical duties satisfactorily. 
When I visited him two months after the liberation he gave 


.as the only possible explanation the fact that all this has 


proved to be too heavy a strain for him. Now, 5 months 
afterwards, he is still not his old self again, though he has 
improved much, thanks to opium and extra food rations. 


CasE 3.—A student helped to publish an anti-German book 
during the occupation. He was arrested for his activities 
but managed to escape. After many adventurous wander- 
ings through Belgium and France he reached the Pyrenees. 
Here during the long journey ‘through the snow the first 


paranoid symptoms appeared. On arrival in England they 


Up to the moment of 


Li 
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became so bad as to:necessitate a short term of treatment in 


He regarded everybody as a German spy 
‘After six months’ rest in normal sur- 


a mental home. 
or a Gestapo agent. 


roundings he managed to control his pathological aea i 


ness. No history of mental disturbances in his family. 


CASE 4.—A girl student, who during the war actively and 
conscientiously had taken part in the underground movement 
and who on account of this obtained a position of confidence 
after the liberation, was accused of theft. During the last 
weeks she had become very rebellious, inclined to acrid 
criticism, and ‘to abnormal meddlesomeness. ` She — had 
occasional fits of crying. A primitive kleptomaniac syndrome 
had developed, a kind of nest instinct making her unable to 
escape the urge to collect possessions. She had become very 
extreme in her political opinions, and maintained that Hitler 
had been right after all. After a rest period of several weeks. 
she became quiet again and began to learn how to adapt 
herself, but she was still inclined to criticise and protest. 
Her own explanation was, that she could now let out every- 
thing which had been suppressed during -the occupation. 


nf 


_ She had to give utterance to it, ae could not hold it back 


‘increased aggressiveness—characterises - 


anymore. 
RECOVERY 

This triad of. symptomš—apathy, suspicion, and 

the psycho- 


pathic attitude resulting from the occupation, We shall 


` come upofi it in many people who have lived under these 


conditions. Gradually when people get better food and 
more rest, and can adapt themselves to a more normal 
society, the normal reactions will come back. They will 
become more equable then, will not talk so much about 
themselves, the anxiety symptoms will disappear, their 


minds will become active once more and they will 


become absorbed in the more important problems of 
our time... But all the same, occasionally—as a result, 
perhaps, of some unpleasant experience—the old 
suspicton may awake again and restlessness may return. 
Among the young the after-effects will be felt longer 
than among the older people, whose ‘characters were 


| already formed before the war. 


All this goes to show hofv heavily Europe is going to 
suffer psychologically after. the war. Terror and fear 
and exhaustion will’continue to make themselves felt for 
a long time and the problems of mental hygiene and , 
psychological: recovery of the masses will surpass in 
difficulty many other problems. In these unstable 
psychological conditions it will be difficult immediately 
to create that political stability that is needed for the 
complete recovery of the sabia stricken populations 


«of Europe. 
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- been removed from their lists. 
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- Medical Records Again 


THE Somerset insurance committee have been con- 
sidering the failure of three practitioners to return forms 
of medical record for insured persons whose names had 
Ọne of them owed 218 
records, 74 of which were needed by the doctors to whom 
the patients had transferred. He had come -before the 


_ medical service subcommittee four times previously 


for the same reason, and the committee recommended 
the Minister of Health to withhold £40, for deduction 
from his remuneration. 

At present all civilian medical practitioners are over- 
pressed; but undoubtedly the best way to avoid 
difficulty over these records is to deal immediately with 
the insurance committee’s applications, which are made 
at regular intervals. The time taken in extracting say 
20 medical records from a properly kept alphabetical 
list cannot-be more than a minute or two, and when the 
records are extracted all that remains to do is to put 
them in the appropriate envelope, usually provided by the 
committee, and post them. It is delay which causes the 
work of extracting and despatch to become formidable. 

Clause 9 (12) of the Terms of Service lays it down that 
a practitioner is required to keep and furnish records 
of the diseases of his patients and his treatment of them ; 
but many doctors, if they read this clause at all, seem to 
stop short at the word “ keep ”—which they sometimes 
interpret as ‘‘ retain.’ 


Forms of medical record have a twofold purpose. | 


First, they provide a clinical history, which will be 
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needed by the doctor to whom an insured person transfers. 
Secondly they form the list of persons in the practitioner’s 
charge. The insurance committee has to. prepare and 


_keep revised the list for each practitioner and furnish 


him with a copy of this list, and of alterations thereto. 
The practitioner who does not return the medical records 
of patients for whose treatment he has ceased to be 
responsible runs the risk of having to provide treatment for 
people who are no longer insured, for whom he will have 
no remuneration. Also he is imposing on the chemists’ 
account an improper charge in respect of any medicines or 
appliances ordered on NHI prescriptions for such persons. 

In.the Somerset cases the chairman said there was no 
evidence of any neglect of patients by the doctors. But 
this was only part of the picture. The doctors to whom 
many of these patients had transferred were deprived of 
the clinica] records they ought to have had. > ` 


- ` Im England Now K 


2 


. A; Running Commentary by Peripatetic Coireapondentk - 


AFTER three weeks in Washington, the” unbiased 
observer—and no observer worthy of the name would 


admit to bias—finds the number of things better done `. 


over there pretty well balanced by the number of things 
we do better in London. -On the one side, one might 
begin with architecttire, coffee, and telephones ; on the 
other, with litter, heat, and maps. 

Washington architecture, high and low, is more 
streamlined, simpler, less decérated for the mere sake of 
decoration ; and, in private houses, paint for the wood and 
metal work is more attractively used. Of course, the 
absence of smoke and dirt helps greatly,'as does the 

almost universal “ porch ” or verandah. To offset the 
clean atmosphere is what—at least to the Englishman , 
now conditioned by a campaign for paper salvage—can 
only be called the appalling amount of “ trash ” (anglice, ’ 
rubbish) with. which every sidewalk, lawn, park, and 
thicket is disfigured. One begins to ‘wonder whether the 
Fifth Freedom for which. America is fighting is not the 
freedom to leave litter about. If London, with its 
assorted bombs (hard. centres, soft centres, and. acid. 
drops) and its more acute labour shortages, ean keep itself 
comparatively free from rubbish, why can’t the much 
more beautiful and unbattered W ashington ? ; 

To the Englishman in America, the reason for the 
admirable and universal ice-water is at once apparent. 


. Itis to make up for the perspiration loss from the heat at 


which buildings are kept. Before my arrival I had read 
that one of those curious “ requests,” which are really 
orders, and the mechanism of which is so hard to under- 
stand, had been promulgated, reducing the temperature 
level of Government offices, but Americans themselves 
say that everything has been rather hotter since the. 
‘“ request,” so perhaps the mechanism went wrong. 
Anyway, the stranger has to keep on reminding himself 
that, if native Americans like a foretaste of hell on earth, 
why should he complain because the heat threshold to 
which he is accustomed is different, especially as this is 
probably due to the inefficien¢y of his own heating 
As to coffee, I reckon to have drunk some 70 
cups in three weeks, and only one was not superlative ;. 
could one drink 70 cups of tea in England and say the 
same ? As with coffee, so with telephone calls. I have 
experienced none of the maddening delays and wrong 
numbers we got even before the war in England, and to 
have a bright ‘‘ You’re welcome, sir ” answer one’s halt- 
ing thanks after being helped by the operator produces a 
euphoria unknown to telephone users in the UK. 
Maps are perhaps a small bee in my bonnet; but I was 
disappointed to find that a map of the. country around 
Washington was unobtainable in any bookshop, and to 
hear from friends that there is nothing comparable to the 
inch and 3 inch to the mile Ordnance maps on sale at 
nearly every stationer’s in Exigland. The only maps 
available Seem to be small-scale road maps prepared by, 
the oil companies, which is perhaps natural, for Ameri- 
cans do not walk or cycle, but progress from crawling 
through toddling to motoring. - 

One striking and pleasing trait is that even the hum- 
blest workers are treated, and consequently behave, as 
individuals. Coloured lift-attendants are named on a 
plaque in their elevators. Secretaries have their names 
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Letters to the. Editor 


Mr. X, Assistant Manager in the Shoe Department, will 


personally hope to see you at his sale so that he can show 
as good results as Mr. Y. of Underwear. Above all is the 
spontaneous kindness and friendliness shown by everyone 
to anyone. The English need an emergency to bring this 
out ; ín America it is nearer the surface. l , 

‘Thought for today : At breakfast at Washington’s best 
known and mọst efficient cafeteria, a pile of portions of 
margarine was marked by this notice: ‘‘ Oleo. Religion 
ang: patriotism make this a fine place to work in.” 

. : * . x% 
_ Most of us men have acquired a new intimacy with 


| dish-washing in the last five or six years. Memory may 


recall the time 30 years ago when the cleaning of dirty 
dixies and the persona] knife, fork, and spoon was a daily 
duty, but in peace-time the more junior medical man’s 
experience was often limited td bottle-washing and an 
occasional locum in the home kitchen when the house- 
hold was temporarily maidless. Now, alas, washing-up 
is often an integral part of masculine daily routine and 
we have come to learn that there is a proper procedure 
in the scullion’s art. While occupied with the breakfast 
dishes this morning I was reminded, as a chipped cup 
passed through my hands, of the horrid revelations on 
the bacteriology of cracked china in THE LANCET of 
Feb. 24. I determined to carry out a searching scrutiny 
of the ward ‘crockery forthwith; and satisfy my destruc- 
tive instincts by playing bull-in-a-china-shop with any 

ged specimens I found. But on my way to the 
wards I passed the pail containing the day’s breakages, 
just collected. Breakages are pretty heavy in a hospital 
—patients’-hands are sometimes unsteady, and washing- 
up always has to be done against:time. (Incidentally, 
why are all taps so placed over the sink that-they act as 
a continual hazard to the safé passage of the china ? 
I suspect a deep conspiracy between potters and sink- 
makers.) _ Perhaps, too, people washing other people’s 
crockery are not quite so careful as they would be of 
their own property. Anyway, there was a good-sized 
pailful of assorted oddments, and I began to wonder. 
There is. a chronic shortage of crockery in the hospital, 
replacements are slower than ever in arriving, and there 
is a particular dearth of saucers and small plates (another 
conspiracy here ?). These reflections, while sobering 
the berserk mood, did not entirely subdue it, and arriving 
at the first: ward kitchen I asked Sister: ‘‘ How many 


cracked cups have you got ? ’’ She pointed to the dresser, 


and one glance rid me of my desire to play bull, for over 

half of the ill-matched thirty-odd cups were condemnable 

on sight, and I knew we had not the wherewithal to réplace 

them. So the streptococci must remain in their hide-outs, 

and I’m attempting to sublimate my bullish desire by 

writing another rude letter to our suppliers—and this! 
' * * x. 

The team were examining workers in a foundry while 
inyestigating occupational risks. We were all full of 
enthusiasm and energy. The factory doctor’s rooms 
had been put at our disposal and the various parts of 
the examination arranged therein. Business was not 
very brisk during the morning but we broke off at mid- 
day determined to get a good score in the afternoon. 
After an excellent lunch in the factory canteen we 
returned to the clinic and waited, looking expectantly at 
the candidates’ entrance. A gentle knock and in came 
a pleasant little man. We all sat up and tried: to look 
brightly encouraging. He was claimed first by the 
history-taker.. Very slowly and shyly he responded 
with the answers to many searching questions. Next 
followed an exercise-tolerance test and a vital-capacity 
estimation. He seemed a little bewildered, but we 
bundled him in to the physician who had his clothes off 
in a second, listened to his chest, counted his teeth, and 
investigated his ability to touch his toes. He made no 
complaint, though perhaps he hada faint air.of one who 
found himself inadvertently in a lunatic asylum. Next 
he was ushered in to the technician who took a blood- 
sample. He was the only candidate we had whose 
vein continued to bleed after the needle was withdrawn, 
and it was while first-aid was: being applied to stop a 
positive Niagara. of blood that he mildly remarked that 
he supposed it was all right but he had really only come 
in to see the factory doctor about his seborrhea. We 
had press-ganged the metallurgist. 


l 


DISCIPLINE IN A MEDICAL SERVICE 


SIR, —Mr. Somerville Hastings’s Chadwick lecture 
(Jan. 20) contains much good stuff; but he speaks too 
often of discipline. He seems to think that because of 
this the administrator is in a class apart, just as did that 
body of medical superintendents who demanded £200 
a year more than others in the hospital world because 
of this necessity of keeping ‘‘discipline.” 
is medicine today that the administrator comes into the 
work of all. of us; but not alone. He and the clinician 


must work together so that the latter can do his part 
properly, just as. do the anæsthetist and -the surgeon. | 


The administrator should be given powers'of inquiry 
in order to see why things’are not working smoothly, or 
how, though good, they may be improved ; but every. 
time a junior—or for that matter a senior—is called 
to the office, it should not be to be put upon the carpet. 
A junior may need to have his attention drawn by. the 
superintendent to the fact that his constant late arrival 
in the wards upsets the whole arrangements for the 


service of dinner 2} hours later, just as he may have to - 


be told by the senior physician that a lumbar puncture 
done just after the laboratory has closed, instead of an 
hour earlier, makes it valueless ; but that does not mean 
that, béecatise the one fault involves. the many and the 
other the one, the administrator is on a different plane 
from the clinician. ` | | l 

It is just these matters of minor discipline that should 
be thrashed out in a medical committee. In matters of 
graver moment it. is doubtful whether even the com- 
mittee of management are suitable. Nor should disci- 


pline be limited to ‘‘ the junior staff’? ‘The medical 


superintendent himself needs, to come under it also. 
When he has self-discipline he will have no difficulty in 

. the discipline of his staff, but when this is absent he 
needs discipline from above more even than the juniors. 
He does so much more harm. No hospital is efficiently 
run in which the medical superintendent finishes his 
breakfast at 11 am, or (living in a flat over his office) 
does not come down till 10.30 or 11 am, and is obtainable 
after lunch only with great difficulty. And what about 
those above him? Is there any means—other than 
sneaking—for them to know about such a superin- 
tendent ? If they do know but take no action, they 
themselves need disciplinary control.. Absolute security 
on the part of such officials is as harmful to the State 
as want of security.. 3 . 

At the same time we must guard against the danger of 
clinicians using their right to go to higher clinicians to 
report to them on the conduct of the administrator, 
without his knowledge.. ae} ee 

No! What we want to hear,about is not discipline but 
the code of the profession.. If this be high, discipline 
will not be any urgent problem ; and its height will rest 
on the way that all do their work—clinicians, scientific 

workers, and administrators alike. I pray Heaven 

that there will never be a Diploma in Administrative 
Medicine. I doubt. whether all this development of 
diplomas between the wars has been a healthy one. I am 
certain that an inefficient nobody would be the first to 
learn up all the rules, reports, administrative instructions, 
and Acts of Parliament and come out top in his DAM. 

. I am glad that Mr. Somerville Hastings keeps distinct 
rates of pay and conditions of service. Within con- 
siderable variations either way from that golden mean 
called ‘a living wage, the conditions of service are of far 
greater importance than the surety. A good job poorly 

-paid is a better one than a bad job well paid. You can 


never neutralise bad conditions of service by increasing | 


rates of pay; and if there is a bat job poorly paid, 


the first thing to do is to amend the terms of service and — 


then to adjust the pay to-the new terms. But these 
conditions of service are the very things that ought to 
be thrashed out in a medical committee. I believe that 
in every stage of every job in the new health service 
determination of terms of service should be made 
separately from any discussion of rates of pay—in a 
different committee, with different bargaining bodies, 
and. distinct for each’ separate job. Some organisation 
to ensure this should be set up in the service. | 
UNRRA, Rome. ' - E T. B. LAYTON. 
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HÆMOTHORAX 


Sır, —I was very interested in the paper by Mr. Pricè 


Thomas and Dr. Cleland in your issue of March 17, 
dealing with the latestages and treatment of hæmothorax. 


The final results in cases of gunshot injuries of the chest 


concerned me very much in the last war, and in a paper 
read before the clinical congress of the American College 
of Surgeons in 1918 I dealt with this matter (Surg. 
Gynec. Obstet. January, 1919, p. 17). At that time I 
was much impressed with the’ value of thoracotomy 
where impairment of function of the thorax had followed 
such a wound. In- a limited number of such cases I 
operated removing the organised clot, releasing the lung, 
dividing strong adhesions, and clearing the costophrenic 
angle, and thereafter carrying out suitable exercises, 
aimed at re-expanding the chest. The results’ were 
encouraging. At that time I had not used suction 
drainage, which may have a profound influence in better- 
ing the after-results. These questions will become of 


increasing importance as a residue of patients suffering ` 


fróm the late results of chest wounds comes under 
observation, and as a matter of interest I would lke to 
‘recapitulate what I then considered the indications 
for operation in these late cases : 


1, Foreign bodies in the parietes, with or without sinuses. 
2. Foreign bodies in the lung, irrespective of size, if associated 
. with persistent cough, hemoptysis, or suppuration. 

3. Large foreign bodies in the lung, even if the symptoms 
are mainly nervous. 

4, All foreign bodies lodged in the pleura, with or without 
empyema. 

5. All cases of infected hemothorax. 

6. All cases of through-and-through wounds with shrinking 


of the side, lessened lung expansion, and interference | 


with movements of the diaphragm, i in which treatment 
by exercises has failed. 


Alas I have not had an opportunity of dealing with 
these conditions following the. present conflict ; 
far as my experience goes of those cases which have now 
and again come under my care during the years succeed- 
-ing the 1914-18 war, I am prepared to state that the 
conclusion at which I arrived at the time when I wrote 
.my paper probably still hold good in principle. 


London, W12, G. GREY TURNER. 


THE FIBROSITIS OF WITTS 


__ SIR, —Those Lancet subscribers who put reading 

before listening will be grateful to your Peripatetic 
Correspondent for his succinct summary of Professor 
Witts’s admirable broadcast on March 11. That the 
Nuffield Professor of Medicine should publicly declare 
his pain in the left shoulder to have been due to fibrositis 
shows unusual courage, for it is well known that to 
admit, in Oxford, to a pain between occiput and coccyx 
not due to herniation of the nucleus pulposus is to expose 
oneself to a psychiatric downgrading. That he should 
still believe in fibrositis may reveal a donnish devotion 
to lost causes, but hisinsistence that his muscle pain was 
caused by lying in a draught shows sound Lancastrian 
common sense, no doubt carried by his genes together 
with the rheumatic constitution. Your correspondent 
opines that the listening bookies were ready to put 100 to 1 
onthe draught and I am proud to share their confidence 
in the filly Fibrositis, by Chill out of Constitution. 


It must be remembered that not all would agree with 


Witts, the mythical bookmakers, and myself. For 
example, the great Trotter wrote, ‘‘ Colds and pheno- 
mena of the order of draughts and wet feet—alleged 
causes of colds—are sufficiently common to afford ample 
opportunities for the discovery of insignificant sequences. 
This fact, together with the psychological influences 
| tending to associate healthy with comfortable conditions, 
has produced a veritable folk-lore of colds and chills 
which true scientific observation would speedily explode, 
and which presents clinical medicine in ‘one of its least 


edifying aspects ’ ’—a, judgment that I find as chilly as. 


the Professor’s draught. Your correspondent reports 
Witts as discussing muscle-pain as a conversion symptom 
and concluding that he found it difficult to conceive that 
emotional disorders could cause structural change. 
If it be allowed that the mind can cause autonomic 
imbalance then it has to be admitted that in this way 


' survey of a particular type of lesion. 


but so. 


structural change can and does occur, of which the 
simplest and commonest example is’ asthma. — 

There is one variety of muscle-pain which appears to 
have an identical pathogenesis with that caused by 
draughts. This is associated with excessive sweating, 
and is common today in miners and soldiers who fear 
that their work is too heavy for them. The sweating is 
due to anxiety and their muscle-pain is apparently 
related to heat-loss caused. by evaporation of sweat. 
If we allow that structural change is caused by the open 
window, can we deny that it may also be caused by the 
fixed idea ? . The discovery of a latent virus which was 
activated in appropriate physical conditions by multiple . 
factors, as is the virus of herpes zoster, would resolve any 
difficulties in these rheumatic states. 

James Collier wrote categorically in his article on. 
Bell’s palsy in Price’s Medicine that it frequently fol- 
lowed undeniable exposure to draught. His successor. 


' Dr. Walshe, with a higher index of scepticism, excised 


such scandalous information. It is apparent that what 
one believes in such’ matters is almost as uncontrollable 
as is the shape of one’s nose. 

Derbyshire Royal Infirmary. DoveLas HUBBLE. 


' STRESS FRACTURES OF THE FIRST RIB- 


S1r,—Alderson’s reply to my criticism has served two 
very useful purposes. In the first place it convinces me 
that I should never have permitted the inclusion of the, 
alternative descriptive word ‘‘stress’’ in my original 
I believed then 
that the term “stress ” fracture was useless and liable 
to be misleading ; but it was a term suggested by the 


, Faculty of Radiology, and I therefore included it, so that 


the name might be discussed and finally determined. 
But Alderson’s insistence that the fractures of the first. 
rib which he is finding are “stress ” fractures demon- 
strates that this term must be finally abandoned, for 
obviously all fractures can be included under such a 
heading. The point I wish to make is that the fractures . 
I have described under the title of ‘‘ fatigue ” fracture 
bear no resemblanee to the fractures which undoubtedly 
have occurred unnoticed, and which Alderson’s work has 
brought to light. i 

“ Fatigue ” fractures are not related to muscle pull, 
nor are they resultant from muscular action : they are 
essentially incomplete ; the fracture line is fine and in- 
volves only part of the ‘cortex.’ It is often difficult to see, 
and almost invariably callus and pain are the features 
which.draw attention to the lesion. There is never dis- 
placement. The lesions, in my experience, invariably 
are characterised by complete healing, one of the striking 
features being the manner in which the bone structure 
recuperates ; so that in all but the most severe examples 
the lesion is unrecognisable within months. 

In fractures of the bony portion of the first rib, on the 
contrary, the bone is completely severed. The bone is 
always. split open, either transversely or obliquely. 
There is frequently quite considerable displacement of 
the fragments. Non-union, or the formation of a false 
joint, does occur. There is abundant evidence that 
muscle pull does precipitate the fracture, for quite a 
number of cases are recorded in which no other cause 
could afford a reasonable explanation (e.g., Aitken, A. P., 
Lincoln, R. E. New Engl. J. Med. 1939, 220, 1063). 

. Omitting all cases where there is any suspicion of 
violence . I agree with Alderson that the lifting of 
heavy weights i is one of the occupations most likely to 
produce fracture of the first rib ; but I disagree with his 
explanation, because it ignores the fact that the first rib 
has adequate means of adjusting itself to repeated stresses 
without imposing strain on the bony portion ; and ‘be- 
cause he presumes that when a first rib is broken it 
necessarily gives symptoms indicative of this accident. 
One sees every day, in routine chest pictures, abundant 
evidence of this adjustment _process. In youth the 
adjustment is through the. resilience of the uncalcified 
and springy costal cartilage. As this resilience. is lost 
with increasing age the movements necessary to prevent 
the bone from fracturing when stress is applied are 
obtained by the formiation of an arthrodial joint, either 
near the junction of the cartilage with the first rib, or near 
the junction of the cartilage with the sternum. Some- 
times both of these joints are formed ;and sometimes one 
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first-rib will show one ‘type of “ adjustment ” while its. 
opposite number shows another. (Asymmetry_of the 
first ribs is common.) 

The fact that fracture of the first rib can occur without 
pain sufficient to demand radiological investigation, or to 
incur a diagnosis of fracture of the first rib, is no argu- 
ment in favour of the term “ fatigue ”’ fracture, parti- 
cularly since the teaching is that fracture there is a rarity. 

I think that the ztiology is best studied from those more 
dramai weight-lifting or weight-carrying cases in which 
the pain is severe and sudden, and in which, therefore, 
detailed study is made forthwith ; and, in all reports of 
such cases I have been able to read, the evidence of 
sudden -muscular pull on the first rib when it is taut, or 
even on stretch, seems to me to place the etiology be- 
yond question. 

Alderson and I agree that factures of the first rib (and, 
I would add, of its cartilage) are much more common 
than has hitherto been accepted, or taught. He believes 
that the fracture takes place gradually, through repeated’ 
bending. I hope I have demonstrated that this is not 
sa; but I am certain that both of us welcome the 
criticisms of other observers. . In conclusion I would like 
to congratulate Alderson on his work and to thank him 
sincerely for demonstrating his excellent radiographs to 
me. | 


` Manchester. J. BLAIR HARTLEY. 


INGUINAL HERNIA 


gm,—I read Lieut.-Colonel Brandon’s article (Feb. 10) 
with great interest. It was a most attractive Dreonia 
tion. There are one or two points on which I should 
like to comment. 

Two further factors need to be considered in solving the 
hernia problem.: Besides the abdominal rings, muscles, 
and sac, there is the cause of the increasing intra- 
abdominal pressure which often causes hernias either to 
recur or to develop in men over 45. And secondly there 
is the size of the inguinal canal. Is the canal really 
necessary, and to how small a size can it be reduced ? 

The causes of the increased intra-abdominal pressure 
in men over 45 usually begin with C—such as chronic 
cough, cardiac lesions, cirrhosis of the liver, chronic 
cholecystitis, colitis, cancer of the colon, clap (stricture 
of the urethra), chronic prostatitis, and finally excessive 
intake of C,H;OH, which causes a loss of elasticity and 
wasting of muscles.. The enlarged prostate and carci- 
noma of the colon merit particular consideration. I 
realise, of course, that in the patients Colonel Brandon is 
handling these seldom arise, for they are younger men. 

In men of 65 or more the inguinal canal can be 
abolished by division of the spermatic cord and 
removal of the testicle.. In men between 45 and 65, 
the cremaster muscle and spermatic vessels may safely 
be divided and stripped down the cord so that they 
lie outside the external ring. 
nourished by the artery to the vas deferens. Having 
performed the operation many times, I offer this step as 
a rational one, which enables the internal and external 
rings to be reduced to the minimal dimensions. 
case has it been followed by impairment of sexual 
power. 

The possibility of there being two sacs at the same. 
time, which occasionally happens, demands notice. The ` 
radical ‘cure of a hernia always requires that the surgeon 
should insert a finger into the peritoneal cavity and 
explore the area for further peritoneal diverticula. 
What is mainly a direct hernia will occasionally be found 
to be associated with a small oblique hernia and vice 
versa. 

With regard to the remarks apparently referring to 
the silver filigree inlays designed by McGavin, I think 
that the opinion of surgeons of his calibre, as well as of 
Percival Cole and Campbell Milligan, expressed after 
long strenuous productive years, must be treated with 
respect. There is undoubtedly a place for this remedy 
where the conjoined tendon is wasted and degenerate. 

Lastly, I would point out the need to clean the pillars 
of the external abdominal ring down on to the face of 
the os pubis—i.e., internal to the pubic spine. It is not 
generally realised that the external oblique is inserted 
into the anterior surface of the pubis and not into the 
pubic spine, so it is possible in re-forming the external 
ting for it to ajlow comfortable emergence of the sperm- 


-treatment as soon as seen. 
patients the choice between operation and a truss should 


The testicle is then . 


In no. 


atic cord without the risk of constricting it,.and yet for 
the external ring to be internal to-.the pubic spine. 
This enables the surgeon to support the. inguinal canal 
throughout its length by two layers of aponeurosis—i. e., 
transversalis and external oblique. 

Since the war I have worked on the premise that every 
hernia is curable by operation, irrespective «f size and 
age. During this period I have seen two recurrences out 
of nearly three hundred operations (they include a high 
proportion of men and women in middle and late life, 
the oldest 81). I submit that the policy for the medical 
profession, with regard to hernias, is that every hernia 
can be cured, by operation and should be sent for such 
The practice of giving 


be discontinued, because they are not qualified to decide. 
The ineffectiveness of trusses at ages over 65 makes life 
a burden. | 

The successful cure of a hernia pays a high dividend 
in comfort to the patient, and to thosé with whom}he 
lives and works. It therefore merits our full attention. 
The cure-rate can be at least 95%. 


London, W1. "HAROLD Dopp. 


Sir,—I am afraid that the diaple fellow in Lieut.- 
Colonel Brandon’ s article on the House that Bassini 


‘Built (Feb.' 10) is in for yet another disappointment. 


He did well to examine the foundations of the house 
which persisted in falling down, but had he examined 
as carefully some of the bricks from the ruins he would 
have made an interesting discovery., Instead of being 
a rich and healthy red, as the best bricks should be, he 
would have found that they had become yellowy-white 
and crumbly, and obviously inadequate material with 
yale to attempt to build a wall. He may continue — 
to build on his improved foundations, but his house will 
still fall down. 
It has been my experience in direct- -type recurrences 
after Bassini operations that the sac is often actually | 
protruding through a wall of flimsy fibrous tissue, which 


- once was muscle and is now unable to serve any useful 


function. It is relatively uncommon for the sac to 
come through between the muscle-that-was and the. 
inguinal ligament. 3 

If during a first operation for hernia the patient 
should cough, it will be observed: that, although the arch 
of the “ conjoined tendon ”’ tends to flatten, it can be 
said in no way to apply itself to the inguinal ligament. 
It is therefore idle to pretend that stitching the muscle 
in question to the inguinal ligament merely anchors it in 
the position that it would normally occupy in contraction. . 
The Bassini-type repair distorts and destroys muscle and 
does not provide an effective barrier. The answer to 
the question “ And shall Bassini die ? ” is in my opinion 

“ He is already dead, but he won’t lie down.”’ 


BLA. BERNARD L. WILLIAMS. 


OUR TUBERCULOSIS SERVICE . 


SIR, —Dr. England (March 24) takes me to task for my 
constructive criticisms of the Joint Tuberculosis Council’ s 
recent report on Reorganisation of the. Tuberculosis 
Service. I drew attention to the following omissions 
+ (here abba eviated) : . 


Provision of almoners ; health: sdncation of the public ; ` 
the problem of sanatorium staffing (nurses and.domestics) ; 
health protection of staff; functions of universities in 
teaching and research ; deficiencies in contact examinations ; 
relation of the tuberculosis to the industrial medical 
services in regard to re-employment; and the ananpi 
allowances and mass radiography schemes. 


Dr. England defends the above omissions on the eran 
that the JTC report was designed to deal with funda- 
mentals rather than‘ to provide a blue-print; that it 
was more concerned with principles than with refine- 
ments; and that concentration on particular aspects 
might have obscured the main problem. To attempt 
thus to differentiate between the character of the topics 
covered by the report, and that of the points in my list 
of omissions, is artificial ; and, in fact, the report deals 
with the particular as well as with the general: for its 
recommendations refer to standardisation of house 
disinfection ; modification of the term ‘*‘ notification ”’ 

types of. dispensaries, sessions, and rights of attendance ; : 
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and nomenclature of radiographic reports. Are these 
points more fundamental than the omitted ones, and do 
not the importance and urgency of some, at least, of the 
latter make their omission inexcusable ? 
- Then, too, the JTC, regarding almoners and mass 
radiography as “ relative fledglings in the tuberculosis 
world,” believe that ‘‘ it is a little early for the council 
to offer guidance in these matters.’’ Surely the contrary 
is the case. Mass radiography is in an experimental 
and fluid stage, and it is just now that the JTC have 
an excellent opportunity of seeing that it develops along 
the right lines. 

As a delegate body, the- JTC can voice the opinion of 
tuberculosis medical workers, and I ask Dr. England to 


- believe that my original letter was intended to suggest ' 


ways in which the council might better assist in solving 
both: the immediate and the long-term problems of 
reconstruction i in this special field. 
OBSERVER. 
GENITAL PROLAPSE 


l SIR, —I v was interested to see Dr. Clare’s paper in your 
issue of March 3 describing the operation for genital 
prolapse.. This operation appears to differ in no essential 
detail from that performed by Paramore of Rugby which 
he demonstrated to me in 1928 and which 'I have been 
in the habit of performing since that date. . 


Great Bookham, Surrey. NOEL E. WATERFIELD. 


IRON OXIDE DUST. 


Sir,—The article by McLaughlin and his colleagues 
(March 17) reviews the literature of siderosis. In discuss- 
ing the relation between the. X-ray appearances and the 
_ pathological anatomy of the lungs of workers who have 
inspired the dust of i iron oxide the following notes may be 
of interest. 

In Tubercle for October, 1937, I published a paper on 
blood examinations in pulmonary fibrosis of hematite 
iron ore miners in which I stated, with pathological 
evidence, that the X-ray appearances in a large number 

of cases were due to hematite. accumulations without 
` fibrosis. This was the first authenticated statement 
to this effect. O. A. Sander of Wisconsin, in a personal 
communication to me (February, 1938) before he pub- 
lished his paper with Enzer, said he also had found an 
absence of fibrosis post’ mortem in cases of welders and 
hematite miners. I quote his subsequent statement : 


= “ Until these observations, we had not believed that iron 
accumulations within the lymphatic nodules could cast 
shadows without an associated fibrosis. We were pleased, 
therefore, to see your statement on this point, which to our 
knowledge is the first to appear in the literature with definite 
proof that the i iron and not fibrosis is casting shadows in some 
of these cases.’ t 


The question of simple retention of iron oxide in the 
Jungs without collagenous or at least reticular reaction is a 
difficult one to settle ; but in my opinion the presence of 
iron in amount sufficient to cause a radiologital shadow 
implies that there is tissue reaction somewhere in the 
pulmonary, lymphatic system. 

McLaughlin and his colleagues note that the hilar 
` glands are enlarged and contain much iron. They do 


not mention whether fibrosis was present, which would i 


suggest the presence of silica.. In the many lungs of 
‘ hematite miners that I have examined post mortem in the 
last ten years, accumulation of iron was often present 
throughout the lungs without reticular change; but 
diligent search in subpleural locations will usually dis- 


close very small imperfectly formed nodules with scanty | 
. . primitive collagen. 


- This .does not alter the conclusions 
which are drawn regarding the general lmg picture, and 
which I described in 1937, but it does show that the 
reaction is essentially a response to silica. 

_ To prove. that the condition is due- entirely. ‘to the 
presence of non-irritant iron, there should first have been 
a silica estimation of the dust, and secondly a silica 
estimation of the lung ash. Without this it ‘is impos- 
sible to conclude that silica does not enter into the 
problem. A short time ago I saw a case of undoubted. 
pulmonary fibrosis in a man who had been a rouge packer 
for 40 years. This powder contained a considerable 
amount of silica, which strongly suggests that the 
condition is silicosis. 
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I er that dust retention within the human lung 
is probably always due. to an irritant’, which is probably 
always silica. These cases are not silicosis, or even 
fibrosis, to the extent of being clinically or pathologically 
significant ; but we need much more proof before conclud- 
ing that such a condition is due entirely to the presence 
of innocuous iron oxide. A statement of mine on this 
problem is at Pere in the press (Proc. R. a M ed.). 


J. CRA 
Medical Officer to a Cuab 
Hematite Mines. l 


APHORISMS 


SIR, —It occurs to me that it would be interesting ana 
instructive to make a collection of medical, surgical, and 
gynecological aphorisms. So far as I know, no book of 
this kind has been published. If any of your readers 
would care to send me aphorisms which they consider 
useful, I should be glad to have them. The source 2 of 
each should if possible be stated. 


Watlington, Oxford. = T. LIONEL a NEETA 


WHITER BREAD 


SIR, —The sudden change on the Bread Front was to` 
say the least surprising. Your careful report (March 10) 
of the discussion in the. House of Lords and'the explana- 
tions given by Lord Woolton leave one disturbed and 
curious as to the grounds for such a momentous decision. 


Whitehaven. 


‘According to Lord Woolton it was taken after a visit © 


he paid to one research station of the Ministry of Food. 
The Scientific Advisory Committee, from whom one 
would have expected Lord_Woolton to seek confirmation 
of what he had just been told, were; he states, not 
cénsulted. Nor was their approval of the steps he was 
to take obtained later. Nor, according to your report, 
were the millers consulted. That surely requires ampli- 
fication. The Cabinet would not (one hopes) have altered 
the composition of petrol or of concrete without first 
obtaining the approval of the manufacturers concerned. 


. It all does not seem real, or sense. 


Whatever the actual cash value of the. extractives 
which the millers are again to be allowed to sell separ- 
ately, and admitting that (as Colonel Llewellin informed 
the House of Commons on March 21) the change is not 
to their financial advantage today, since they are paid by 
a ‘‘ management fee,” the fact remains that conditions 
will be different after the war. And the millers are not 
unable to take a long view. l Si 

Grimsby. S. W. SWINDELLS. 


PENICILLIN IN BACTERIAL ENDOCARDITIS 


SIR, —Since the announcement made in these columns 
(Feb. 17) of the formation of ten centres to investigate 
the value of penicillin in the treatment of bacterial 


, endocarditis, three further research centres have been 


formed, in Newcastle, Birmingham, and Glasgow.' Phy- 
sicians are invited to refer patients suffering from 
subacute bacterial endocarditis to :— 
Prof. F. J. NATTRASS, 
Royal Victoria Inf mary, Newcastle-upon-Tyne. 
Prof. K. D. WILKINSO 
Queen Elizabeth Hospital, Edgbaston, Birmingham. 
Prof. J. W. MCNEE, or Dr. W. R. SNODGRASS, 
. Western Infirmary, Glasgow. 
RONALD V. CHRISTIE. 


Secretary, Penicillin Clinical Trials Committee, 
Medical Research Council.. 


OPHTHALMOLOGICAL SOCIETY OF THE UNITED Kinapom.— 
The. society is holding -its. annųal .congress at 1, Wimpôle ` 
Street, London, W1, on Friday and Saturday, April 13 and 14. 
At 10 am on Friday, Air Vice-Marshal C. P.. Symonds and 
Squadron-Leader A. G.-Çross will open a discussion on the 
ocular sequelæ of head injuries. In the afternoon at 2.30 pat 
there will be a joint meeting with the ophthalmological section 
of the Royal Society of Medicine, when Wing-Commander 
J. H. Doggart will read a paper on macular derangement and 
Mr. Joseph Minton one on vision and selection of personnel 
in industry. On Saturday, at 9.30 pm, there will be a discus- 
sion on plastic repair of the lids, to be opened by Major H. B. 
Stallard and Mr. John Foster. At the afternoon session, at 
2.30 pm, Mr. E. Wolff, Dr. A. Lowenstein, Mr. Frank Law, and 
Dr. G. F. Alexander (by proxy) will read short, papers. 


” 
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On Active Service 


CASUALTIES 


- WOUNDED 
Captain JoHN BRACKENRIDGE, MB EDIN., RAMO 
Major J. L. NICOL; MB ABERD., RAMC 
Lieutenant A. J. J. STONE, RAMC , 


AWARDS 
t 4 F l an 

at OBE _ 

Lieut.-Colonel H. W. FEATHERSTONE, MD CAMB., RAMC 
\ MBE 
. Captain O.S. HETHERINGTON, MB NZ, NZMF 
| 2 MC 

Major E. G. WILBRAHAM, MRCS, RAMC 
Major IAN AFFLECK, MRCS, RAMO 
Captain J. O. FORFAR, MB ST. AND., RAMO 


Captain A. G. S. HILL, MB EDIN., BAMC 
Captain §. S. NAZIR, MB, IAMC 


> MENTIONED IN DESPATCHES 

RAM C.—Major-General Sir Percy Tomlinson ; Brigadier E. 
Phillips ; Colonels D. L. Kerr, W. H. Marston, P. E. D. Pank, 
J. H. C. Walker and R. F. Walker ; Lieut.-Colonels C. W. 
‘Arnot, C. Bainbridge, C.-E. Gallagher, A. F. Kennedy, N. J. 
Logie, T. F. Main, J. J. Myles, W. P. Purvis, J. M. Scott, 
J. L. Warner, F. W.-A. Warren, G. N. Wood, R. D. Jones, 
G. M. Robertshaw, J. Smith ; Majors C. R. Clayburn, C. H. 
Davies, J. O’Kane, W. G. Bateson, D. E. H. Beattie, R. A. 
Binning, J. Clay, H. A. Constable, D. O. Davies, A. S. Dill- 
' Russell, W. N. Douglas, R. G. Evans, F. S. Fiddes, T. F. R. 
Griffin, F..M. Hanna, J. -Hoile,. D. F. Hutchinson, W. B. 
Hynam, R. N. Lees, J. B. MacKay, J. Millar, J. A. V. Nicoll, 
D. N. Parry, G. F. Petty, R. J. Phillips, R. Strang, J. M. Tait, 
A. F. Wallace, D. J. Watterson, J. W. S. Welborn, K. S. 
Wilson ; Captains P. St. G. Anderson, H. W. C. Baillie, J. H. 
Balmer, E. ‘S. Bompas, (Qr.-Mr.) H. V.» Brennan, W. J. 
Cameron, A. J. Clarke, H. Conway, P. W. M. Davidson, 
R. Dobson, R. C. Droop, J. O. Forfar, J. G. Gant, C. N. Hibb, 
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` are using a very large proportion. 


`~ 


R. D. Glaister, F. I. Herbert, E. K. Hole, C. G. ‘Irwin, L. P. 


Lassman, H. J. C. J. L'Etang, A. W. B. Macdonald, B. Maddi- 
son, M. Makin, T. S. Maw, L. H. H. May, D. G.. McConnell, 
J. L. McNeill, C. W. Mearns, A. D. Milne, A. D. Payne, 
W. Rankin, R. L. Rees, S. McR. Reid, H. A. Ripman, N. C. 
Rogers, G. F. Shaw, G. M. C. Smith, A, U. Somerville, G. K. 
Spruell, R. T. Thin, I. F. Thomson, C. H. Watts, H. L. Waugh, 
and C. F. Young ; Lieutenants W. N. Coombes, R. A. Green, 
J. S. Hayward, J. A. Hogarth, and R. H. A. Ledgard. 


' MEMOIR 


Captain J. R. SWEETING, RAMO, was killed in action in 


Burma in January, while serving with the secret V force whose 


medical ‘officer he had: been since 1943. Born in 1910, the. 


elder son of Mr. H. R. Sweeting, he was 
educated at Wellingborough School, where 
his father was a master. In 1935 he took 
the Conjoint qualification from University 
College Hospital, and after holding house- 
appointments there,. and at ‘the West 
London Hospital, he settled in practice 
with a firm at St. Ives, Hunts. At the 
“z ‘ beginning of the war he joined the RAMC 
- and for a time was in medical charge of a 
hospital ship in the Channel. After some 
months of office work at Southampton, 
and later at Liverpool, he was promoted 
captain and posted to a field ambulance, 

: with which he later-went-to-India., In the 
l following year, though he knew this 

meant missing promotion, he volunteered for service with the 
V force. “Johi was a left-hander,” his father writes,’ ‘‘ who 


learned at first to write right-handed and so became ambi- . 


dextrous. He could dissect and operate with either hand, and 
was the. despair of nurses in the operating-theatre until they 
grasped that everything had to be ready for him on both 
sides. Rather serious in' manner, he was willing to work to 


the limit for what he really wanted, and he was completely. 


happy at St. Ives when he:found he was being really useful.” 
A member of the Cambridge Amateur Flying Club, he was a 
keen pilot ; and, by contrast, he was also a patient and skilful 
angler. 
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Parliament 


ON THE FLOOR, OF THE HOUSE. 
MEDICUS MP e 


ON the assembly of the House on Wednesday Mr: 
Churchill gave a brief but masterly historical retrospect 
of Lloyd George’s great career. Many other tributes 
were paid, and members then turned to the task of the 
présent—a giant task, needing great courage. 

It is clear from abundant evidence from many sources 


that the economic and especially the food and- health 


situation in Europe is very serious. Speaker after 
speaker added statement-after statement which showed 
that we have come only to the beginning of under- 
standing its gravity. Lord Winterton said there was 
much present human suffering in Europe and the threat 
of future political-danger and trouble. Of the depleted 
stock of rail transport in France—locomotives, wagons, 
trucks, passenger coaches, stocks of coal—the Allies 
Two million tons of 
merchant shipping out of three million have been lost, 
and of the million remaining 800,000 tons is in the Allied 
shipping pool. The needs of war compel this, but the 
strain on transport for ¢ivil needs is severe. In Belgium 
and liberated Holland the picture is similar. Ih the 
parts of Holland which are still occupied the colours 
are darker still: we hear of men and women stumbling 
out of the foodless cities into lanes and'roads in the ' 
countryside and dying by the roadside from exhaustion 
and. starvation. l 

Mr. Greenwood saw the problems of Europe as not 
only those of food but of raw materials for food, such as 
seeds and fertilisers. .‘‘ Our treatment of the liberated 
areas,” said the Labour leader, ‘‘ our sense of urgency, 
our desire to go to their assistance ’’ will be the test of 
the sincerity of our war aims. ~ 

Mr. Attlee, Deputy Prime Minister, who recently 
visited France and Belgium at the request of. the War 
Cabinet, indicated that a good deal had already been 
done to help, and more was in prospect. We are supply- 
ing over 400,000 tons of raw materials; locomotives and 
rolling stock and motor lorries (10,000 of them) are being, 
sent ; and we have already made available from our food 
stocks no less than 900,000 tons. He believed that 


actual needs are being met but that the situation is 


critical and requires active watching. , 

Sir Arthur Salter, until lately second-in-command of 
UNRRA, spoke of the disillusionment about that body. 
Fifteen months after its creation it is not operating on its 
own responsibility in any liberated area. He thought . 
it had started too early, was organised too cumbrously, 
and was advertised too enthusiastically. What was 
needed now was. a Supreme Reconstruction Council. 


‘Dr. Haden Guest said we had had to pass through the 


period of phoney war to an understanding of the realities 
of war, and we were now in a period of phoney peace. 
An Economic General Staff for Europe would be essen- 
tial because, when all Europe was liberated—Norway, 
Denmark, Poland, Czechoslovakia—the sum total of ~ 
the huge problems needing solution would be much 
more -serious than anyone has at present realised. . 

The Secretary of State for War wound up the debate, 
and he had no very cheery message to give. We would 
face the situation in Europe and use all measures reason- 
able and possible to cope with it. But in view of the 
world shortages it was very grave indeed. 


-FROM THE PRESS GALLERY 


Relief for Liberated Countries 


In the House of Commons on March 28 Earl WINTER- 
TON spoke of the urgent need for giving succour to the 
‘liberated territories of Western Europe. - ‘The tremendous 
successes of the -Allied armies, he said; had exacerbated 
rather than diminished the problem, because the immedi- 
ate power of Germany to produce food and goods was 
being rapidly destroyed and large masses of her popu- 
lation would soon be wandering homeless and without 
sustenance. The Allies would feel a great responsibility 
in this matter after the occupation of Germany. High 
Allied authorities had assured him that the economic 
condition of the free Western countries was very serious. 
It was impossible to exaggerate the. mental, physical and 
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~. must come before our enemies. 


N 


' quarters of UNRRA ought to be in Europe 
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spiritual strain that the people had gone through. Most: 


' of the psychological troubles in those stricken areas arose 
not only from the conditions of German occupation but 


also from the terrible lack of proper nutrition which had 


reduced their physical powers and almost abolished their 
powers of moderation and judgment. He believed that 
the great Allied Powers had been caught short: they 


thought that the war would be over sooner, and that was , 


one reason for the lack of transport which interfered with 


` the distribution of relief. But even if transport was 


found, where was the necessary food? He did not 
think this country could spare any at this moment. 
According to his information the United States Army 
rations were about twice those of the British in quantity. 
- They were about four times those of the British civilian, 
and nine or ten times those of the average civilian in 
France. He understood that under the Hague Conven- 


= tion when German prisoners were captured the private 


soldier had to be given more or less the same rations as 
those received by the American GI. If this was true, it 


must cause ill-feeling in France, and he was convinced | 


that the situation would have to be dealt with drastic- 
ally. Moreover, when we got into Germany were the 
prisoners in the cages going to be given all the food they 
wanted while the starving population got nothing ? 


GOVERNMENT AND CRITICS 


ARTHUR GREENWOOD thought that aaa head+ 

t was 
doubtful whether there was enough food in the world 
now to satisfy the reasonable needs of the world and to 
succour the devastated areas. If we had to tighten our 
belts again to fulfil our obligations of honour, we would 
do it, but we were entitled to appeal to the great food- 
producing countries.to come to the aid of the starving 
peoples in the west of Europe. Unless food was brought 
quickly there would be famine and death in those areas. 


Mr. 


‘The problem was. complicated by the breakdown of 


normal food production and transport in Europe as well 
as the breakdown of the health services in many coun- 
tries. On the health side the first need was food.. 

Mr. ATTLEE, Lord President of the Council, said that 
the responsibility for the provision of supplies to the 
people of the liberated areas rested on the military 
ee whose duty was limited to meeting minimum 
needs 
the difficulties. Nevertheless the picture had its lights 
as well as its shades; generally there was something 
more than bare rations in the agricultural areas. Con- 


sidering the difficulties, the military authorities had done’ 


good work. In the case of heavy workers the minimum 


standard had to be supplemented, but it was sufficient 


to maintain health, and up to now there had been a 
remarkable freedom from epidemics. It was against 


the world shortage’ that the picture of the liber-’ 


ated areas and all, Europe must be viewed. It was a 
very dark picture. In occupied Holland the Germans 
were giving the people only about a quarter of the 
standard allowed in free Holland. Preparations were 
being made to feed the people as soon.as we got into 
occupied Holland, but there would have to be specialised 
foods for those who were very near starvation. He 
agreed with what had been said about conditions of life 
inside Germany : we must do our best, but our friends 
Britain had reduced her 
stocks of food to what.the Government believed was the 
limit of safety. Our own regular rations were on a very 
modest scale, and big reductions in them could not be 
made without affecting the war effort. In any event, 
what we could for a time cut from our rations would not 


really meet the need. But within the limits of our power . 


we would do our share to help our. friendsi in thẹ liber ated 
areas. 

Sir ARTHUR SALTER said that as far as he had been able 
to ascertain, the normal] rations for the normal person in 
France were not more than half our own not excessive 
rations. The chief anxiety was not so much the con- 
ditions in the liberated countries as the situation when 
victory was complete and the whole of Europe became 
the responsibility of the Allies. He agreed that our 
fritnds must have priority, but nevertheless the feeding 
‘of the German population would become a responsibility. 
What was urgently needed was a superior authority 
comparable to the Supreme Economic Council] established 


The further our armies went the greater became. 


in 1919, differing only in that he hoped it would be 
created ‘with less delay, and would have wider authority 
inasmuch as the task was greater. 

Mr. GRAHAM WHITE said that Mr. Attlee’ S speech left 
him doubtful whether the gravity ofthe situation was fully 


~—- 


realised. The Allies would -fail utterly if they failed in | 
the first instance to rehabilitate and feed the displaced 


populations. 


~ Major Mort-RADCLIFFE said that no-one who had seen | 


in liberated Europe the results of malnutrition could 
have any illusions as to the urgent need of relief, But we 
must remove from the minds of those.in the liberated 
countries. any misunderstanding of our capacity to 


relieve them. We ought to state clearly that we would 


render all possible assistance but our resources were | 


not unlimited, and that as soon as the war with Germany 
was over the war in the Far East must be a first-priority 
call on our shipping. Codéperation with our Allies could 
alone enable us to tackle successfully me colossal problem 
of rehabilitation in Europe. 

Dr. HADEN GUEST said that a supreme staff was needed 
in Europe, but the valuable personnel and information 
possessed by UNRRA should not be thrown away; it 
should be utilised as the Civil Service of the supreme 
economic staff. UNRRA was excellent, but it had not 
power and authority. The food situation has been 
deliberately engineered by the Germans. The question 
not only of the nutrition and ordinary feeding of the 
people but of the political stability of the liberated coun- 
tries was very serious. Unless we could make a plan, 
to feed and rehabilitate these countries on a big scale— 


‘unless we set up an economic staff for dealing with the 


civil aspect of the war on a scale as farge as the staff _ 


required to plan D-day for military operations—we 
should not get out of our difficulties for many years, to 
come. It was true, as Mr. Attlee had said, that theré had 
not been epidemics up to the present, but the soil in 
which epidemics grew was being spread all over Europe 
at present. : UNRRA could not handle this problem ; 
nothing but a staff organisation, with a standing equal 
with covernment:, could possibly handle it. 


| HOLLAND 
Sir RALPH GLYN said that of 4} million people in the 


western districts of Holland it was -safe to assume that — 


1 million wduld not be physically able to digest ordinary 
foodstuffs. Experience in the Bengal famine showed 
that in Holland it would be necessary to distribute 
predigested food. The scheme for 


tial, however, that the children ‘should first go to hostels, 
in order that they might not be killed by kindness. 


ordinary food, they could then be passed on to British 
families. 

Mr. Emmott said we might create at San Francisco or 
elsewhere the most excellent machinery of peace; but 
if there were in the world millions of human beings on the 
verge of starvation, or already, starving, all this work 
would be of no avail. 


The Governmentť’s Housing Policy 


The gravity of the housing problem was well brought 


out in the two days’ debate in the House of Commons on 
March 22 and 23. Members of all political parties were 


bringing Dutch | 
children to this country was working well. It was essen- 


After: - 
‘a sojourn in the hostels, when they were able to take 


+ 


for the most part highly critical of ie white-paper 


(Lanco March 31, p. 412). 


STATEMENT BY MINISTER OF HEALTH 


Mr. WILLINK admitted the urgent need, but said that 
the ‘period ahead mtst be a time of great ‘difficulty. 
The Government had not made, and did not intend to 
make, promises which they had no chance of fulfilling. 
A programme beyond the capacity of the building 
industry merely meant that many houses were started 
and few finished; prices were forced rapidly upwards 
and programmes downwards. That was what happened 
in 1921. The only fair test of the white-paper plan 
was: .Was this the best possible programme of actual 
house-building to be carried to completion in these two 
years, bearing in mind the facts (1) that, for part of the 
time at least we should still be engaged in a major war 
which must continue to have first call on all our resources, 
(2) that there would be an_intense shortage of building 


y ~ 
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labour, and (3) that we had accumulated during. these six 


years vast arrears of ordinary maintenance and repairs, 
as well as uncompleted war-damage repairs? In the 


circumstances the Government’s estimate of what could 


be done—220,000 houses completed in the first two years 
after the defeat of Germany, plus temporary houses and 
repair of war.damage—was a tremendous commitment. 
The Government, Mr. Willink declared, proposed to 
treat. these two years as a period of national emergency 
requiring exceptional measures.. The short-term pro- 
gramme set out in the white-paper was the biggest which 
the Government could present as capable of realisation. 
But if more houses could. be built they would be built. 
The possibility of using alternative methods of house 
construction required further experiment, and, during 
1945 a number of methods were going to be thoroughly 
tested. Groups of houses—50 or more in each case— 
were to be built by the Ministry of Works in coöperation 
with firms. and local authorities. These experiments. 
would: be followed as soon as possible. by large-scale 
prose of houses on the systems found to give the 
est résults. The temporary houses were the one and 
only means of giving this year a quite substantial increase 
in the nurfiber of separate houses. Deliveries of timber- 
Bet houses from the United States might be expected 
in May. i A 
In conclusion Mr. Willink said it was reasonable to 
hope that by the end of the emergency period there 
would be an expanded building industry capable of 
overtaking arrears. Efforts should then be turned to 
the continued improvement in the standard of housing 
on which this country had embarked before the war 
and which meant so much to the happiness, comfort, and 
health of our people. (Cheers.) 


, COMMENTS | 

Mr. ARTHUR GREENWOOD, the Labour Opposition 
leader, was caustic in- his comment. The white-paper 
was mere ‘‘ chicken feed ” for a hungry nation, like Mr. 
Willink’s speech. The time wasted in the last three years 
would not be recoverable in the next ten years. The 
problem had been seriously mishandled. It was clear 
that bomb-damaged areas must receive attention first, 
but the repairs being done to some of the houses at 


` present were not very good. Next winter a large number 


of people in this country would need shelter. If after 


six years of war this country was going to ‘run into a |. 


situation where people had only the roughest shelter 
over their heads there might be grave social disturbances. 
—Captain Coss, from the Conservative benches, said 
he did not believe'that the Government appreciated how 
deeply public opinion was disturbed. It was felt that 
no real progress would be made until there was one 
Minister having sole responsibility for housing. He 
could not. believe that at this stage of the war it was 
impossible ‘to find some labour from the munition 
factories. i pi 
The rest of the first day’s debate ran on similarly 
critical lines. Very generally there was a demand for 
a single Minister to be in charge of housing ; for a drastic 
policy designed in accordance with the seriousness of 
the emergency ; and for a much more thorough comb- 
out in order to produce the requisite labour. : 
In the second day’s debate Mr.’ Bossom said we had 
reached a state of emergency, and if we did not satisfy 
the people’s needs there would be disaster. It was 
impossible to get speed under the present arrangements. 


Seven Ministries were concerned and 15Q0 local authori- , 
ties all had something to say : seven cities had their own , 


private Building Acts. It was essential that the 


` housing question should have the full-time attention of 


one Minister. Dr. EDITA SUMMERSKEILL remarked that 
so far the country had been fed on promises and targets. 
The seeds were being sown of a major domestic crisis. 
Mr. H. MOIson, however, thought the time had not yet 
come when young man-power could be diverted from the 
Armed Forces to building, and he hoped the Government 
would not change their policy of putting the war first. 
The real solution of the housing problem after the war 
was to be found in new and improved building methods 
and in obtaining a greater output per man. 
Mr. L. SLEIN held. that the programme for temporary 
houses was unsatisfactory, and a long-term programme 
was non-existent. No real policy was possible until 
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the Government tackled: the question of the control of 
land. The Prime Minister had started with a promise 
of 500,000 temporary houses, but since then there had 
been three changes in figures, all downwards. i 


l GOVEBNMENT’S LATEST PLANS ea 
Winding up the debate, Mr. DUNCAN SANDys, Minister 
of Works, made important new announcements. The 
services of General Sir Frederick Pile had been made © 
available to his Ministry, as director-general, to organise 
the production and erection of houses for the Government | 
programme. Sir Reginald Stradling would be chief 
scientific adviser for the initiation’and codrdination of | 
experimental and development work. The heads of the 
four sections of the Ministry, together with the Minister 


and the Permanent Secretary, would form a Council of 


Works. Research, planning, and organising would not, 
however, produce the results needed without the re- 
quisite building labour. So long'as the present heavy ' 
programme of repairs continued, not much more than 
10,000 men could be spared for the temporary and per- 
manent housing programme. As soon as Germany was 
defeated, however, a start would be made with the . 
.expansion of the building industry to about 1,250,000, | 
and within a year of the end of the war in Europe it 
was hoped to raise the building force from its present 
figure of 337,000 to 800,000. Inquiry was being made 
into other methods by which the man-power of the 
building trade might be reinforced. Among these 
was the extended employment of women to assist 
directly or indirectly, and the use of prisoners-of-war. 


' It was hoped that by next June 4000 prefabricated houses 


would be erected. The possibility of producing pressed 
steel two-story permanent houses in place of the tem- 
porary bungalows was being examined, and aluminium 
houses had now passed their technical tests. He was | 
hopeful that several types of permanent houses. built | 
by new methods would be in production in the early 

spring of next year. i 


QUESTION TIME ig — 
Artificial Insemination = Mpa ost 


Mr. DRIBERG asked the Minister of Health in how many 
clinics and by how many physicians-experiments were now 
being conducted in the artificial insemination of women ; 
how many children had been or were expected shortly to be 
born in Britain as a result of such experiments ; how many of 
these children were the offspring of their mother’s husband, 
how many of anonymous donors; and in the latter case, how 
the facts were recorded in the register of births.—Mr. WIL- 
Link replied: I have no information as to the first part of 
the question beyond what has appeared in the medical press, 
from which I understand that artificial insemination ‘has been 
carried out at a voluntary clinic at Exeter. So far as I am 
aware no. births have been registered as resulting from 
artificial insemination. ” 

Mr. DRIBERG asked whether the Minister would bear in 
‘mind the very.serious development of this artificial insemina- 
tion and its tremendous social and legal, as well as.its scientific, 
implications: and that it had great possibilities and great 
dangers. Would he call for a report from the physicians 
concerned and acquaint the House ‘of Commons of the facts ? 
—Mr. WILLINE said he would consider that, but he doubted 
if he had powers to call for a report from physicians acting in 
a private capacity. pE 

Mr. Ivor THomas: Cannot this subject be added to the 
terms of reference of the Royal Commission on Population ?— 
Mr. WILLINK : I doubt if that would be the appropriate body. 

Mr. J. J. Lawson asked if the Minister was going to allow 
a practice of this sort to be uncontrolled.—Mr. WILLINK said — 


‘ he would consider what steps could be taken to obtain the | 


desired information. 


Nutrition in Newfoundland 


Mr. EDGAR GRANVILLE asked the Under-Secretary of State — | 


for Dominion Affairs if he was satisfied that the present 
position of food-supplies in Newfoundland was adequate.— 
Mr. P. V. Emmys-Evays replied : Arrangements were made in 
1943 whereby the Canadian and United States governments, 
in concert with the Newfoundland government, undertook 
to meet Newfoundland's war-time food requirements on the 
basis of imports in a normal pre-war year, plus 20°, to allow 
for the increase in the war-time population. These arrange- 
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ments have worked satisfactorily in general, and are combined 
with a rationing system covering tea, sugar, and evaporated 
milk. Experience has shown, however, that there is a certain 
lack of balance in the normal diet of large sections of the 
Newfoundland people. Steps, including the fortification of 
- flour and margarine, have been taken to correct this, and to 
assist them in nutrition matters the Commission of Govern- 
ment last year invited a committee composed of dietetic 
experts from the United Kingdom, Canada, and United States, 
to undertake a survey in the island. The preliminary find- 
ings of this committee revealed that, in the limited area 
which they visited’, many of the cases examined proved to be 
suffering from nutritional deficiencies. The report of the 
committee is now being studied by a special nutritional 
council which the Commission have set up. -Measures are 
already in progress to bring home to the people of Newfound- 
land the benefits of a more vatied diet. | j . 


‘Obituary 


GEORGE LEES TAYLOR ` 
M D MANC., PH D CAMB., FRCP 


THE death of George Taylor on Marth 9, at the age of 
47, is a severe blow to the progress of serology, particu- 
larly that increasingly important branch which deals 
with- bhlood-groups-and. the prevention of reactions to 
. blood-transfusion. At Manchester University in 1920 
Taylor gained distinctions in anatomy, pathology, and 
surgery in his MB, and won the Dumville surgical prize. 
After -a series of house-appointments, under Sir William 
Thorburn and. Prof. Georges Murray among others, he 
entered general practice, but in 1929 he took up research 
on the precipitin reaction under Prof. H. R. Dean at 
Cambridge, where he held the John Lucas Walker 
studentship. In 1930 he took his MD at Manchester 
with commendation and in 1932 his PhD at Cambridge. 
In 1935 he was elécted Rockefeller research fellow in 
serology at the Galton Laboratory, University College,-: 
London, where he worked under Prof. R. A. Fisher. 
At the outbreak of war the Medical Research Council 
entrusted him with the production of blood-grouping 
sera for war purposes, and he became the head of the 
Galton serum unit which was later transferred to the 
Department of Pathology at Cambridge. Since 1939- 
the unit has produced high-quality grouping serum for 
‘both civilian and Service units which have been unable to 
provide their own. It has established standards below 
which no serum used for this purpose should fall. The 
unit has also become accepted as the reference laboratory 
to which other workers in this field have sent difficult 
sera for further study and confirmation of unusual 
findings. The willingness of George Taylor and his 
associates to help less experienced colleagues with advice, 
with additional supplies of rare but essential sera, and 
with their own experience, has contributed much to the 
successful development of British work on blood-groups 
in the last five years. Apart from routine duties essential ' 
to the war, the unit has achieved a remarkable output 
. of research work, particularly in relation to the rhesus 
factor. Few people have had the satisfaction, while 
still doing a war job, of adding so much to the body of 
fundamental knowledge as Taylor and his team. In 
1944 he was elected FRCP. i á 

Taylor was memorable in any company. He had the 
vigour of character and the brevity of witty speech often 
- associated with-Lancashire and he had all the Lancashire 
common sense as ‘well. Characteristic of. him was a 
whimsical humour which was turned more often against 
' himself than against others. He was always thoughtful 
_ for those who worked with him, and for a much wider 
circle also, and apt to neglect his own advantage. G. L. 
recalls his short, square figure, slipping through the 
Junch-time maze of Cambridge bicycles with the whim- 
sical, half-anxious smile which came to be his habitual 
expression. ‘‘ You had to know him well,” he writes, 
‘to realise that whatever cares he had were primarily 
cares for the welfare of others ;: and that the determina- 
tion of his character was sustained by a warmth of feeling 
which sought, in general practice as well as in research, 
- to alleviate the sufferings of his fellows. If the motive of 
medicine is service and not personal gain, George Taylor 
was a good doctor.” | : 
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his garden and the pleasures of the « 


: which accorded with his handsome ap} 


as well as giving fully of his time to his 


BENJAMIN ARTHUR RICHMOND 


| ged MDLOND_. eo a 
THE pattern of Dr. Richmond’s life was unusual. A 
brilliant student at Guy’s, he qualified in 1895 and after 


demonstrating chemistry, physics, and pathology. to fel- 


low students was awarded the —- 
gold medal for his‘London MD . 
thesis on the X ray: and its 
possible use in diagnosis (1907). 
After several hospital appoint- 
ments he joined the famous firm _ 
organised by Dr. Alfred Salter, : 
MP, to provide medical treat- ' 
ment for -Bermondsey -and , 
Rotherhithe. This mixed 
general practice was a practical 
example of social medicine, for 
the partners lived’ over their 
shops and saw the problems of 
a crowded urban community at 
point-blank range ; and during 
these years Richmond was 
closely associated with the 
Rev. J. Scott Lidgett at the. 
Bermondsey settlement. When. | 

the National Health Insurance was introduced he became 


secrétary' of the London Panel Committee, and in this 


capacity served on the Central Medical War Committee 
throughout the last war. > i 
invitation of the Ministry of Health to be one of their first 


Afterwards he accepted the. 


regional medical officers, at first for Kent, Surrey; and : 


Sussex, and Jater for Staffs, Salop,and Woreester. .This 


appointment then meant holding the scale evenly bul iveen - 


cting in effect . 


disputes abov 
so undue a: pre 
portion of his time. 
machinery could be adapted to meet pq@s 
had a high degree of horse-sense combir#¢ a é 
sympathy for people in difficulties, and pis decisions wer 
rarely questioned. He retired in 1935}with failing eye 
sight after an attack of glaucoma, bgt the buoyancy 
which had made him such a good compaf1on on a holiday | 


so 


continued, and at his Caernarvonshire home*he enjoyed. 


untryside. .He 
died at Trefriw on Feb. 26. X 


JOHN DOUGLAS HOPE FRES 
M D CAMB. 


Dr. Douglas Freshwater was educated 
and at Cambridge University, entere 
Hospital in 1900 with a scholarship, : C 
1903. After holding house-appointmests. he decided 
to make dermatology and syphilology hif life’s work and 
spent a couple of years in postgraduat¢ study abroad, 
chiefly in Germany.. He returned to §t. Georges In 
1905 to take up the post of clinical assis 
and venereal diseases department and : 
created department of actinotherapy. 
pointed assistant physician tō the skin 
1923 and physician in 1926, and he held 
1942 when his health was already showing 

When Freshwater went to St.George’: 
arrived daily for their duties in top-h: 
which finally lapsed after the war of 1914-F-and through- 
out his life he. retained an ‘air of sartoiial distinction 
arance. For 
pole Street. 
ospitals and 
medical school. Besides his family, to hom he was 
devoted, he had many and varied interests fincluding the 


at Westminster 
George's 


so to a newly 
He was ap- 
epartment in 


ions of failure. 
students still 


37 years he practised his specialty in W 


\ 
® 
| 
l 


nt to the skin: 


his post until- 


drama, motoring, bridge, and lawn-tenifs. which last 


game he played very actively till wéll ofer fri: . 
died on Feb. 7 at the age of 69. i 


—_—_—_—_= 


i 

The DENTISTS REGISTER for 1945 contains 14.438 names, of 
which 285 were added during the previous tolve months. 
This is the smallest increment since 1932. Inj], 295 names 
were removed last year, 188 on evidence of death; while 44 were 
restored. Two names have been added to the fp -eigen section, 
but the total remains constant at 176. ) 
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Notes and News 


THE MISSIONARY FIELD 


Js many parts of the world the growth of civilisation is - 


hampered or checked by disease. Malaria, bilharzia, and 
sleeping gickness can handicap a race more severely than any 
geographical or climatic drawback. Against the monstrous 
il health of the. peoples of many tropical countries medicine 
has as yet made little progress. In a recent book Canon J. 
McLeod Campbell,! writing of the work done and still to do by 
medical missions, speaks for 17 societies of varying theological 
outlook. He explains the great and continued need for men 
and women doctors in stations where tropical diseases call 
for study by those with the best brains and the fullest energy 
fr administration, He does not discuss whether this task is 
' more properly that of the government medical services in 
such regions : the fact is that at present the two services work 
side by side, and still cannot meet the demand. Writing of 
_the Southern Sudan he describes a hospital with fourteen 
outstations each manned by a single doctor. The outstations 
lie as far from the parent hospital as Manchester, Nottingham, 
| Oxford, Basingstoke and Brighton from London. Nevertheless 
the Church Missiohary Society in those parts provides as 
many beds as all the London teaching hospitals together. 
The keynote of his appeal is sounded in a quotation from Dr. 
| Janet Welsh of Nyasaland: “ .. , our medical contribution 
i service, Dirty, lonely, unpleasant, uncomfortable service, 
the mission hospital stands for that. We are primarily 
| practical workers to demonstrate Christianity in action in 
daily work.” o 
_ GREYBEARDS AT WORK 


_ SELF-INTEREST may well reinforce altruism when it comes 
to considering the needs of the aged ; for, as Filch said of the 
gallows, ‘‘ it’s what we must all come to.” In 1940 the 
National Council of Social Service established an old people’s 
welfare committee, which after four years’ work has gathered 
together many of the agencies founded to study the needs of 
the old, and to promote measures for their well-being. The 
war has seen a change in the attitude to old people, and in 
the financial and social provisions made for them. Even if 
the need for material help vanishes in time, voluntary societies 
as well as official bodies and local authorities will still be able 
tohelp by providing homes and clubs for the aged, and arrang- 
ing friendly visits to them. In 1971, it is estimated, there will 
be 9,500,000 people over 65 in the country. We have to 
find, not only their means of livelihood, but the homes in 
which they are to live. The committee take the encouraging 
view that old age in a healthier community could be an asset, 
and imply that the medical profession can contribute to this 
end by closer study of the ills of old age and their relief. 
Better diet and a healthier environmént during the heyday 
-f working life, it is suggested, will mean sturdier elders who 
iillnot care to retire at sixty. 


\. 
\ REHABILITATION OF E. BANCROFT 
.A maw whose activities embraced medicine, natural history, 
jlosophy, philanthropy, novel-writing, and research into 
es should have been thankful to have his evenings to 
nself. Yet so mixed were the elements in Dr. Edward 
croft, FRS, that during the American War of Independence 
seems to have undertaken espionage for both sides. In 
| ving the memory of this genial rascal Sir Arthur MacNalty 
treated him perhaps with more mercy than justice 
c. R. Soc. Med. 1944, 38, 7). Born in Massachusetts in 
, Bancroft gained some medical training and served for a 
as doctor to plantations in the West Indies and Dutch 
aa. Here he began his studies of plant dycs, and wrote 
ful book,on natural history. Round about 1766 he 
|. to England, took his MD degree, and settled down as a 
y  isful London physician. 
| z was his personal discovery ; he gave it the name of 
tron, from Quercus citrini, and it remained an important 
til recent times. He was elected a fellow of the Royal 
r in 1773 on the strength of these studies, and a year or 
er he obtained a Government patent licensing him to 
use, exercise, and vend ” his dyes. 
775 the War of Independence had begun. Bancroft, 
, d lived ten years in England and expected to end his 
œ, was on the whole sympathetic to the British cause. 
brought him into touch, in Paris, with Silas Deane, 
‘al Man Power in the Twentieth Century Church. Canon 


_ {cLeod Campbell. Press and Publications Bcard, West- 
ster, 28. 6d. 


The value of yellow oak for ` 


the first diplomatic representative of the United States, 
and he learned of the secret negotiations of the colonists 
with the French Government. He passed this news on to the 
British Secretaries of State—not an unnatural action con- 
sidering the trend of his loyalties. But he was not allowed 
to stop at that; he was urged “to watch and disclose the 
progress of it.? Complying, he made several journeys to 
Paris and corresponded freely with Deane (who thought the 
Colonies owed much to Bancroft), giving him gossip and trivial 
political information. ‘* And in this way I became entangled 
and obliged to proceed in a kind óf Business, as repugnant to 
my feelings as it has been to my original intentions,” says he. 
Repugnant or not, he was not deterred from accepting “‘ such 
emoluments, as my situation indeed required.” 

Sir Arthur believes that the businesslike doctor was 
sincerely anxious for a reconciliation between Britain and her 
American colonies, and would like to show him as one whose 
advice might have preserved a world-wide English-speaking 
nation. But it is not very easy to credit Bancroft with much 
foresight except where his own interests were concerned. 
Fortunately we may dismiss his dubious practices with the 
reflection that the. American War of Independence has 
turned out very well for everybody. 


LISTS OF MEDICAL FILMS 


-THE Royal Society of Medicine and the Scientific Film 
Association are collaborating in the preparation of a master 
catalogue which will give full details of British medical films ; 
work on this has already begun, and results are to be expected 
in the autumn of this year. Meanwhile a useful reference list ? 
has been prepared by the British Medical Students Association. 
It is in the main a collected summary of the titles listed in 
the catalogues of the Central Film Library, British Film 
Institute, Scientific Film Committee, and Kodak’s. Titles are 
grouped under subject headings, and hiring charges are given, 
as well as the date of production when known; but the 
catalogue quotes films whether they are easily available or not, 
and gives no information about content or quality.- In a 
modest foreword the BMSA point out that it will inevitablv 
contain mistakes (a prophecy which is confirmed) and go on 
to say that “‘no programme should be planned only on the 
information given.” Though their list is incomplete they are 
to be congratulated on a courageous venture, which has 
involved much hard work. 

The medical committee of the Scientific Film Association 
have published a second Handlist of Recent Medical Films è 
giving particulars of 12 films, most of them recent, which 
deserve to be widely seen. We have also received from 
the American Film Centre of New York a copy of the second 
supplement to their list of health and medical films. It 
gives brief descriptions of some health films which have 
become available recently in the United States, including 
a few of our Ministry of Information films. 


Royal College of Surgeons of England 
‘Queen Mary has made a donation to the restoration and 
development fund of the college. í 


The following lectures will be given at the college, Lincoln’s 
Inn Fields, London, WC2, at 4 pm during April : "a 


Hunterian lecture.—Mr. H. S. Shucksmith, abdominal injuries in 
battle casualtics (April 6). 

Robert Jones lecture.—Prof. F. Wood Jones, FRS, some reflections 
on his teaching of myology (April 12). 

Thomas Vicary lecture.—Surgeon Rear-Admiral G. Gordon- 
Taylor, the medical and surgical aspects of the Jacobite rising of 
1745 (April 16). - 3 

Hunterian lectures. —Mr. D. M. Stern, prolapse, with special 
reference to cystocele and stress incontinence (April 18); Squadron- 
Leader T. Cradock Henry, aviation injurics of the face (April 23) ; 
Miss. Jeau Dollar, plastics in ophthalmic surgery (April 25); 
Squadron-Leader D. N. Matthews, storage of skin for autogenous 
grafts (April 27); Mr. A. K. Monro, acute appendicitis (April 30). 


Medical Society of London. 
On Monday, April 9, at 5 pm, at 11, Chandos Street, W1, 
Mr. W. Sampson Handley will open a discussion on the 


. deferment of senescence. ‘ \ 


National Institute for the Deaf 
The annual general meeting: of the council will be held at 
105, Gower Street, London, WC1, on Friday, April 13, at 


~ 2.30 PM. i 


1. A Guide to Documentary Films on Medical Subjects. Obtain- 
able from the Secretary, BMSA, BMA House, Tavistock Square, 
London WCl. is. ` 

2. Copies may be obtained from Dr. S. J. Roynolds, 14, Hopton 

- Road, London, SW16. | - 
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‘University of Liverpool | 


_ Brenner, Mary E. Casper, Beryl G. Castell, J. B. Cowie, J. C. Davis, 


“J. A. O’Garra, A. 


At recent examinations the following were successful : 


FINAL EXAMINATION FOR MB, CHB 
Part I.—Y¥. G. Anderson, Olive M. Bell, A. J. Borkin, J. H. 
E. Dewsbury, W, M. Edwards, W. Ellenbogen, Jeanne A. Elphick, 
H. C: Endbinder, D. W. A. Evans, A. J. Farmer, Sheila K. Frazer, 
T. H. H. Green, G. I. T. Griffiths, M. F. Holt, Elizabeth Howorth, 
A. B. Jones, E. Jones, S. Kalinsky, E. Keiden, F. D. Kitchin, F. P. 
Lennon, G. H. Lucas, Cicely D. Lyons, Edith G. Mercer, J. Moloney, 
Janet H, Mountford, J. M. Old, W. L. Owen, Dorothy C. Peterson, 


J. S. Porterfield, J. E. Riding. L. Robinson, D. L. Sharples, Audrey | 


A. Shone, G. C. Slee, W. B. Smellie, R. J. Smith, Basha Taylor, 
Dorothy E. M. Thomas, W. A. L. Thompson, B. Towers. M. H. 
Turner, Pamela J. Tyson, D. G. Walker. Barbara M. Webber, 
H. H. Whincup, L. C. Wolfman, Jessie I. Young. : 
Part II (passed in forensic medicine and toxicology).—Audrey M. 
Ashcroft, N. L. Bailey, K. Baker. S. Beacon, D. T. Binns, R. Brearley, 
P.M. Bretland, Cécile N. Broster, G. B. Brown, J.H. E. Carmichael, 
Helen A. Cawson; M. H. Clark, N. Coulshed, S. Croft, Pauline M. 
Dean, R. L. Goldson, H. C..Graham, E. A. Harris, Ailsa M. Heath, 
G. C. Hunter, F. G. Ince, R. W. Kennon, Barbara M. Killick, T. S. 
Law, Jean Learoyd, A. C, Levinson, H. S. Levy. . Littler, 
E. Pritchard, Rachel M. Rawclitfe, G. P. Reed, 
H. Roberts, W. G. Roberts, P. W. Robertson, Olive R. Rodgers, 
K. S. Shaw, F. W. Sheflield, H. H. Slack, Helen M. Taylor, L. 
Tomkin, Dorothy E. M. Thomas, R. G. Thomas, Maureen M. 
Tickle, L. F. Tinckler, D. R. Wallace-Jones, J. Ward, Joyce Watson, 


N. P. Watson, W. F. Wille, E. H. Wilson, Esmé M. Wren, Aline 
~- N. Wynroe. 


_ Passed in public health.—M. H. Clark, S. Croft, P. Hampson, 


R. W. Kennon, T. S. Law, Rachel M. Rawcliffe. 


University of Birmingham . | 
Dr. Thomas McKeown has been appointed to the chair of 


social medicine. 

Dr. McKeown, who is 32, was born at Portadown, Ireland, and has 
lived in Canada for most of his life. He graduated BA, with first- 
class honours in chemistry, at the University of British Columbia in 
1932. Hethen went to McGill University, where he worked onendo- 
erinology under Prof. J. B.Collip, FRs, and obtained the Ph D degree. 
Gaining a Rhodes scholarship he entered Trinity College, Oxford, in 
1935 and continued his work on endocrinology in the departinent of 
human anatomy. After graduating as D Phil he turned his atten- 
tion to medicine and qualified as MB Lond. in 1941. Since then, 
except for time spent in.a house-appointment, he has worked in 
the research and experiments department of the Ministry of Home 
Security, being head of a team of 15-30 officers concerned with study 
of air-raid casualties and with the social and economic assessments of 
raids ; it is the experience derived from these raids which made him 
decide to devote himself to social medicine. 
jointly a number of papers on endocrinology, and is particularly 
interested in the study of human fertility. 


Dr. McKeown will not be able to start work in Birmingham > 


until after demobilisation. At present he is abroad on a 
special investigation for the Ministry of Home Security. | 


Royal Society of Medicine _ 

On Tuesday, April 10, at 5 pm, at the section of psychiatry, 
Major W. L. Neustatter will read a paper on 750 psycho- 
neurotics and ten weeks’ fly-bombing. -The section of 
physical medicine is to meet on April 14, at 2 PM, at the 
Clarendon Laboratories, Oxford. 


Medical Society of the LCC Service 
At a meeting to be held on Wednesday, April 11, at 2.45 PM, 


at the Fountain Hospital, Tooting Grove, SW17, Dr. L. T, © 


Hilliard will give a clinical demonstration on mental deficiency 
in children. i | al 
Hospital Tfeatment of Service Casualties 

The Middlesex County Council public health committee is 
asking ‘the Minister of Health to make representations to 
Service departments about the keeping of Service casualties 
or sick: in hospital after the stage at which they would be 
discharged if they were civilians. The committee states that 
hospitals are often called upon to admit men who are in no 
need of hospital treatment, but are merely waiting to go before 
a medical board. At a time when demands on hospital 
accommodation are so heavy it is considered undesirable to 
have men in hospital who might be dealt with at home or as 


outpatients. | 


. UNRRA 


The Balkan mission is leaving Cairo, where it is succeeded 
by a smaller organisation called uNRRA, Middle East Office. 
A special mission headed by Dr. Ernest L. Stebbins, com- 


missioner of health for New York, is to visit Italy to study the . 


needs of mothers and children suffering from malnutrition and 


` 


related diseases. 


already in Italy. , a i 
" More than 2-million pounds of used clothing have either 


been shipped or are scheduled for early shipment from the 
United States to liberated western Europe. | 


“It will work with the Unrra health mission 


ws 


The fact that goods made of raw materials in short supply owing 
`. to war conditions are advertised in this paper should not be taken 
as an indicalion that they are necessarily available for export. 


ȚN 


_ most of the Army’s trained VD control officers. 
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He has published - 


Venereal Disease in Unitéd States Army 


_ Lieutenant-Colonel Thomas H. Sternberg, of the Office of 
the Surgeon-General, Washington, recently stated that the 
US Army. venereal-disease rate for the continental United 
States rose from 26-3 per 1000 men in 1943 to 40 per 1000 in 
1944. This increase, he said, was dué to gonorrhea and must 
reflect, at least partially, an increase in the incidence of 
civilian gonorrhcea. The syphilis rate had declined 20 per 
cent. last year. The intensity of the campaign against VD 
in the USA had been lowered by the overseas assignment of 
The com- 
bined rate for all American soldiers overseas was now lower 
than for those stationed in the States. American soldiers 
with VD are not returned to civilian life until they have had 
enough treatment to prevent their transmitting infection. 


Appointments 


medical, superintendent, County Council 
t 


BROWN, PAT, MRCS: 
Hospital, Hereford. 

Paraan, ea MB GLASG. : examining factory surgeon for Muirkirk, 

yrshire. - l Z 

LE VAY, DAVID, MS LOND., FRCS : surgical registrar, Royal National 
Orthopedic Hospital, London. 

MACDONALD, JOHN, MB GLASG.: 

Dudley, Worcs. 

MAINGOT, RODNEY, FRCS: surgeon 
London. : 
PARK, G. D., MB, DPH: assist. MO for Devon. 
PROCTOR-SIMS, NORA, MRCS, MRCOG : asst. MO 


examining factory surgeon for 
to the Royal Free Hospital, 


for Devon. 


we ee ame Me ~ -a aM we 


f . `’ BIRTHS ` 

BARBOR.—On March 25, at Hoddesdon, Herts, the wife-of Dr. 
Ronald Barbor—a son. E 

ELLIS.—On March 21, at Cromer, the wife of Dr. M. G. Ellis—a 
daughter. l aan 

LEE-WooLF.—On March 21, at Banbury, the wife of Dr. Basil 
Lee-Woolf—a son. 

MURRAY-BROWNE.—On March 24, the wife of Dr. W. G. Murray- 
Browne—twin son and daughter. ae 

PRIDIE.—On March 23, at Clifton, to Dr. Joanna Pridie (née Eger- 
ton), wife of Mr. Kenneth Pridie, rkcs—a son. 

Prosserk.—On March 23, at Harrogate, the wife of Dr. Leslie 


_ Prosser—a daughter. : 
STRETTON.—On March 19, in London, the wife of Dr. John Stretton 


—a daughter. 
WINTER.—On March 22, in London, the wife of Lieutenant J. S. 
l Winter, RAMC—Aa son. i ; 


MARRIAGES 3 
ALEXANDER—BrRoWN.—On March 8, in Glasgow, James Alexander, 
- gurgeon licutenant RNVR, to Rosamond Elizabeth Brown. 
Morrarr—WHyYTE.—On March 1, at Delhi, George Mayne Moffatt, 
colonel IMs, to Susan Joan Whyte. ae 
PEEBLES—MACILWAINE.—On March 24. at Elloughton, E. Yorks, 
Ian C. Pecbles, licutenant RAMC. to Jane Rozel Maclwaine. 
THOMAS—MAYO.—On March 24, at Newton Abbot, Arthur Robinson 
Thomas, surgeon captain RNVR, to Joan Elizabeth Mayo. 


WHITWORTH—JONES.—On March 26, at Chigwell, Harold Geoffrey 


Whitworth, captain RAMO, to Myra Read Jones. 


: | Í DEATHS l 
BAaron.—On March 25, at Orford, Horatio Nelson Baron, MRCS. 
INGRAM.—-On March 21, at Newport, Mon., Percy Cecil Parker 
Ingram, MB LOND., DL, aged 69. ; l eae 
Lixnu.—On March 25, Harold Charles Ling, MRCS, of Keighley, 


Christopher Hugh Macklin, MRCS, of 


+ 


orks. 
MackLin.—On March 27, 
Ampthill, near Bedford. : E 

MAsoN.—On March 23, at Angmering-on-Sea, Sussex, Philip James 
Mason, MB BIRM. ee 

QUENNELL.—On March 26, at Brentwood, Essex, Arthur Quennell, 
MRCS. ; . 

SHEkN.—On March 28, at Cardiff, Alfred William Sheen, CBE, MD, 
MS LOND., FRCS, Colonel:AMS, Provost Welsh National School of 
Medicine, aged 75. k 

SHEWELL.—On March 27, at Minterne, Dorset, Herbert Wells 
Bayly Shewell, OBE, MB CAMB., RN, retd., aged 72. - 

STOKEN.—-On March 26, at Hastings, Francis Alexander Stokes, 
MRCS, aged 84. 

THOMPHON.—On March 23, at Bridgwater, Wilberforce Thompson, 


MRCS, LSA, DPH, aged 82. 


“(| |. It is rather deplorable that there should have grown 
up what seems almost an emulation in misery between the 
British and American public when the important thing is that 
we are so much better fed than our Continental allies. Both 
the British and American peoples have a very opulent diet 
compared with them. There is no question that there is more 
food in'the United States than here, and on the whole the 
American public eats better than the British public, but not sa 
much better as some stories would indicate. We have plenty 
to eat, but it is very often not what we want to eat.”’—Mr. 
Elmer Davis, director of the United States Office of War 
Information, speaking in London on March 27 (Tames, March 28). 
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| 10% of cases, but when cómbined with chiniofon reten- 


CHRONIC . AMŒBIASIS 
- INVESTIGATION AND TREATMENT 


W. L. LAMB G. R. ROYSTON 


M B EDIN., FRCPE M D LOND. 
LIEUT.-COLONEL RAMO; OFFICER MAJOR RAMC; MEDICAL . 
I/C A MEDICAL DIVISION SPECIALIST 


From a Military Hospital in England 


FEw physicians in this country have so far had the 
opportunity of dealing with amoebiasis, so the importance 
of early recognition and thorough treatment may not 


_be generally realised. But for some years to come many 


men who have served in the tropics will be arriving home, 
and some of these will have had the disease and already 
been treated for it on one or more occasions, while others 
may have had symptoms so mild as to escape.detection. 
In most cases ameebic dysentery, in contrast to the 
bacillary form, has. a comparatively. mild and gradual 
ohset and course with few constitutional signs, no rise 
of temperature, and only slight diarrhoea. This absence 


of acute signs may mislead both patient and doctor, for — 


amoebiasis is essentially a chronic process which may, 
if not recognised early and treated adequately, lead to 
invalidism and chronic ill health, and sometimes disaster. 
It is usually only a danger to life when an, amoebic liver 
abscess is unrecognised and untreated, and this has 
constantly to be borne in mind. Unfortunately it is 
often forgotten and a patient diagnosed as having pneu- 


=- monia when a few injections of emetine would produce 


‘others of a totally different nature. 


‘Carbarsone (by mouth) 


a dramatic change. | 
Ipecacuanha root has long been known .to benefit 
cases of dysentery and was first used by Piso in 1658. 


It was sold to the. French government as a secret remedy | 


and Helvetius successfully treated Louis XIV with it. 
Two centuries later, Twining and Anglo-Indian physi- 
cians used it in -small doses, and later E. S. Docket 
working in Mauritius introduced large doses of 60 grains. 
Leonard Rogers (1912) was the first to give injections 
of emetine hydrochloride, a salt of one of-its alkaloids, 
in small doses of gr. $-} to three cases. The results 
were spectacular and great hopes were held out for the 
future. This was, and still is, undoubtedly the greatest 
single advance in the treatment of this troublesome 
disease and its dangerous complication, hepatitis, but 
since then many other drugs and combinations of drugs 
have been introduced, some containing emetine and 
These may be 


divided up into four groups, the best known being as 
follows: _ . on : 
, L Emeline . . Wr. Iodine compounds ' 
e iggiem | Salter, Yor moun 
(by mouth) j ‘Quinoxyl’ J oF rectum) 
Emetine periodide, ‘‘ EPI” ‘Vioform’ (by mouth) 


(by mouth) : 
‘ Auremetine ’ (by mouth) 
IV. Miscellaneous 
Bismuth (by mouth) 
Kurchi (by mouth) 
°| Eusol (per rectum) 
Silver nitrate (per rectum) 


u. Organic arsenicals 


ASfevarcol’ f (by mouth) 


‘' Amibiarson ’ (by mouth) 


Each of these drugs, or more usually a combination 
of two or more, has its advocates. Thus Manson-Bahr 
(1939) has for some time suggested the ‘‘ combined 
treatment ”? with :emetine bismuth iodide (EBI) by 
mouth and chiniofon enemas, and he claimed that of 
400 patients so treated in all but 2 it had given satis- 
factory results. In his opinion this is ‘‘ the most 
efficacious treatment of intestinal amcebiasis which has 
yet been devised.” In his Lumleian lectures (1941) he 
describes a critical study of 535 cases. Of these, 323 
were treated with EBI and chiniofon enemas for 10 


days and the relapse-rate was 3-7%, while 114 cases 


received EBI alone for 10 days and 6-1% relapsed. 
Other forms of treatment, such as emetine periodide for 


10 days (46% relapse), auremetine for 10 days (100% | 


relapse), chiniofon by mouth and rectum (22:8% relapse), 
stovarsol for 10 days (87-5% relapse), and carbarsone 
(100% relapse), gave very indifferent results. 

On the other hand, Mateer and others (1940) maintain 
that carbarsone is the ‘‘ most effective amcebicidal drug 
now known ’”’ and that when used alone as single drug 
therapy and in a single course of treatment it failed in 


6346 


tion enemas it cured 101 out of 104 cases (97%). In- 
cluded in this series were 19 cases of chronie relapsing 
dysentery. The 3 failures were later cured with vioform. 


Brown (1935) claimed 94:7% of cures out of 142 cases - 


using combined emetine injections and arsenicals, while 
Anderson and Reid (1934), and’ Reid and others (1932) 
reported 89% and 90% cures with carbarsone alone. 


In contrast to these excellent results, Craig (1984) 


has noted not more than 15% of permanent cures with. 
emetine alone, and Chopra and Chopra (1942) say that 
emetine therapy usually fails in chronic intestinal 


amoebiasis and the ‘carrier condition, though it is by far 


the most satisfactory immediate line of treatment in 
acute amcebic dysentery. In their hands, EBI has not 
been very successful unless given in repeated courses, 
and quinoline derivatives ‘‘do not appear to hasten 
cure,” but the organic arsenicals, especially if given with 


a small dose of salts in the morning, have been effective. © 


They have found that kurchi alkaloids are effective in 
both acute and chronic forms of the disease and have 
given very satisfactory results. | 

Ruffin (1943) has followed patients who continue to 
-relapse until the underlying deficiency of vitamin-B 
complex is corrected and he advises a well-balanced dict 
supplemented by large doses of nicotinic acid, thiamine, 
and riboflavine.. His cases were treated with carbarsone 
gr.:4 twice a day and chiniofon retention enemas for 10 
days, but there were frequent relapses necessitating a 
repetition of the course. - 


Willmore and Martindale (1928), using combined treat- l 


ment with auremetine, stovarsol, ‘ Emetol ’ and bismuth 
in 40 cases of chronic relapsing ameebiasis, say that 37 
(92-5%) responded and were free from any evidence of 
infection for a minimum period of six months after 
completion of treatment. They claim that this method 
of treatment gave more hopeful immediate results than 


“any other tried, though they admit that it is impossible 


to rantee a cure. | 
Willner (1927) considered that combined treatment 
with auremetine, bismuth, and stovarsol: stood first 


among all remedies at hand, being at once the least toxic 


and most widely applicable of them all with regard to the. 


eradication of amcebe. 

From a study of the published reports, therefore, 
the chances of effecting a ‘‘ cure ” in all cases of amosbic 
dysentery appear to be good, though there is divergence 
of opinion as to the best method. 


PRESENT SERIES 


During five months of 1944 an opportunity occurred 
in this hospital for investigating and treating, soon after 
their arrival home, an unselected group of 81 men all but 3 
of whom had been invalided from overseas for amoebiasis. 


_ The majority had come from India, and, except for 3 cases, 


all had had previous treatment for a varying number of 
relapses. We have carried out the routine examinations 
which will shortly be discussed and have divided the 
cases into three groups—(1)' those who have had amcebic 


dysentery and been treated for it elsewhere but ùn 


whom we have failed to discover any signs of activity 
(44 cases); (2) those:similar to the above but in whom 
evidence of active ulceration has been found by us (34 
cases); and (3) a small group with ulceration and 
positive stools whq gave no previous history of investiga- 
tion or treatment though they had had slight symptoms 
(3 cases). We have called those in group 3 fresh cases. 


- This paper deals with groups 2 and 3. tas 


: INVESTIGATION 


The following procedure has been adopted for the 
investigation of all cases with a history suggestive of 
past or present dysentery. 

All patients were weighed weekly. | 

On admission, a fresh stool wasssent to the laboratory 
for microscopical examination and culture. If the stool 
was formed and both microscopically and macroscopic- 
ally. normal, a, dose of magnesium sulphate was given 
on three consecutive mornings and the resulting daily 
fluid stool examined in the laboratory. | 

Sigmoidoscopy was then performed on all cases irre- 
spective of the stool findings. A scraping was taken with 
‘a long-handled spoon from any ulcers or suspicious 
looking areas. The contents of the spoon) were taken 


P 


` 


i 


days but did not actually vomit. 
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on to a throat swab, immersed in a few c.cm. of warm 
saline in a test-tube and sent immediately to the labora- 
tory. In this way it was found possible in 94% of cases 
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with ulceration to demonstrate active vegetative forms. 


of Entamebda histolytica. On only three occasions were 
these organisms found in the stools and not also récovered 
directly from the bowel. In 4 cases E. histolytica were 
obtained sigmoidoscopically but the stools remained 
persistently negative. On two further occasions with 
positive stools’ typical amcebic ulcers were seen but 
yielded no E. histolytica on scraping. 

Cases suggesting hepatitis had, in addition to the 
above, a white-cell count and the chest screened for 
diaphragmatic abnormality. Particular emphasis was 
placed on any pain in the region of the liver, bulging 
of the right chest wall, pain on compression of the chest, 
and increased liver-dullness with or without a palpable 
tender liver border. One case of undoubted ameebic 
hepatitis that responded dramatically to emetine hydro- 
chloride had ‘no leucocytosis, though in our experience 


` leucocytosis is the rule in this condition in contradis- 


tinction to the frequent leucopenia of epidemic infective ` 


hepatitis. 

Cases of amoebic ulceration then received the course 
of treatment to be outlined later. At the end of treat- 
ment, after an interval of 2-3 days to allow the bowel 
to recover from the effects of the retention enemas, a 
sigmoidoscopy was performed, followed by laboratory 
examination of a further group of three stools after 
saline purges. 

If no abnormality was detected the patient was then 
sent away for 2 weeks’ convalescence on an ordinary 
diet to a Red Cross home with instructions to return 
for a final sigmoidoscopy and stool examination. If, 
on return, the sigmoidoscopic appearances were satis- 
factory and the stools negative. it was hoped that a cure 
had been obtained and the patient was sent back to the 
convalescent home for a further 2 weeks and subse- 
quently to a convalescent depôt for rehabilitation. His 
duties were then restricted for 3 months to light work in 


this country, at the end of which period his case would - 


come up for review. - l : 


TREATME NT 


A 21l- -day course of treatment based on that recom- 
mended by the School of Tropical Medicine, Liverpool, 
was given, aimed at attacking the E. histolytica in both 
its cystic and vegetative forms via the blood-stream 
as well as locally in the lumen of the bowel. This latter 
means of attack is of considerable importance, since 

many of the more chronic amæœbic ulcers have a poor 
blood-supply. Emetine was. given by mouth .in the 
form of auremetine (Martindale) gr. 1 t.d.s. in capsules, 
on the odd numbered days of the course. Stovarsol or 
carbarsone gr. 4 t.d.s., was given on the even numbered 
days, with, in the evening, a retention enema of 8-15 oz. 
of freshly prepared 24% quinoxyl changing to 4% half- 

way through the course. In addition to the above, 
bismuth subnitrate gr. 60 t.d.s. in milk was given every 
day. The retention enema was preceded by a rectal 

wash-out with a weak sodium bicarbonate solution to 
remove mucus, and was run in with the patient lying on 
his left side with the foot of the bed raised. After 10 
minutes he turned on his back and 10 minutes later the 
blocks were changed from the foot to the head of the bed 
and the patient turned on his right side. After 10 
minutes in this position the blacks were removed and the 
patient allowed to sleep in a position of his own choosing. 
By this means it was hoped that at any rate some of the 
quinoxyl would reach the cecum. It was found that 
most patients retained their enemas until they woke 
next morning. In only one case was it thought advisable, 
on account of nocturnal diarrhea, to give the quinoxy]l in 
the morning. The patients were confined to bed on the 
auremetine days, but, if fit, allowed up in the vicinity 
of the ward on the stovarsol or carbarsone days. 

Most cases complained of nausea on the auremetine 
No other toxic 
effects were noted. : 

Diet.—A. full light diet was given, without meat or 
green vegetables, with strained soup and potato mashed 
or as a purée. This was supplemented by yeast $ oZ., 
ascorbic acid 50 mg., extract of malt with vitaminised 
oil 4 oz. b.d., and ‘Marmite ’ daily. Cases showing 


N 
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evidence of vitamin-B deficiency received in addition . 
nicotinic acid mg. 100 q.d.s. by mouth; in one case 
sodium nicotinate intravenously and in a second case 
aneurine intravenously were also given. 


RESULTS 


. Twenty-nine cases of proved amoebic dysentery have 
received the auremetine course of treatment described 
above. Twenty-six of these were chronic relapsing 
cases and the remaining 3 were fresh cases that had 
received no previous treatment. 

The chronic relapsing cases had histories of fons 
months to 5 years, with an average of 12 months, and 
had received courses of emetine hydrochloride by injec- 
tion ranging from gr. 10 to gr. 109 (case 1). Twelve 
cases had had more than gr. 50, and the average for all 
cases was gr. 45. This was without taking into account 
emetine in the form of EBI and EPI. The majority 
had also received repeated courses of arsenicals in: the 
form of stovarsol, carbarsone, or amibiarson, and reten- 
tion enemas of chiniofon. | 

It was difficult to ascertain accurately the number of 


relapses for individual cases, since often what appeared 


to be a relapse was really a continuation of a previous 
recrudescence. Some of the cases had remained symp- 
tom-free for periods ranging from 6 months to a year ; 
a few had probably remained consistently positive in 
spite of repeated courses of treatment. 


Cases 1—7 inclusive were treated before wureimeine : 


became available. They received stovarsol gr. 4 t.d.s. 
and quinoxyl retention enemas nightly for 21 days. 
At the end of treatment 5 were clinically cured, but case 1 
still had E. histolytica in his stools 
and case 2 continued to pass cysts. 
The 5apparent successes all relapsed 
within a month ; they then received 
the auremetine course, and 4 
relapsed again in 21-58 days; 3 
cases received a second course of 
auremetine, and these all relapsed 
again within a month. 

Of 17 cases which received a single 
course of auremetine, 2 remained 
positive throughout treatment and. 
showed no clinical improvement, 1 
relapsed after 5 weeks, and of the 
remaining 14 cases 9 were found 
satisfactory in 24—88 days and 5 in 
5-9 days. These results are mis- 
leading, for. as the figure shows, the 
relapse-rate was almost directly 
proportional to the time of observa- 
tion during. convalescence ; whereas 
after 5 weeks 56% had relapsed this rate had risen to 91° 
after 9 weeks. It therefore seems reasonable to suppose 
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-that the 14 apparently successful cases will relapse 


within 9 weeks. This serves to emphasise the disparity 
between results obtained before and after adequate 
follow up. 

The 3 fresh cases treated have not been followed up 
long enough to give any idea of the prognosis, The 
most that can be said is, so far so good, and that when 
last examined 9, 31, and 71 days after the end of treat- 
ment they were free from infection. 


DISCUSSION 


No- -one reading the writings on this sane: can help 
noting, as we did, the high percentage of cures claimed 
by many physicians using different drugs, especially 
in combination, but it is difficult to decide from most of 
the reports what types of case were being treated and 
‘what were the standards of cure. Our own experience 
during this war in hospitals both in the Middle East and 


‘at home is that the early case which has had no previous 


treatment presents a very different problem to the 
chronic type of case with which this paper deals. While 
in the Middle East we saw a number of fresh cases and 
treated them with apparent success on the lines advised 
by the Medical Directorate, GHQ, MEF—that is, a 
daily injection of emetine hydrochloride gr. 1 for 12 days, 
then 2-3 weeks’ rest at a convalescent depdt, during 
which stovarsol or carbarsone gr. 4, twice a day, was 
taken, followed by readmission to hospital for a com- 
bined 12-day course of EBIvgr. 3, and 239 quinoxy] 
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retention enemas daily. ‘We were, unfortunately, 
unable to follow up these cases for any length of time, 


but during 2 years in this theatre of war and in different - 


hospitals neither of us saw any relapse cases following 


this standard treatment either from our own or other’ 


hospitals. It is a noticeable feature of the present 
series that very few were initially treated so thoroughly. 
In most instances after a course of 12 emetine injections 
the men were returned to duty only to relapse after 
varying intervals. We therefore conclude that in order 
to prevent as many cases as possible from reaching: the 
chronic state, in which most of our present series of 
patients now find themselves, the utmost care and 
thoroughness is called for during the initia] course of 
treatment. 

The present series is a small one and none of the 
patients has been under observation by us for more than 
5 months, yet, during this short time, of those cases 
that have been followed up for 9 weeks, 91% have been 
shown to relapse. We began treating these men with 
hopes of “‘ curing ” at least 50%, but have failed to achieve 


even reasonable success, and it appears that none of . 


the drugs used by us has much. effect on E. histolytica 
once it has been firmly established in the gut. It seems 
probable that the amcebe have become “‘ resistant ’’ or 

‘ emetine-fast ’’ as a result of repeated courses. -We 
believe that there is no drug at present in use which can 
be expected to give even a moderate hope of cure in this 
type of case, and that some new therapeutic, agent is 
urgently called for to rescue these’ men from chronic 
inv 

During the period these patients have been under 
observation it has been possible to adopt a very strict 
supervision and rigid standard of cure. Willmore and 
Martindale (1926) classify patients as having *‘ responded 


to treatment for at least six months,” rather than being 


cured, This seems to us the right attitude to adopt ; 
for many patients may improve temporarily for weeks, 
months, or even years without it being possible to say 
they are cured. We are not here concerned with 
“ healthy cyst eer a as all our cases have been active, 
though occasionally only cysts of E. histolytica have 
-been found in the stools, which have in all cases contained 
blood and/or mucus during the early. stages of’ the 
investigation. | 

° In assessing response to treatment or tests of cure 


. there are several points which require stressing. 


(1) The patients’ subjective sensations— These may 
at times be difficult to weigh up accurately, since many 
of these men, as a result of long hospitalisation and 
repeated courses of treatment, become ‘‘ bowel con- 
scious ” and develop anxiety symptoms.. On the other 
hand, the better type of. man may say he is “‘ feeling 
fine ” quite shortly before a relapse. 

(2) Physical signs.—Tenderness over the right and/or 
left iliac fossæ with a palpable cecum or sigmoid, and 
occasionally over the splenic flexure, is a valuable guide 
to the presence or absence of activity, but not infallible. 

(3) Stools.—The number during 24 hours is of less 
importance than their character. In all active cases 
the stools will contain mucus with or without blood, and 
it is in the mucus that active E. histolytica are found. 
At least three consecutive stools, preferably fluid ones 
after salts, should be examined on each occasion, for 
we have often found the second ‘or third specimens 
positive after the first was negative. The stool must be 
examined when still warm—i.e., within 5 minutes— 
and there must be no trace of antiseptic in the bedpan. 

(4) Sigmoidoscopy.—This is an essential part of each 
examination and should be done by the physician who 
is looking after the patient. Scrapings from any ulcers, 
and,.if these are not seen, any mucus, should be examined 
with the minimum of delay. 

It has already been noted ‘that sigmoidoscopic findings 
may be positive when stools are negative and vice versa. 
Each test of cure therefore should consist of examination 
of the patient, three or more stools, and sigmoidoscopy. 
We believe that if this routine had been carried out in all 
cases regularly every few months many of the more 
optimistic results recorded would have had to be modified. 


j í SUMMARY E | oi 
` A series of 81 patients recently returned from overseas 
has been investigated for amoebic dysentery and those 
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with positive findings treated by mouth with auremetine, 
carbarsone, or stovarsol, and bismuth subnitrate, and 
with quinoxyl enemas. 

Three fresh and 26 chronic iila peng cases have been 
treated and the results analysed, the relapse-rate in the 
chronic cases 9 weeks after treatment being 91%. 

Thorough treatment of fresh cases is essential if the 


number ending in chronic ill health is to be reduced. 


A new therapeutic agent for the treatment of chronic 


‘relapsing amecebiasis is needed. 


We are: indebted to Major.N. G. B. McLetchie, RANC, 
pathologist, for personally examining all specimens of stools 
and scrapings in the laboratory and for his criticism ; . to the 
nursing staff, Sister E. Stamp, QAIMNS(R), in particular, for 
their coöperation ; and to Colonel H. F. Panton, commanding 
the hospital, for his help in obtaining a suitable diet. This © 


work would not have been possible without the help of — . 


Brigadier R. Priest, command consulting physician, who at 
the request of the War Office insjituted this investigation. 
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THE effects of any bacterial toxin on the body are 
essentially two-fold—direct and indirect.. The toxin 
may have a direct action on local or distant tissues, or, 
as a result of this action, substances may be liberated 
which produce pathological changes elsewhere. The 
toxins produced by the main pathogenic clostridia con- 
tain enzymes, two of which are hyaluronidase ** 4 
and lecithinase.™. The object of this paper is to put 
forward some observations on the effect of these ferments 
on body tissues and fluids, with special reference to the 
effect of lecithinase on the structural lipids. 


MATERIALS me 


Annals. —Guineapigs of 500 g. average weight. 

Toxin.—Standard Cl. welchii toxin Pf 9c in 50% glycerol 
(lecithinase : 200 Lv units per ml.;: hyaluronidase: 12,000 
VRU and 80,000 MCP units per ml. ). 

Antitoxin. — Refined gas-gangrene antitoxin polyvalent 
globulins (1800 perfringens, 900 septicum, and 1800 aema. 
tiens units per ml.) (BWCo.) 

Alipamic sera were obtained from normal human sabjecte 


.after a starvation period of 12 hr. 


Chylomicrons.—These are the fat particles which occur 
in the blood at the height of fat absorption. This type of 
lipemic serum was obtained from normal. human subjects 
24 hr. after the ingestion of a fatty meal. 

Red cell suspension.—5% of washed human red cells in 
normal saline. 

METHODS 


1. In-vitro experiments.—The tissue or fluid substrate was _ 
incubated with toxin at 37° C. In each case saline and toxin- 
antitoxin controls were used as the basis for comparison at the 
end of the experimental period. 


hg Sir Halley Stewart research fellow. 
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TABLE I-—-EFFECT OF Cl. welchii TOXIN ON TISSUES IN VITRO 


Material Gross appearance 


Connective tissue : 


In toxin Softening and fragmentation 


. In toxin-antitoxin | ` 
mixture No change 
_ Striated muscle : 
_ In toxin Gross fragmentation with gas formation. 


Thin layer of free fat separates 


In _ toxin-antitoxin 
mixture No change 


`N 


Apparently little change, but on shaking the 
-tube there was immediate disintegration 
of the tissue with massive liberation of 
free fat globules 


No Gange. Stable on shaking. N o free fat 


Adipose tissue : 
toxin 


In  toxin-antitoxin 
mixture 


Sciatic nerve : 


‘In toxin Attenuated and fragile 
In toxin-antitoxin No change 
mixture 


` Distorlon of myelin sheath ; swelling of axis 


Histology Chemistry 
Pykncsis and disappearance of fibrocyte nuclei. | 
Separation and fragmentation of collagen fibres. ee 
Normal appearance { rere. 


— 


Fragmentation. Disappearance of endomysial | Mg. of lipoid P per 
connective tissue and sarcolemmal nuclei. g. ether-sòluble 
Vacuolation of sarcous substance matter: 2°15 


Normal appearance 5:3 


Fatty acid 4°5%. 


Rupture of cell membrancs. Lysis of nuclei 
Acetyl value 4:5 


and disappearance of fat 


Fatty acid 1°4%. 
Acetyl value ni 


Normal appearance ' 


| 


cylinder . . 
.Normal appearance 


In the toxin-antitoxin mixtures an excess of antitoxin was added and the mixture was allowed to,stand for 15 min. before being added 


to the substrate: | 


2. Animal experiments.—Histological and biochemical 
studies were made of the effects of intramuscular and intra- 
peritoneal injection of lethal doses of toxin into guineapigs. 
Dilutions were made up in 1% procaine to obviate pain. 

3. Clinical studies.—Material was examined from patients 
with clostridial infections. The main findings only are 
' indicated in this paper, as a more detailed ‘account of the 

clinical cases will be published separately. 

- 4, Histological technique.—Hematoxylin and eosin were 
the routine stains for paraffin sections, but, in addition, 
Heidenhain’s* iron hematoxylin, Mallory’s phosphotungstic 
acid hematoxylin, and Masson’s trichromic methods were 
used. Fat was detected in frozen sections by staining with 
Sudan IV. The preparations of nervous tissues were exam- 
ined by the methods of Marchi, Alzheimer, and Kulschitsky- 
- Pal. As an additional test, frozen sections mounted in 
- glycerol were examined under crossed Nicol’s prisms. 

-. 5. Chemical analysis.—Lipid material was extracted from 
the tissues by standard methods. The lipoid phosphorus 
was estimated by the method of Briggs,‘ the fatty acid was 
determined by titration with alcoholic NaOH, and the acetyl 
value by the method of West, Hoagland, and Curtis.?? 

6. Chylomicron flocculation test.—Procedure : Equal quan- 
tities (0-1 ml.) of the patient’s serum and freshly obtained 
‘lipsemic sétum were mixed in a small agglutination tube under 
aseptic conditions and incubated at 37° C for 14 hr. Controls 
of each serum in sétine were put through simultaneously. 
The specisriens were read*:by hand lens at the end of the 
experimental period, and samples from each tube were 
examined under dark-ground illumination, using a cardioid 
condenser, 1/12 o.i. apochromatic objective and x 20 eye- 

iece. 

Interpretation.—Negative : chylomicrons normally dis- 
persed and in active Brownian movement ; macroscopically 
~- the appearance of the mixture remained unchanged. Posi- 
tive: macroscopically large aggregates of particles can be 
seen adhering to the side of the tube and the fluid‘has become 
clear; under dark-ground large still clumps of particles aro 
seen with no free-moving chylomicrons. Incomplete positive : 
The macroscopic appearance is similar to the positive re- 
ection but not so well marked ; under dark-ground, clumps 
can be seen but there are a number of free moving particles 
as well. — | 


Results 
DIRECT LOCAL EFFECTS 


Four primary tissues—connective tissue, striated 
muscle (freed from all obvious fat), adipose tissue, and 
_ peripheral nerves—were studied. | 

(1) In vitro.—The effects of the direct application of 
the toxin to these tissues are shown in table I. 
- experiment sufficient (3 ml.) toxin solution (30 Lv. units 
per ml.) was added under aseptic conditions to cover the 
tissue, and the mixture was incubated at 37° C for 14 hr. 
` The main observations ‘reported have been constant 
findings in at least-five successive experiments. 


` material (average of 6 experiments). 


In each. 


(2) Experimental.—51 guineapigs were used for these 
experiments. Most of these animals were injected intra- 
muscularly ; the average dose used was 100 Lv. units 
per kg. body-weight. The morbid histology of clostri- - 
dial infections has been ‘extensively described,!?* and 
our observations are essentially in agreement with these 
findings. Some special points require comment : 

(a) Connective tissue..—This was involved early and 
its destruction often preceded that of muscle. The 
-fibrocytes showed pyknosis of their nuclei and later 
disappeared. Separation of the collagen fibres was 
pronounced, and in many cases fragmentation occurred. 
-Dense connective tissue, in which the fibres were more 
resilient, also showed: early disappearance of cells. 

(b) Muscle.—The changes here were similar. to those 
describe by many authors,! * but endomysial connec- 
tive tissue appeared to be affected before the muscle- 
fibres. In the latter, the sarcolemmal nuclei were the 
first to show any change; the sarcous substance was 
only involved later. - 7 M 

Chemical analysis of muscle debris removed 6 hr. after 
inoculation showed complete disappearance of lipoid 
phosphorus, while normal controls gave a figure of 
71:5 mg. of lipoid phosphorus per g. of ether-soluble 

(c) Adipose tissue.—When the toxin was injected into 
the thigh muscles, the normal gluteal and popliteal fat 
depôts (as compared with the normal side) disappeared 
within 6 hr. Large globules of free fat were always seen 
‘on the oedema fluid around the site of injection. Micro- 
scopically the cell membranes of the individual fat cells 
were ruptured and the nuclear material was lysed. 


- Typical fat necrosis was seen in some cases. 


(d) Tendon and nerve: These tissues appeared to be 
more resistant to destruction and were found running 
through the necrotic mass 6 hr. after injection. They 
were, however, destroyed by longer exposure to the 
action of the toxin. . 

(e) Blood-vessels : Vasodilatation and thrombosis were 
regularly seen, especially at the site of injection and in 
the regional lymph-nodes. It was also encountered in 
distant organs, such as the lung and spleen, particularly 
after intraperitoneal injection. Swelling of the vascular 
endothelium, which has been previously described,! was 
also observed. >. 

(3) Clinical.—The main features described above 
were demonstrated in material obtained from human 
cases. 


` 


DIRECT DISTANT EFFECTS 
On plasma and formed elements of blood. | 

The effect of Cl. welchii toxin on the red cell envelope, 
the chylomicron surface, and soluble plasma lipoprotein 


complexes ?!* has been studied both in vitro and in 
Vivo. 
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o) In vitro.—The results of the in-vitro studies are 
shown in table II. ; 


TABLE II—EFFECOT OF Cl. eich TOXIN ON PLASMA AND FORMED 
| ELEMENTS IN BLOOD 


| a Effect of 
= ' š ka Q. -. 
Substrate: Effect of toxin onti 
; mixture 
Washed red cells. 
(a Human Hæmolysis down to conc. 0-1 Lv perml., Nil 
b) Guineapig Heemolysis down to conc. 0-1 Lv per- ami. Nil 
Lipæmic serum 
(a) Human ` | Flocculation of chylomicrons. Increase | 
. in turbidity of serum due to breaking 
l of lipoprotein complexes Nil 
(b) Guineapig | Few chylomicrons: dispersal not 
affected. No turbidity develops Nil 
Alipemic serum ; 
(a) Human Turbidity develops due to breaking 
of lipoprotein complexes Nil 
(Nagler reaction) 


() Guinespig | Nil | Ni 


The products of hwmolysis did not cause any further breakdown 
of red ols after neutralisation with antitoxin. 


(2) Experimental. —In the expérimental studies on 


guineapigs. there was no gross hemolysis up to 16 hr. 

r injection. Guineapigs do not readily absorb fat 
from the intestine and consequently do not normally 
show an increase of fat particles in the blood during 
absorption. Such fat particles as may occur, which 


may have a different structure from the chylomicron, | 


do not flocculate with lecithinase. It was also found, in 
confirmation of Nagler’s observation!® that lecithinase 
did not cause any breakdown of lipoprotein complexes 
in the plasma of guineapigs. The serum from injected 
guineapigs had no demonstrable effect on human blood 
substrates in vitro. 

(3) Clinical.—The possible application. of the effect 
of lecithinase on chylomicrons in vitro as an indicator 
of circulating’ toxin in the blood was investigated in a 
series of © Cal cases. 

Of 148 serg; from patients with infected war wounds 
examined with the chylomicron flocculation test, 36 
gave a strong positive reaction, 29 an incomplete posi- 


tive reaction, and the remainder were negative; 33. 


normal donors.of various blood-groups were examined 
and their serë were all found to be negative. The 
positive reaction obtained correlated well with the 
clinical assessment of systemic reaction, and the positive 
reactions changed to negative, with one .exception, as 
the patient’s condition improved. It was found that 
the positive flocculation reaction was not specific for 
clostridial infection and could be demonstrated in other 
toxemias. It differed from the in-vitro action of leci- 
thinase on chylomicrons in that there was no concomitant 
breaking of lipoprotein complexes. It was also found 
that the chylomicron flocculation reaction’ was not 


regularly preventable with antitoxin, nor was it related . 


to the antitoxin level in the patient’s serum. 
In certain cases heemolysis seems to be a feature, but 
it is difficult to determine whether this is a direct or 


eect effect of the clostridial toxins, or whether it is - 


ue to some other cause. We have insufficient evidence 
to decide whether the lipoprotein complexes in human 
serum are 'broken down in clostridia] ees 


On other organs. 


High concentrations of Cl. welchii toxin will cause 


extensive hemorrhagic lesions in most organs. This 
can be demonstrated in experimental studies when large ` 
doses are injected. intraperitoneally. With smaller 
doses effects are seen in the central nervous system, 


which contains: a high proportion of suitable lipid 
The effects of Cl. welchit toxin on nervous 


substrate. 
tissue has been studied. 

(1) In -vitro.—On incubation of guineapig brain slices 
with Cl. welchii toxin, there was an. increase in doubly 
refractile material within 14 hr. This was followed by a 
rapid decrease of this material and its complete dis- 
appearance within 16 hr. The lipid phosphorus was 
reduced to 4:95 mg. of lipoid phosphorus per g. of ether- 


soluble material from 7:55 mg. found in the toxin- 


-antitoxin control. 


vf 


(2) Experimental. .—Early demyelination was demons 
strated by Marchi’s method in the brain and spinal 
cord of some animals déad within 16 hr. of Cl. welchit 
toxin injection. In an animal allowed to survive for 3 
days with repeated smaH doses of toxin the changes 
were more pronounced. 

(3) Clinical.—Extensive demyelination associated with 
functional changes occurred in two fatal cases of clostri- 
dial infection. 


A INDIRECT EFFECTS OF TOXIN 


The main effect, which was indirectly attributable to 
the action of Cl. welchii toxin, was fat-embolism: | The 
embolism was mainly pulmonary, but other organs may 
also be involved. 

(1) In vitro.—Large globules of fat were liberated 
from muscle or adipose ussus as described above. | 

(2) Experimental.— intramuscular or . intra- 
p2ritoneal injections, of - Cl. ‘welchia toxin in guineapig ; 
regularly resulted in pulmonary fat-embolism which was 
demonstrable histologically. The emboli were mainly 
found in the smaller arterioles and subpleural capillaries’ 
with corresponding areas of infarction, collapse, and 
compensatory emphysema. In a~-small number of 
experiments in rabbits fat-embolism was also demon- 
strable, and the characteristic symptoms associated with 
fat-embolism* and the typical post-mortem findings — 
of this condition were demonstrable. 

(3) Clinicakh—In a number of cases of clostridial 
infection symptoms and signs were recorded which 
might be attributable to pulmonary fat-embolism. At .- 
the autopsy on two fatal cases fat-embolism was Temon: 
: strable histologically. ‘ 
Discussion - 


“Many problems with regard to clostridial infections i in 
man remain unsolved, particularly the full understandmg 
_of the mechanism of spread and the factors which 
determine the change from a mild to a. severe infection. 
A further group of. problems is. concerned with the.. 
pathology of the systemic reactions to clostridial infec- 
tions. The experiments described above indicate some 
points which may be significant in determining the local 
spread of infection, and they also open up two new 
lines of investigation with regard to the systemic re- 
actions—namely, demyelination and fat-embolism. 

It is clear from the action of the toxin on connective 
tissue that clostridial infection will tend to spread along | 
fascial planes—a well-recognised clinical phenomenon. 
It is generally thought that the involvement of muscle 
facilitates the rapid spread of clostridial infection and 
the development of a ting toxemia. It seems 
probable that the essential-requirements for the develop- 
ment of a severe clostridial toxeemia are the provision 
of a good environment for the growth of the organism 
and a supply of suitable food material for the production 
of potent enzymes. Phospholipid may play an import- 
ant part in oxygen carriage,**° especially in active 
tissues such as muscles. An anaerobic environment is 
essential for clostridial growth, and it is suggested that 
the rapid’ removal of phospholipid from muscle by 
lecithinase will help to produce favourable conditions 
for the growth of anaerobic organisms. 

Cl. welchit toxin will cause rapid destruction of red blood- 
cells,’ ** and there is evidence that hemolysis occurs in 
some clinical cases, but to what extent this is due to any 
direct action of lecithinase, or whether it-is caused by the 
products of tissue breakdown, has not yet been decided. 
Hemolysis was not a well-marked feature in our experi- 
mental studies, and its assessment. from the clinical 
point of view is discussed more fully in another paper. 
The other changes in the blood consist of. flocculation 
of chylomicrons and the breaking of lipoprotein com- 
plexes.. These changes do not occur in guineapigs, but 
they may have some significance in the human subject. 
The effect on chylomicrons is not surprising since it 
can be shown that phospholipid plays a part in the 
maintenance of: stability of this type of fat particle.’ 
The flocculation test described above appears to be 
related to the occurrence of: a systemic reaction to 
infection, but it cannot be regarded as a reliable guide 
either to the degree of systemic disturbance, or to the 
nature of the causative infection. Its more precise 
significance and its relationship to other types of serum 
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flocculation reaction £? 1017 is still béing investigated. 
The fact that flocculation of chylomicrons is caused by - 
the serum of these patients may’, however, be significant 
in relation to the production of fat-emboli. 

The occurrence of demyelination is an effect of deci- 
thinase which might be expected, or it may be secondary’ 
to fat-embolism in the central nervous system. It is im- 
possible to demonstrate freé toxin in the blood-stream 1 
although more remote effects are taking place. This may 
be due to the concentration in the blood being too low for 
the methods of detection available, and to the subsequent 
fixation of this toxin in the nervous system with a cumu- 
lative effect, or alternatively there may be a masking 
effect of the circulating toxin in the blood. We have 
not detected any obvious neurological symptoms in our 
. animals, but these are difficult to elicit. In our clinical 

material some gross changes have been seen, but a more 
detailed study of this aspect of the problem is required. 

Clostridial fat-embolism is of interest not only because 
it may be important in the pathology of clostridial] 
infections but also because it may throw some light on the 
mechanism by which fat-embolism can occur in other 
surgical conditions. With regard to the origin of the 
fat in clostridial fat-embolism, there are obviously two 
possibilities. . The first is the free fat which is liberated 
from adipose tissue and muscles, and can be seen as 
large globules in in-vitro studies and in ‘the material 
from the site of tissue destruction. The second is from 
flocculated chylomicrons and the fatty material set free 
from broken lipoprotein complexes. In our experi- 
‘mental studies there seems little doubt that the fat must 
be derived from the site of local destruction, since in 
these animals the few chylomicrons present do not | 
flocculate. with the toxin, and the lipoprotein complex 
is resistant to lecithinase. Furthermore, fat-embolism 
can be demonstrated within an hour of injection of 
toxin, and the toxin even when acting on suitable human 
substrates will not produce free fat from the blood com- 
ponents for at least 12 hours. The precise mechanism 
by which the fat globules pass ‘into the blood-stream 
is still under investigation. The origin of the fat in 
human subjects is.more difficult to determine, especially 
as some of the eases also have fractures.. There is no 
doubt however that extensive fat-embolism can occur 
in the human subject without any fracture being present. 
Whether or not flocculation of fat particles and, the 
breakdown of lipoprotein complexes are important 
contributions to the clostridial fat-embolism syndrome 
in man is still to be decided. 


, Summary 


The effect of Cl. welchii toxin on tissue and fluid 
substrates has been studied in vitro, in animals, and in 
human subjects, with. special reference to the effect of 
lecithinase on structural lipids. 

The direct local effects on connective tissue, striated 
muscle,adipose tissue,and peripheral nerve are described. 

The action of the toxin on red blood-cells, chylomicrons, 
and plasma lipoprotein complexes are compared in 
. guineapig and man. 
has been devised and applied in human cases of clostri- 
dial infection. 

Demyelination in the central nervous system can be 


demonstrated in vitro, and in experimental and clinical - 


studies. 

Fat-embolism can be produced experimentally by 
intramuscular or intraperitoneal injection of Cl. welchii 
toxin, and -has also been demonstrated in human post- 
mortem material. The origin of the fat in the animal 
experiments is the site of local tissue destruction. 

We wish to thank Sir Percival Hartley, rrs, for a supply of 
‘standard antitoxin, Dr. W. E. van Heyningen for providing 
the Cl. welchiz toxin, Dr. H. J. Rogers for estimating its 
hyaluronidase content, and Miss M. G. Macfarlane for 
assaying the antitoxin titre of a number of sera. We are 
also indebted to the Sir Halley Stewart Trust for their 
financial support. 

Since sending this paper to press it has come to our notice 
that R. G. Macfarlane and J. D. MacLennan have recently 
come to somewhat. similar conclusions as a result of an inde- 
pendent investigation. We have had the advantage of dis- 
cussing this unpublished work personally with Major Mac- 
Lennan to whom we are much indebted. 
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FACTORS PROMOTING VENOUS RETURN. 
FROM THE ARM IN MAN i 


E. BOWERS E. J. M. CAMPBELL 
C. H. P. JOHNSTON 


STUDENTS IN THE DEPARTMENT OF PHYSIOLOGY, MIDDLESEX 
HOSPITAL MEDICAL SCHOOL, LONDON 


THE criticism by Roberts (1945) of current views on 
the mechanism of the venous return stimulated us to 
carry out the following two series of experiments. 

ROLE OF MUSCLE PUMP d 

The first series was performed to determine whether 
a combination of valves and contracting muscles (“ muscle 
pump ”) could produce a rise of venous pressure in the 
absence of the vis a tergo ; and to obtain some quantita- 
tive measure of any such rise in pressure. 


Method.—The subject’s arm was supported in the hori- 
zontal position at heart level. Three blood-pressure cuffs 
were placed round the arm: (A) a narrow cuff 2 in. wide 
round the proximal part of the upper arm ;' (B) a wide cuff 
4 in. wide below this; and (c) a narrow cult 2 2 in. wide below 
cuff (B), just below the elbow. 

Cuff (c) was inflated to 80 mm. Hg pressure, and cuff (B) to 
90-100 mm. Hg. After ten seconds, allowed for the filling of 
veins distal to cuff (c), cuff (A) was rapidly inflated to 210. 
mm. Hg to occlude the arterial inflow. Cuff (B) was then 
deflated and removed, leaving a segment of collapsed veins 
between cuffs (a) and (c). Thus the arm below cuff (A) was 
without arterial inflow or venous outflow. Cuff (c) divided 
the arm into two segments. Any blood passing from’ the 
distal to the proximal segment must overcome the pressure 
in cuff (c) and could be demonstrated by the filling of the 
veins in the collapsed segment between cuffs (c) and. (A). | 

Findings.—When the ‘arm was left in this condition for 
five minutes, no changes in the veins were observed, indicating 
that no blood was passing under cuff (c). On clenching and 
unclenchimg the hand six times, the veins in the collapsed 
segment between (c) and (4) filled ‘with blood. Distension 
of the veins proximal to each valve in the distal segment was 
also observed, commencing 5 in. below cuff (c). 

Repeating the experiment with increased pressure in cuff 
(c), the filling of the veins in the collapsed segment became 
less apparent, and at pressures over 100 mm. Hg it could not 


_ be, detected. 


These experiments showed that a combination of 
valves and contracting muscles (in absence of vis a 


- tergo) can raise venous pressure to at least 80 mm. Hg 


(104 cm. H,0). 


` 


RÔLE OF VIS A TERGO 
Lewis and Grant (1925) showed that, after "complete 


` occlusion of the limb vessels, release of the limb circula- 


tion results in a greatly increased blood-flow through 
the limb, accompanied by dilatation of arterioles and 
capillaries, (reactive hyperemia). This effect was also 
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observed when only the veins were occluded. Dilatation 
of the small peripheral. vessels lowers the frictional 
resistance and permits more complete transfer of the 
arterial pressure to the venous side of the’ circulation. 

Our second series of experiments was performed to 
demonstrate this transfer of pressure and ascertain its 
order of magnitude under varying degrees of peripheral 
dilatation occurring during reactive hyperemia. 

Method.—-With the arm hanging vertically downwards, a 2 in. 
- cuff was placed immediately above the subject’s elbow, inflated 
to 80 mm. Hg and left for ten seconds so that the veins should 


fill. It-weasmext inflated to 220 mm. Hg and left at this level’ 


for varying periods. The pressure was then lowered until 


blood flowed-into the veins proximal to the cuff. This was — 


observed in the following way. During the gradual lowering 
of the pressure a vein proximal to the cuff was collapsed by 
“ milking ” towards the heart and maintaining pressure on 
its proximal end digitally. When blood entered this vein 
from below the cuff, the vein immediately became distended, 


indicating that the venous pressure exceeded that in the cuff. . 


-After obtaining an approximate value of the venous pres- 
sure by this method, subsequent readings were taken after 
rapid lowering of the pressure to the neighbourhood of this 
figure. By this means damming-up of blood in the veins 
distal to the cuff was minimised. - 

Findings.—The venous pressure increased with increase in 
the duration of arterial occlusion and the intensity of the 
resulting » reactive hyperemia. The range of occlusion 


durations was 3 seconds to 3 minutes. The corresponding | 


venous pressures were 20-30 and 80-100 mm. Hg. 

These results show that venous pressure. due wholly 
to vis a tergo increases with the degree of peripheral 
dilatation. Under conditions of extreme vasodilatation, 
unaided vis a tergo may produce a venous pressure of at 
least 80 mm. Hg (104 cm. H,O). Itis to be noted that 
this value was obtained with the arm hanging vertically 
downwards and was therefore being exerted against 
gravity. As the cuff was 30 cm: below heart level 
(sternal angle), the effective venous pressure was there- 
torg 134 cm. H,O (100 mm. Hg). In other words it 
approximated closely to arterial blood-pressure, 

` = DISCUSSION | 

It seems likely therefore that ‘under conditions of rest 
venous pressure in a limb is to a considerable extent 
governed by the tone of the small peripheral vessels. 
. When this tone is diminished, and the vessels are dilated, 
arterial pressure is transferred to the venous side more 
completely. than when tone is high. The tone of the 
arterioles is in turn governed by the level of dilator 
metabolites, this depending on the degree of circulatory 
stagnation present. 

. À possible. explanation of the control of the venous 
return from the extremities at rest thus presents itself. 
Slowing of blood-flow in the veins results in accumulation 
of metabolites, which by their direct action dilate the 
small vessels and allow more of the arterial pressure to be 
transferred to the veins; the rate of flow in the veins 
consequently increases. i l 

In exercise an enormous increase in blood-flow through 
a limb (accompanied by vasodilatation) has been 
demonstrated by- @rant (1938). Our experiments 
indicate that two factors are involved in venous return 
in exercise: (a) dilatation of peripheral vessels increases 
the vis a tergo, (b) the combination of venous valves and 
contracting muscles greatly facilitates the venous return. 


SUMMARY z z 

1. Experiments were performed to obtain a quantita- 
tive estimate of two factors concerned in the mechanis 

of venous return. 


2. The ‘‘ muscle pump ” alone can produce a venous | 


pressure of at least 80 mm. Hg (104 cm. H,O).- 

3. Venous pressure due to vis a tergo varies inversely 
with the state of peripheral vascular tone and can pro- 
duce a venous pressure of at least 80 mm. Hg against 
gravity—i.e., 100 mm. Hg or 134 cm. H,O effective 
pressure. | | l 

We should like to thank Prof. Samson Wright for his help 
and encouragement in the preparation of this article. 
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HYPERTHYROIDISM 
TREATED WITH METHYL THIOURACIL 


: DUNCAN LEYS, DM OXFD, FRCP 
. PHYSICIAN, ROYAL NORTHERN INFIRMARY, INVERNESS 


THE toxic effects of thiourea and thiouracil are 
comparable to those caused by the sulphonamides, which 
in large doses have a similar action in causing an iodine: 
deficiency and subsequent goitre. The incidence and 
seriousness of these effects with thiourea (Newcomb and 
Deanes 1944, Welshman 1944, St. Johnston 1944, Haler 
1944) have caused some apprehension among clinicians, 
and particularly among surgeons who have brought 
the operation of subtotal thyroidectomy to high perfec- 
tion, with very low mortality. The proportion of indi- 
viduals showing these effects with a minimum effective 
dose of thiourea for a minimum effective period is prob-- 
ably comparable to the incidence of toxicity in effective 
sulphapyridine therapy, and just as less toxic compounds 
have replaced sulphapyridine so thiouracil and other 
compounds are likely to replace thiourea because of the 
avoidance of serious toxic éffects. One fatal case of 
agranulocytosis has been reported with thiouracil 
(Himsworth 1944). . This patient had had long previous 
treatment with iodine and appeared resistant to ‘treat- 
ment with thiouracil, the dose of which was held at 
l g. daily for 4 weeks and then increased to 2 g. / 

Another derivative of thiourea, 4-methyl thiouracil, 
has much the same action as thiouracil, but is more easily 
and safely manufactured. The structural formule are 
here compared with that of thiourea. ` | 


ù ey one O NH- 
CH cs © CH cS > cs 
per I | I 
CH—— NH O CHC ——NH > NM, 
Thiouracil 4-methyl Thiourea 

thiouracil 


The purpose of this ‘paper is to report the use of methyl] 
thiouracil in 16 cases of hyperthyroidism. 
METHOD AND RESULTS OF ADMINISTRATION 
Methyl thiouracil was given in daily doses of 200 mg., 


stepped up by 200 mg. every day or every other day to 7 


the effective daily dose. At first this was thought to be 
1-0 g., but in 3 patients a daily dose of 1-4 g. was used 
for a few days: later, it was thought wiser not to exceed 
a daily dose of 1:0 g., and in cases now under treatment 
the dose is being limited to 0:8 g. When a satisfactory 
rate of gain in weight was attained, a maintenance dose 
was substituted, of 200 mg. in the first cases, later of 
100 or even 50 mg. Phenobarbitone was employed 
during the period which invariably occurs between the’ 
beginning of treatment with methyl thiouracil and 
improvement in symptoms. . All patients had some 


enlargement of the thyroid gland ; several had adenoma. 
- Duration of symptoms ranged from a few weeks to 2 


years or more. Ages ranged from 16 to 68 years. 

The BMR was estimated either by Benedict’s method ` 
or (for lack of technical assistance and in patients without 
hypertension) by Reade’s formula: under the same 
conditions of isolation and fasting. Its determination 
is neither more nor less necessary than with other forms 
of therapy, and will be mainly useful in the differential 
diagnosis of anxiety states without hyperthyroidism, 
and to confirm or refute impressions of hypothyroidism | 
consequent on atrophy. Observations on the blood- 
cholesterol were made routinely and were possibly as 
informative as the BMR. | 

There seems no reason to suppose that the careful use 
of thiouracil will result in such atrophy as will cause 
undesirable hypothyroidism, or at least that the risk 
of hypothyroidism will be any greater than with opera- 
tion or any less amenable to treatment with thyroxine 
if necessary. <Astwood (1944) has made some pre- 
liminary observations on the production of hypo- 
thyroidism in persons with normal thyroid function by 
the employment of daily doses of 400—600 mg. daily and 
has found that it requires treatment over several months 
to produce a fall in. the BMR. 


~~ 


` 
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The results of treatment in these 16 patients fully 
bear out the reports -already made- by other observers 
of excellent progress under the influence of thiouracil. 
The case-reports are summarised in graphic form in the 
figure. A latent period was invariable and was pro- 
tracted to 4 weeks in one patient previously given iodine ; 
the shortest latent period was in a girl of 16, in whom 
striking effects were seen 10 days after the first dose 
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of 0:2 g. (increased by 0:2 g. on alternate days). The 
type of” goitre appeared to have no bearing on the rate 
and degree of improvement. The latent period was 
longer in the chronic cases, but chronicity did not prevent 
subsequent rapid progress. Euphoria was invariable. 
Gain in weight was rapid—one patient gained 14 Ib. 
in 3 weeks, another 33 Ib. in 4 months—and gain in self- 
confidence, and subsidence of tremor, sweating, and 
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palpitation. were obvious. No case failed to respond. ‘appears that he began to lose weight immediately. A 


WHITE CELLS (per c.mm.) 


© 
© 
© 


WEIGHT (16) 


-One patient, who had undergone partial thyroidectomy 
6 months previously. with only partial suċcess, returned 
to work as a printer after gaining half a stone in 3 weeks ; 
his BMR fell from + 23 to — 1 iù'this time. 
-abandoned treatment and undertook several hours a 
day overtime work ; 
observation at the time he discontinued treatment it 


He then 


although not under immediate 
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severe relapse ensued, to be followed by improvement 
directly methyl thiouracil was resumed. 
ST depression in the electrocardiogram of an elderly 
subject disappeared under treatment; another patient - 
had auricular fibrillation, which gave way to a sinus 
rhythm punctuated by fre 


quent extrasystoles, which 
gradually disappeared. — PA | 
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Size of gland.—The expectation is that the size of the 


` gland should not be reduced by thiouracil treatment, and 


even possibly increased by thyrotropic pituitary action 
(Himsworth 1943). This was confirmed except in the very 
acute case of the girl of 16, in whom the hyperthyroidism 
was complicated by a tuberculous pleural effusion. 
Reduction in the size of the gland was here very obvious 
and coincident with clinical improvement. Exoph- 
thalmos and lid-lag, also expected to persist, were 
simultaneously reduced in this case. 

Toxicity.—No case had any but minor toxic symptoms. 
Transient localised and non-irritant rashes appeared 
on the trunk in 2 patients. One of these had also a 
slight rise of temperature and mild diarrhoea ;. the drug 
was stopped for 3 days and then resumed without 
recurrence of symptoms. No late toxic effects were 
observed over periods of treatment up to 8 months. One 
patient complained of complete loss of taste when a 
daily dose of 1-4 g. had been reached; the symptom 
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determined the optimum conditions of treatment,.it is 


best. that these compounds should only be used by the 
specialist, with full laboratory control. The follow-up 
is exceedingly important, and should be under the super- 
vision of the specialist also. 


, SUMMARY > l i 
Methyl thiouracil was used in the treatment. of 16 
patients with hyperthyroidism- with good results; no | 


toxic symptoms of importance were observed. 

My thanks are due to Dr. A. N. Macbeth for her advice, 
and to Organon Laboratories, Ltd. for the methyl thiouracil 
used in these trials. I am also very grateful to Dr. E. J. 
Rounthwaite, to Dr. M. W. Hadley, and to Mr. P. A. L. Scott 
for their help in making observations and in blood-counts, 


_.and to Sister M. F. Skene for her painstaking supervision, 


persisted as long as this dose was maintained and dis- - 


appeared gradually when it was reduced ; 
toxic symptoms accompanied it. _ 

Effect on leucocytes.—Some depression of the leuco- 
cyte-count was seen in 8 out of 9 patients who were 
not given liver at the same time as their methyl thiouracil ; 
the effect was mainly on the neutrophils but not confined 
to them. The depression was of the same order as that 
seen with full doses of some of the sulphonamides, and 
was transient in the sense that the count tended to rise 
again before the dose of thiouracil was reduced, but a 
. further rise in the count was seen in some cases after 
- further reduction of dose to 200 mg. or less. Himsworth 
(1944) considers the production of serious neutropenia 
in a given patient unpredictable except in point of time— 
i.e., if it is going to appear, it will do so during the first 
2 weeks of treatment. Experience is awaited on two 
possible methods of prevention. First, the danger may 
be reduced or abolished by keeping to a minimum 
effective dose; Nussey (1944) saw no alarming leuco- 
penia among 24 patients given a maximum daily dose 
of 0-6 g. thiouraci]. Second, there is a possibility that 
patients may be protected: from leucopenia by a diet 
rich in’ B-complex factors before and during treatment 
(Goldsmith et al. 1944). 

A mild intercurrent infection in one patient under 
treatment put the white-cell count up from 6000 to 
10,000 per c.mm.: in another the count was increased 
from 4000 to 8000 in 24 hours by the injection of 20 c.cm. 
. of ‘Pentide.’ The sternal marrow of one patient during 
a period of moderate neutrophil depression was examined ; 
no significant change was seen. i 

The eosinophil count was increased in every patient 
for whom. serial differential counts were done, from 
absolute counts of less than 50 to counts of 200 or more 
per c.mm. ; one patient had a count of 450. This eosino- 
philia is not prevented by oral doses of $ oz. of ‘‘ proteo- 
lysed liver ” (Evans) daily, given simultaneously with 
methyl thiouracil. The eosinophil count tends to fall 
as the neutrophil count rises again, if this has been 
depressed, and the eosinophilia did not persist beyond 
the 4th week of treatment in any case. 


no other 


CONCLUSIONS 


We are ignorant of the cause of Graves’s disease. 
There are few if any cases in which the evidence points 
to a ‘purely local cause in the thyroid gland itself. 
Adenoma exists more often without than with hyper- 
thyroidism. Proptosis, myasthenia, and possibly other. 


and keeping of records. 
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IDIOPATHIC GANGRENE OF SCROTUM 


GEORGE B. MAIR, MD GLASG., FRFPS, FRCSE 


SURGICAL REGISTRAR, WOODEND AND OLDMILL HOSPITALS, 
ABERDEEN E 


GANGRENE of the scrotum is not common, though 
presumably many cases are observed but unpublished. 
It was first reported by Baurienne in 1764 (see Gibson 
1930), and since then 240 cases have been recorded. 


CASE-REPORT 


A man, aged 38, was admitted to Oldmill Emergency 
Hospital suffering from pain in the scrotum of 4 days’ dura- 
tion. He had enjoyed good health until the onset of this pain 
which was sudden and severe. The pain was constantly pre- 
sent and throbbing in character. It remained localised to 
the scrotum and did not radiate. The scrotum became red 
and cedematous on the Ist day and the inflammation increased 
‘in extent and severity for the next 2 days. By the morning 
of the 4th day the whole of the scrotum was involved, but the , 
penis, perineum, and thighs were unaffected. There was no 
difficulty in passing urine, nor was the pain aggravated by 
micturition. The man carried on with his Service duties as 
an orderly until the 4th day when he reported sick and was 
transferred to hospital. His appetite was unimpaired and 
general condition good. No other symptom was remarked. 

On admission to hospital his temperature was 101-4° F, 
pulse-rate 96, and respirations 25 per min. The patient was 
short, stout, plethoric, and somewhat dyspneic. The pain 
had become easier and he lay comfortably in bed. Urine 


' was passed shortly after admission and contained no ab- 


features occur coincidently but dissociated from the. 


symptoms directly attributable to an excess of thyroxine. 
Treatment, whether by rest alone, by sedation, by 
partial destruction of the thyroid through surgery or 
radiation, or with iodine or thiouracil, causes a decrease 
of circulating thyroxine. The disease is thereby cured 
either: because the relative thyroxine deficiency pro- 
duced lasts longer than the cause of overproduction, 
or because the original cause is itself augmented by the 
hyperthyroidism and disappears when this is corrected. 


The discovery of the action of thiouracil and related — 


compounds on the thyroid gives us the power of regulat- 


ing thyroid activity with an accuracy quite unsurpassed | 


by other forms of. treatment used for hyperthyroidism, 
and indeed unsurpassed in the whole field of endocrino- 
logy. For the present, and until experience has fully 


normality, The scrotum was extensively involved in an 
acute infective process extending to its roots, where a line 
of demarcation was forming. near the perineum. There were 
several sloughing areas. No inguinal or other glands were 
palpably enlarged, nor was there tenderness or other ab- 
normality on rectal examination. Swabs from the sloughing 
area gave a profuse growth of an anaerobic streptococcus. 

On the morning of the 5th day the entire scrotum, save for a 
fringe of skin about 4 inch in length depending from the 
perineum over the roots of the corpora cavernose, sloughed off 
and left the testicles dangling clean, white and healthy looking 
at the ends of the spermatic cords. Pain at this stage was 
entirely absent and did not return, and the temperature 
settled. 

The initial stages of regeneration of the scrotum were rapid, 
and by the 7th day the testicles were covered by rich granu- 
lations, while a healthy edge of regenerating epithelium was 
growing circumferentially from the scrotal remains. By the 
28th day the scrotum had completely regenerated save for a 
small area about } inch in diameter which persisted for a 
further 10 days before granulating over. Cystoscopic 
examination showed no abnormality in the bladder. The blood 
showed only a moderate leucocytosis.during,the acute phase 


/- 
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and the urinary findings remained constantly normal. The . 


patient was given a course of sulphadiazine, 32 g. spread over 

5 days, with a light but nourishing diet, and strict attention 

was given to the local hygiene of the affected part. Every, 
care was taken to prevent introduction of infection into the 

bladder. He was catheterised on one occasion because of 
urinary retention. A suspensory bandage was worn after the’ 
slough hed separated and the wound was dressed at first with 

tullegras, and later with cod-liver oil and sulphanilamide 

cream. Finally red lotion was used in the later stages of 
regeneration assisted by daily applications for 20 minutes of 
the infrared ray., During the convalescent period the patient 

was given large doses of ‘ Fersolate ’ and general ultra-violet 

irradiation. He was discharged to a convalescent depot 

S weeks after the onset of his illness. 

: Nine months later he was readmitted to hospital complain- 

ing of abdominal pain on the left side and over the left renal 


area posteriorly. Searching examination revealed no abnor- - 


mality clinically or radiologically, and the psychiatrist was of 
the opinion that the condition was functional. The patient 


said he had “‘ never been the same since he had the gangrene.” 


to become an efficient soldier. 

ETIOLOGY 
The term “idiopathic ” is unsatisfactory, for it 
suggests that the etiology is unknown, whereas the con- 
dition ig undoubtedly a manifestation of infection with 
particular organisms. In my own case, anaerobic 
streptococci-were found, and streptococci have been 
found either alone or with other organisms in the majority 
of the 44 reported cases in which the bacteriology has 
been investigated. The organisms found in these were 
described as follows: — | i 


He has now bóen discharged from the Army, as being unlikely 


Streptococci in pure culture 23 Gram-positive cocci, facul- 


Streptococci and staphylo- ative anaerobes a 1 

cocci A R Æ 5 B. proteus vulgaris. . 1 

Staphylococci oes .. 2 | Gram-positive bacilli l 

Staph. aureus and B. fluores- on pie pedi z i 

a eo RO MCR Ape te Geen aa l 
Bact. coli `.. -o .. Cl. welchii + secondary 

Fustform: bacilli and invaders .. D os 1 

spirochetes os -- 1 | Strep. pyogenes .. Oe | 

B. fusiformis . cee. A? 1 B.. gangrenæ cutis? iM 2 

, B. gangrene cutis is an obsolete term and it is doubtful what 


-organism was actually present. 
In 125 out of the 240 cases coincident lesions have been 
found, as follows : ` l 


Systemic pyogenic infection Trauma, from coitus, horse- 


‘(septic arthritis, perineal riding, kick a sce. 21 
abscess, pera pangone. Phimosis .. m vee 2 
gangrene 0 ap Use of antiseptics in skin 
ore inguinal adeni- 33 | preparation for operation 5 

e ee ee as o e an sp r as 
Erysipela Sae gh ma 4 Thrombophlebitis 2 
Erysipelas of scrotum ie 7 Accessory factors (hernia, 
Venereal infection (soft hemorrhoids, gunshot 

chancre, 1; gonococcal, 8; wound to buttocks, &c.) l 
bubo, {> syphilis, 6; probably with no bearing — 
chancroid 1) as .. 23 on etiology gs .. 31 


The sìmilarity of the condition to gas-gangrene is so 
close as to suggest the strong possibility of the lesion 
being an atypical form of that infection. The portal of 
entry of the infecting’ organisms is often impossible to 
identify, and it is difficult to determine why the site of 
election is the scrotum. In a proportion of cases some 
loeal septic focus—balanitis, phimosis, paraphimosis, 
preputial ulcer, or other similar predisposing factor—is 


‘present, but in a larger proportion no such local condition 


can be found, nor yet a general one to explain the source 
of infection. ` ; | es l 
It has been postulated that there is an association with 
urinary extravasation. This does not seem to be so from 
the published reports, nor does there seem to be any 
common association with chronic cystitis, prostatitis, 
or other urogenital infection. Anaerobes within the 
i tract are not common, but B. welchii has been 
described in the absence of gas in cases of cystitis and 
pyelitis, and it may be possible for this organism to exist 
in the urine, and to penetrate the urethra thus gaining 
access to the loose scrotal tissues, which lend themselves 
to the rapid spread of acute inflammation. Trauma may 
have been a precipitating factor in some instances. 


SYMPTOMS 
The condition is typically sudden in onset, rapid.in its- 
course, and found at any age from infancy upwards. 
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It is commonest in the middle and later years, for only ~- 
26 cases have been described in children, the youngest 
being 5 days old. Usually the man has been healthy 
until taken suddenly ill with pyrexia, pallor, prostration, 
pain in the affected area, and the development of the 
local lesion. The first local sign is swelling and cedema 
of the scrotum, usually generalised, but at times strictly 
local, and possibly even confined to one side. Within 36 
hours the redness has become dusky, and early gangrene 
is declaring itself. _Gidema is gross and the scrotum 
presents the appearances of an acute infection. Reten- 
tion of urine may render the patients even more miserable 
and the pain may spread upwards into the iliac fosse. 
Desquamation of the more normal scrotal skin and 
pronounced sudorosis accompany an increase in the 
The foetid odour surrounding 
the bed is typical. Immediately. before the gangrenous 
process begins there is often emphysematous crackling 
in the part and gas can be detected in the loose scrotal 
tissues. Where the organism is a streptococcus this 
may not be so, and the outlook seems to be better in the 
absence of gas. : ae | 

When gangrene has appeared, it spreads rapidly and a 
line of demarcation forms within a few days. Spread is 
accompanied by deterioration in the man’s general con- 
dition. When the line of demarcation has formed, the 
general intensity of the infection subsides and within a 
few hours the affected scrotal area drops off, or is easily 
removed while dressing the part, and the testicles are 
revealed hanging free and appearing to be healthy. The 
tunica albuginea is unaffected. Most of the scrotum 
usually sloughs, leaving a healthy little fringe surround- 


ing the base of the penis. In a more severe case, how- 


ever, the gangrene may rapidly spread to the anterior 


. abdominal wall, or even to the axille. Here, also, it is 


confined to the skin and fascial areas, and muscles are 
not involved. .The more extensive the lesion the more 
intense is the systemic infection and the worse is the 
prognosis. During the period of separation. of sloughs, 
hemorrhage may be dangerous, but can be controlled 
with pressure and warm compresses. . 
The most remarkable feature of the condition is now 
witnessed—the extraordinary rapidity of regeneration. 


. A rich granulating surface is early seen and epithelisation 


swiftly forms a new scrotum. 


PROGNOSIS 


Prognosis must be guarded in the early days, at least 
until the line of demarcation has formed and the slough 
been cast off. After that, the toxæmia becomes less and | 
the outlook improves. Randall (1920) found the death- 
rate to be 32:1% and in 1931 Gibson’s figure for 206 cases 
was 26-7%. The duration of the disease from onset to 
fatal termination varies from 36 hours to 36 days, and 
the cause of death is usually intense toxemia. It is 
significant that the afflicted person is generally a robust 
adult in good health and presumably with powerful 
resistance to infection, yet he is struck down and 
overwhelmed with striking rapidity, a tribute to the . 
virulence of the infection. a ! 


TREATMENT 


In 40 reported cases operative interference was carried 
out, with a mortality of 32:-5%. This is somewhat higher 
than the all-in death-rate, and suggests that operative 
interference is not ideal. Operation is unavoidable when 
the gangrene spreads widely. The mode of extension is 
beneath Colles’s fascia of the perineum and Scarpa’s fascia 
of the abdomen, following the line of the fascial planes. 
These may therefore need to be widely incised, and it is . 


. important to be radical and speedy in performing 


debridement. The use of the sulphonamides or penicillin 
should substantially reduce the gravity of this infection, 
and isto be preferred to serum. Deathis now less likely to 
follow in gas-gangrene infections where sulphonamides 
have been effectively administered and the same is likely 
to be true of this kindred condition. In a few years it 
should be possible to work out mortality figures following 
the conservative lines carried out in my own case, and I 
feel confident that chemotherapy will once again prove 
its worth. i | 
In the past, bilateral orchidectomy has been performed 
when the testicles became exposed. This cannot be too 
strongly deprecated. Further, plastic operations for 
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+» covering the raw area are quite unnecessary. A few | 


weeks suffice for nature to effect all that i is required, with 
the help of efficient nursing. 


SUMMARY 


In acase >of so-called idiopathic gangrene of the scrotum 
conservative measures, including local and general 
sulphonanides, were adopted with a successful result. 

A more suitable term would be acute infective gangrene 
of the scrotum, since this is undoubtedly a manifestation 
of infection, though a variety of organisms may be 
responsible. 

An analysis of the 240 reported cases has been made 


from the point of view of age-incidence, bacteriology, . 
associated lesions, signs, symptoms and complications,. 


prognosis, and treatment. 

Conservative methods of treatment are sufficient unless 
the gangrene spreads widely, since the scrotum: rapidly 
regenerates in uncomplicated cases.. 

I wish to thank Dr. Harry Rae, Medical] Officer of Health for 
Aberdeen, and superintendent of the hospitals, for permission 
to publiat thig report. ` 
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RECOVERY FROM TUBERCULOUS 
MENINGITIS | 


G. H. JENNINGS, MD CAMB., MRCP 


SENIOR PHYSICIAN AND DEPUTY MEDICAL DIRECTOR, 
REDHILL COUNTY HOSPITAL, EDGWARE 


THe number of cases of tuberculous meningitis which 
have been seen to recover is extremely small. ' Of the 
two cases described, one, infected with human tubercle 
bacilli of low virulence, is of the rare group in which the 
diagnosis has been fully substantiated by culture and 
typing of the bacillus, and by an estimation of its viru- 
lence ; this boy has been seen recently, 17 months after 
the onset of his illness, in robust health and working as a 
junior gardener. The other case unfortunately belongs 


to the rather larger group of cases in which tubercle : 
bacilli were found in the cerebrospinal fluid during an 


attack of meningitis, but in which the organisms were 
not further tested as to their type and virulence; this 
patient, seen in 1938, changed: her address and has not 
again been traced. ~ 


CASE-RECORDS 


Case 1.—A gardener, aged 16 years, was a well-developed 
boy with no significant past illnesses and no family history of 
tuberculosis. He was admitted to hospital on June 2, 1943, 
complaining of headaches of 4 days’ duration, accompanied by 
vomiting and increasing drowsiness. On admission he showed 
definite neck-rigidity and his headache was chiefly frontal. 
Kernig’s sign was at no time positive. When first seen his 
tongue was slightly furred and his temperature was 102° F. 
There was depression of the tendon. jerks in the arms, and the 
knee-jerks were both absent, but the ankle-jerks were brisk. 
Both plantar responses were extensor. The cerebrospinal 
fluid was under normal pressure, but slightly turbid. Lumbar 
puncture was twice repeated, on June 7 and 17, and a full 
comparison of the findings in the cerebrospinal fluids from the 
three punctures is given in table I. 


June 3: Headache almost gone. 
One vomit. T. 101-4° F. 

4: No headache. T. 101:2° F. 

7: Second lumbar puncture. No retum of symptoms. 
Evening temperature 98-8° F. 

10: No neck-rigidity and no headache. 
pation. Transient return of fever in evening (T. 101:2°F). 

l4: No fever for 4 days and no return of symptoms. Rt. 
plantar reflex now flexor; lt. doubtfully extensor. 
CNS otherwise normal. 

16-19: Evening temperatures 99:2-99-6° F. No return of 
symptoms. CNS normal. Third lumbar puncture on 
- the 17th (see table 1). 


Still slight neck stiffness. 


“@upeequently up to the day of his discharge on July 8 


he remained well and afebrile, and his sedimentation-rate 
(Westergren) gave a normal result. X-ray films of his chest 
and skull taken in July, 1943, and November, 1944, showed 
no significant abnormality. Up to November, 1944, he had 
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: weeks before her admission. 


Persistent consti-” 


[APRIL 14, 1945 


TABLE I— CEREBROSPINAL FLUID: : FINDINGS IN. OASE -l 


Date.. .. | June2 | June7 |: June 17 
‘Pressure. Normal - Low Low +> 
(75 mm. H,O) | (70 mm. H,0) 
Appearance... | Turbid  Turbid.- Clear* 
Protein 100 220 60 


i 


Pandy and Nonne 
Apelte P++,NA ++4/Psolid, NA+ +i P +, NA + 


| 
Chloridest . ! 690- | 690 720 
‘White cells ` per | | 
c.mm. .. a 660 | 600 65 ; 
Lymphocytes .. | 98% | -o 98% = 
. Tubercle bacilli . sal + Scanty | | - 
| : 
Culture (Loewen- . o | 
stein) .. .. | Human TB Human TB Sterjle 


* = A little fibrin clot. 


maintained full, normal health since his discharge ‘from 
hospital. 

The tubercle bacilli from this case were cultured by Dr. 
Hamilton Paterson and found to.be a eugonic strain. That 
they were of human type was confirmed by injecting them 
into a guineapig and a rabbit.. After a month the rabbit 
showed no infection, but the guineapig, killed .at the end of 
6 weeks, was tuberculous. Two months after their first 
culture Dr. E. Nassau also inoculated these organisms into 
both guineapig and rabbit and found them to be a human 
strain of low virulence. In just under 2 months the guineapig 
died of a “‘ moderately generalised tuberculosis’; but the 
rabbit, inoculated at the same time, was quite healthy over 
4 months after the inoculation. 


Case 2.—A single domestic servant, aged 41 years, was a 
normally developed woman with no significant past illnesses, 
though she had a brief attack of diarrhea and vomiting 3 
For 3 days before being sent 
into hospital she had had headache, fever, and stiffness in the 
neck. At admission, on July 17, 1938, her temperature was 
100° F and pulse-rate 100 per min.; she was extremely 
drowsy and moderately disorisitated. She showed well- 
marked neck-rigidity and a positive Kernig’s sign. There was 
also bilateral ptosis, more pronounced ‘on the right side. 
She could not see with the left eye, and the left internal and 
external recti and right superior rectus.all were weak. The 
right disc showed slight blurring of the edges. Pupils were 
equal and reacted to light but not to accommodation. The 
left side of the face showed some weakness of a lower motor 
neurone type, and occasionally the facial muscles on that side 
twitched. There was also increased spasm in the left sterno- 
mastoid muscle. The ears were normal. All tendon reflexes 


t = mg. per 100 c.cm. 


‘were brisk, and the right biceps jerk was brisker than the left. 


There were no abdominal responses and the plantars were 
flexor. On the day of admission Jumbar puncture was 
performed and the cerebrospinal fluid was slightly hazy: and 

TABLE II—CEREBROSPINAL FINDINGS IN CASE 2 


_ Date 


FLUID : 


. \July 17|July 18 July20 July 26 Aug.1 | Aug. 19° 


Pressure .. 200 mm.|180 mm.| Nor- Normal Normal! Normal 


30 H,O m ) ; 
Clear Col. with Col. with ~ 


Appearance | Opal. | Opal. Sl. 
.| with with opal.! with small many 
clot clot we | web clots {small clots 
clot | 
Protein* .. 400 450° ae 100 
Pandy +++/ +++ Jee ++ - 
Chiorides* | 620 | 630 | .. | 670 | 700 | 750 
i 
Sugar Nil Nil 
Lympho- ! 
cytcs Nil Nil eo A | 
Polymorphs | + | + | ++) | 
Tubercle | ; 
‘bacilli; = | ‘= + = - "E 
Culture ... | Stérile | Sterile |. .TB | Sterile | Sterile | Sterile 


°’ = mg. per 109, c.cm.; Sl. opal. = slightly opalescent ; ae 
Col. = colourless. 
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McCordock (1933), it is likely that their c 
developed very small tuberculomata in the nervous 


- nervous system. 
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under an initia] pressure of 200 mm. There was no block (see 

table 11). oe D a 

July 19: A little less drowsy. T.100°F. Neck stiffness and 
ptosis of rt. upper eyelid. Now no lt. facial weakness. 

22: More alert and rational. No evident ptosis but still 
well-marked neéck-rigidity. T.101:2°F. | 

25: Very well and quite rational. Free for the first time 
from fever and headache. Neck still definitely rigid and 
Kernig’s sign still just positive. A little weakness in devia- 
tion of eyes to left. | 


- 29: Continues well, but now has slight synovitis with effusion 


in lt. knee. Free from headaches,.and neck-rigidity 
diminished. Kernig’s’sign negative. Temperature nor- 
mal. (On six evenings in the following week it roze to 
99-99-4° F.) a l 

Aug. 2: Synovitis now settled and no symptoms present. - 

9: Had slight occipital headaches on previous day and 
temperature of 99-2° F in the evening, but cerebrospinal 
fluid clear and under normal pressure. | 

30: Discharged to a convalescent home after being up and 
about the ward and free from symptoms for 3 weeks. 

The Wassermann reaction in both blood and cerebrospinal 
fluid was negative, and radiograms of the chest and skull 


showed no abnormality. | 


DISCUSSION ` 


In these two cases tubercle bacilli were found in the 


cerebrospinal fluid during illnesses which were. both 
clinically clear examples of meningitis. The cerebrospinal 


fluid in each case showed confirmatory evidence of. 


meningitis besides the presence of tubercle bacilli, and 
yet, both patients became well enough to leave hospital. 
One of them is known to have remained well for more 
than a year, and in this case the meningitis was beyond 
doubt due to tubercle bacilli of human type. 

There are few records of cases of this kind which have 


recovered. A different group of infections of the central - 


nervous system by well-identified tubercle bacilli has 
been described by Macgregor, Kirkpatrick, and Craig 
(1934). Of their three cases, one with human and two 
with bovine tubercle bacilli in the CSF, two showed 
no evidence of meningitis either clinically or in the 
cerebrospinal fluid ; one of these had no certain neuro- 
logical signs and the other was most like an encephalitis ; 
the first showed signs of otitis media, bronchopneumonia, 
and pleurisy ; the second developed fever, headache, deep 
drowsiness, and. delirium six days after slight injury in 
a car accident, symptoms which were relieved after a 
further five days by lumbar puncture. All three were 
young children and the only one with any meningitic 
features closely simulated poliomyelitis. Ags these 
writets point. out, following the work of Rich and 
es ha 


system and that these lesions healed ; for all their cases 
recovered. | a 

Cases which recovered. after having full signs of 
meningitis and also tubercle bacilli in meningitic cerebro- 
spinal fluid have been described by Hobson (1935), 
Parry (1934), and Plazy and Mondon (1935), who men- 
tion another case described by Avanzinos in 1903. The 
case of Cook (1936); though a tuberculosis contact and 
clinically much like tuberculous meningitis, did not have 
tubercle bacilli in the cerebrospinal fluid. In the other 
cases no confirmatory tests were performed on the 
tubercle bacilli which were found. But it is interesting 


to note that Plazy and Mondon, whose case with its brief 


illness was in many respects similar to .case: l, sug- 
gested that an organism of low virulence had infected 
their patient. Hobson’s case resembles case 2, having a 
severe and long illness, cranial nerve weaknesses (the 
seventh and eighth nerves), and transient joint symp- 
toms, these last presumably due to a tubercle bacilleemia. 
Neither of the present cases showed any evidence of 
miliary tuberculosis, nor ig any apparent from the 
accounts of the other cases quoted. It appears that 
the meninges in all cases of this kind are infected from 
previously formed small tuberculomata in the central 
In Hobson’s case there is much 
evidence to support such a sequence: of events, while 
in the cases of Macgregor, Kirkpatrick, and -Craig the 
illnesses may well have been due to the development of 
smali tuberculomata in the brain and cord without any 
subsequent meningitis. 
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Ina thorough examination of the brains and meninges 


_ Of a large series of cases of tuberculous meningitis, Rich 


and McCordock (1933) found strong evidence of small 
tuberculomata being present in the great majority before 
the onset of meningitis. Their experimental injections 
of heavy suspensions of virulent bovine tubercle bacilli 
into rabbits, sufficient to cause extreme visceral miliary 
tuberculosis, did not produce any tuberculous meningitis 
even up to 28 days after the inoculation. Their ob- 


‘ servations led them to conclude that the development of 


meningitis ‘‘is a fortuitous event, depending not upon 
the existence of miliary tuberculosis but upon the chance 
extension of infection from an established, caseous 
focus ..:adjacent to the meninges or ventricles.” 
That death need not necessarily follow from this menin- 
gitis has been demonstrated by the cases mentioned in 
this paper, and case 1 seems to. indicate that when 
recovery takes place the:infectious tubercle bacilli are’ of 
low virulence. 7 3 

I am indebted to Dr. J. Hamilton Paterson and Dr. E. 
Nassau for.help with pathological investigateans. 
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ACTIONS AFTER BEING SHOT THROUGH 
© THE BRAIN 


DouUáLAS J. A- KERR, MD EDIN., FROPE 
PRINCIPAL POLICE SURGEON, EDINBURGH CITY 


Ir is of course well known that considerable power of 
voluntary movement. may be taps after gunshot 
wounds of the brain, but in the following case the extent 
of the movement after being shot through the brain 
with a -45 Service revolver was exceptional.. | 

A professional man, aged 62, was depressed owing to 
financial and domestic worries, and suspected that he was 
suffering from malignant disease. He left letters indicating 
his intention to commit suicide and also informed a friend of. 
this intention the previous evening.. a 

On the night of the incident he evidently spent a consider- 
able time in a summer-house in the gardens in front of his 
lodgings and smoked about 20 cigarettes before shooting 
himself. That he shot himself in the summer-house was 
shown by a bullet hole in the roof, particles of brain matter 
adhering to the rafters, and. a +45'Colt revolver on the floor. 
' The exact time he‘shot. hjmself is not known, but he must 
have remained unconscious for some hours. Snow began to 


- fall at’6 next morning, and within ‘an jour there. had been. 


a heavy fall. About 7 am, after it had stopped snowing, he 
had staggered from the summer-house in an attempt to reach 
his owh house across the street. At first he was.very uncer- 
tain of his movements. His footsteps could be traced in a 
rough circle round the gardens from tree to tree and back 
to the summer-house, a distance of 165 yards, where he 
apparently had a rest. He then recovered further and walked | 
up a narrow path, unlocked the garden gate with his key, 
walked across the road to his house, making a total distance ° 
of 300 yards. -At 7.30 am he rang the bell of his house. The 
landlady opened the door and the man said quite clearly to 
her, ‘‘I must go to the bathroom.” He then placed his 
umbrella in the umbrella-stand, was helped off with his 
overcoat, and assisted to the bathroom on the ground floor 
where he became unconscious. He was removed to hospital 
where he died 3 hours later. 

I carried out an autopsy next morning. The bullet had 
entered under the lower jaw on the left side, grooved the side 
of the tongue, passed ‘up through the anterior part of the left 
middle fossa of the skull, grooved the tip of the temporal lobe, . 
passed through the centre of the left frontal lobe of the brain 
and emerged through the left side of the frontal bone leaving 
a hole 14 inches in diameter in the skull. ! 


SUMMARY 


A man aged 62 shot himself through the head with a 
-45 Service revolver. The bullet passed through the 
centre of the left frontal lobe. After an interval he 
recovered sufficiently to walk 300 yards, carry out 
numerous actions, and speak clearly before collapsing. 
He died 3 hours later. | 


1 


ticularly the lungs. 
‘strated that a person inhaling, through a small rubber 
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ABSORPTION ` OF AEROSOL PENICILLIN 
VIA THE LUNGS 


THERE are still occasions when the administration of 
penicillin may present difficulties. Pain from repeated 


re 


or long-continued injections, extreme youth of patients, 
rapidity of excretion, and the destructive effect of the | 


gastric juice all introduce therapeutic handicaps. But 


one possible procedure which has received little attention 


might well circumvent some of these difficulties—the 
absorption of penicillin via the respiratory tract, par- 
Mutch and Hoskins! have demon- 


nose-mask, droplets produced from aqueous sulphon- 
amide solutions nebulised in a Collison apparatus, absorbs 
the drug in therapeutic quantities, and they. suggested. 
that penicillin might be administered by similar means. 
But any form of mask has obvious disadvantages when 


administration must be protracted or the patient is very 


young or extremely ill. We therefore decided to use 
true aerosols of penicillin—mists composed of such very 
small particles that they long remain suspended in the 
air and quickly penetrate to distant parts of a room. 
Antibacterial aerosols, such as those of resorcinol, hypo- 
chlorous acid, the glycols, and lactic acid in non-irritating 
concentrations can be readily inspired.? The same 
obviously applies to penicillin. But, owing to its 


relative instability and liability to oxidation, it was 


essential to know how long penicillin remained active 

in aerosol form. - 
ACTIVITY OF AEROSOL PENICILLIN 

An electrically driven generator was chosen which did 


not raise the temperature of the solution and could 


disperse an accurately measured amount. We found 
that at room temperature a penicillin aerosol remained 
fully active for at least 90 minutes, often much longer. 
To quote a typical result, in a closed space of 1072 cubic 


- feet we dispersed, over a single period of 60 sec., 1:5 c.cm. 


of aqueous aerosol sodium penicillin (10,000 units per 
c.cm.), thus producing an initia] air concentration of 
1-5 units per cubic foot. One and a half hours later the 
suspended penicillin could still completely inhibit the 
growth on blood-agar of a group C hemolytic strepto- 
coccus -atomised from a broth culture into the room. 
The effect was tested by taking air at 15 minute intervals, 
a cubic foot at a time, into a Bourdillon slit-sampler 
kindly lent by the designer. .: 

. As an example of the distance from the generator at 
which the effect. may be obtained, using a larger room 


(3000 cu. ft.) and running a smaller generator designed 


for use in hospital, we. noted complete inhibition of the 
organisms on blood-agar plates previously inoculated 
with Staph. aureus (500 colonies per plate) at distances 
of 25-30 feet. In this case the generator was run con- 
tinuously for an hour, meanwhile dispersing into the air 
20 c.cm. of aqueous sodium penicillin of strength 10,000 


units per c.cm. At first 10 minutes after starting the 


generator, 15 minutes’ exposure at 25 feet was needed 


‘to achieve complete inhibition on the previously inocu- 


lated plates. Towards the end of the hour the inhibition 
time fell to 5 minutes’ exposure or less. 


RESPIRATORY ABSORPTION DIRECT FROM THE AIR - 


Satisfied that the aerosol remains active and can be 
projected many feet, we then turned to direct inhalation 
experiments. The preliminary tests had involved the 
continuous presence of one or other of us in the closed 
rooms and we had already noticed that afterwards our 
urine invariably contained penicillin. The.small gener- 
ator was set up at one end of the 3000 cubic foot room, 


and, with door and windows closed, was run continu- | 


to disperse 20 c.cm. of sodium penicillin in water 


ously 
Meanwhile 


(10,000 units per c.cm.) during an hour. 


1. Mutch, N., Hoskins, H. L. Lancet, 1944, ii, 775. 

2. Triat, A. Bull. Acad. méd. Paris, 1938, 119, 64. Pulvertaft, 
R.J.V.et al. J. Hyg., Camb. 1939, "39, 696: Lancet, 1939.1, 443. 
Twort, C. C., Baker. A. H. et al. J. Hug., Camb. 1940, 40, 253; 
1942, 42, 266 ; 1944, 43, 382. Mudd, S. J. Amer. publ. Hith 
a Oct. > "1943: Brit. med. J. 1944. ti, 67. Robertson, 

. H.etal. J. erp. Med. 1942, 75, 593 ; Seience, 1943, 97, 142. 
Ee ë: H. et al. Lancet, 1940, ii, 770. Bourdillon, 
ie ie J. Hug., Camb, 1941, 41, 197 ; Brit. med. J. 1942, i, 
a» i, 791. 


OF AEROSOL PENICILLIN 


VIA THE LUNGS . [APRIL 14, 1945 
we simply sat in the reom and read. The distance of 
the face from the generator varied on different occasions . 
between 4 and 6 feet. The generator stood 4 ft. 6 in. 
above the floor. l 
Before sitting down in the room the bladder was always 
emptied and a specimen kept. The greatest care was 
taken not to swallow while in the room. Breathing 
was as much as possible through the mouth with the 
nose held or covered. All saliva was expectorated into 
a covered Petri dish and the mouth occasionally washed 
out with distilled water. Breathing was of average 
normal depth. There was no respiratory or other dis- 


comfort, no coughing, and no conjunctival or nasal 


irritation. The times of exposure ranged from 15 to 30 
minutes. On leaving the room all skin surfaces from 
which penicillin could possibly be derived were at once 
oe A urine specimen was collected 15 minutes 
ater 

Both of us made numerous tests on ourselves and on 
four adult volunteers... On every occasion considerable 
quantities of penicillin could be detected in urine secreted 
after 15. minutes or. longer in the room. The usual 
standard methods of penicillin detection were used. 
The pH of the urines was first adjusted to neutrality 


‘and a control always run with the urine passed before 


exposure.» The average result of 15 minutes’ exposure 
was @ urine completely inhibiting the growth of a sensitive 
Staph. aureus in a dilution of 9 parts of broth to 1 part 
of urine. By increasing exposure up to 30 minutes, it 


~- was easy to obtain a concentration giving inhibition 


in broth 19 parts to urine 1 part. Tests were also made 
on blood collected immediately on leaving the room. 
After exposure varying from 15 to 30 minutes the inhibi- 
tion range, using a moderately . sensitive 8-heemolytic 
streptococcus, fell between 1 in 2 and 1 in 3 dilutions of 
the blood. The concentration curves are now being 


worked out in detail, but the preliminary figures show 


that aerosol penicillin can be absorbed in therapeutic 
quantities via the respiratory tract and this direct from 
the atmosphere of a room, without the use of any form 
of mask and without the recipient suffering the least 
inconvenience or discomfort. : 


DISCUSSION , 


The possible clinical applications of aerially distributed 
inspired penicillin appear to be numerous. In a room 
or small ward of, say, 4000-5000 cubic feet several adults, 
and even more children, could be treated at the same time 
without.disturbing them in any way or even while they 
slept. For individual patients, particularly small 
children, the aerosol might be administered by any 
simple ‘‘ tent ’’ technique. Small aerosol generators can 
be activated through pressure from an oxygen.cylinder. 
There is no need to waste penicillin if spatial conditions. 
are adjusted appropriately. 

The most obvious application seems to be in pneu- 
monia, bronchial infections, and carrier conditions, 
particularly in very young patients. But when for any 
reason repeated or protracted injection is impracticable, 
the aerosol method could be adopted for practically any 
form of penicillin-sensitive infection. Moreover, aerosol 
distribution of penicillin, since it can produce complete 
bacteriostasis on surfaces 20 feet or more away from the 


generator, might be of value in the operating-theatre 


when the risk of secondary infection is high or when- 
difficult septic dressings are done. With regard to 
respiratory infections we have already’ experienced 
several apparent successes and observations are pro- 
ceeding. But the possibilities seem to range over such 
wide fields that our present object is simply to call 
attention to the experimental facts as they stand in the 
hope that those with better opportunity than ourselves 
for clinical experiment will carry the matter further. 


SUMMARY T 


Aqueous sodium penicillin remains active for a con- 
siderable time when dispersed as an aerosol, 

Penicillin inspired in this form, without the use of any 
mask, readily passes into the circulation, is excreted in 
the urine, and can soon be detected in the blood in 
therapeutically useful concentration. 

It is suggested that the administration of penicillin by 
this means may have several useful clinical applications. 


Continued at foot of next column 
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‘surgery to an otherwise impossible degree. 


and as a hemostatic application in hemophilia. 
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Medical Societies 


ROYAL SOCIETY OF MEDICINE . 

AT a meeting of the section of experimental medicine 
and therapeutics. on March 13, with Dr. E. N. ALLOTT, 
the president, in the chair, a discussion on 


Blood Coagulation 


was opened by Dr. R. G. MACFARLANE, who surveyed 
the factors concerned and the derangements that lead 
to abnormal bleeding, or intravascular clotting: ‘This 
field, so long one of academic dispute, was, he said, at 
last bearing the fruit of practical application. Some at 
least of the faults in the coagulation mechanism could 
now be corrected. In the various hemorrhagic dis- 
orders associated with hypoprothrombinemia vitamin K 
was saving many lives. The treatment of hemophilia 
was unfortunately still only symptomatic, but improve- 
ments in the use of local coagulants was increasing their 
efficacy. Recent work was promising to show that the 
clotting defect was an excess of anti-kinase, and once 
this was established there would be a firm basis for 
research aimed at the general treatment of the condition. 
Not less important ‘were the advances in the control of 
intravascular clotting. The increasing use of heparin, 
and to a less extent of dicoumarin, was reducing throm- 
bosis and embolism, and widening the scope of vascular 
Finally there 
was the development of human fibrin as a physiological 
dressing. Dr. Macfarlane had employed it in 1941 in 
the form of sheets to cover burns, with partial success, 
Ameri- 
can workers had greatly improved the properties of 
crude fibrin, and were now using it with good effect as 
a covering for burns, as a dural substitute in brain 
surgery, and combined with thrombin as a hemostatic 
filling that could be left in situ to be disposed of by the 
normal process of repair. - . 

Dr. HAROLD SCARBOROUGH, discussing the mechanism 
of neondtal bleeding, the most important hemorrhagic 
disease: due to a low plasma prothrombin, said that a 
number of factors are responsible—prematurity, im- 
paired maternal contribution of prothrombin or vitamin 
K, ‘defective synthesis of vitamin K in the intestine or 
of prothrombin in the liver, defective secretion of bile, 
limited absorption of fat, gastro-intestina] hypermotility, 
and a low content of vitamin K in milk. Turning to 


the indications for vitamim-K administration, he ex-. 


plained. that, in obstructive jaundice, biliary fistula, and 
steatorrhoea in adults the plasma prothrombin tended 
to fall gradually, whereas in conditions of disturbed 
intestinal motility falls were more rapid. After surgical 
operation in jaundiced patients, and in patients with 
liver disease, the plasma prothrombin might fall rapidly 
to a dangerous level even though it was normal before 
operation. In the absence of severe liver disease, the 
plasma prothrombin could be quickly restored to normal 
by the parenteral injection of a vitamin-K analogue. 


-In chronic liver disease, a failure to respond to vitamin K 


indicated parenchymatous hepatic tissue damage, and 
had prognostic significance. Gross liver damage could, 
however, be present with a normal plasma prothrombin, 
and a low plasma prothrombin was certainly not the 
only cause of a bleeding tendency associated with 
disease of the liver. A positive K response test partly 
de ended on the level of plasma vitamin'A, itself often 
reduced in liver disease. Dicoumarin increased the 
prothrombin time but had many other effects which were 


little understood. It might produce dangerousand unpre- 


dictable bleeding when used inthe treatment of thrombosis. 


Its therapeutic value had not been clearly established, and . 


it was inferior to heparin as an in-vivo anticoagulant. 
The PRESIDENT agreed with Dr. Scarborough’s mis- 
givings on the use of dicoumarin, and described a case 
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, Continued from previous column 
We are indebted to Phantosol Products Ltd., of London, 
for the loan of the aerosol generators used in theseexperiments, 
and to Mr. A. C. Lock, MJEE, for technical advice. 
MD, FRCP, DPH FIMLT 
Bacteriologist to Guy’s Hospital. Technician in the Department. 
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in which severe hemorrhagic symptoms developed after 
its use, but which were controlled by blood-transfusion. 

Dr. E. FREUND thought that the detachment of intra- 
vascular clots to form emboli was due to a weakness of 
the clot itself, and claimed that the administration of 
calcium glycerophosphate obviated this. 

Mr. A. L. BACHARACH suggeésted,. with.reference to the 
intestinal synthesis of vitamin K, that the bacterial 
flora of the intestine in the neonatal period should be 
studied, and the effect of cow’s milk as against human 
milk considered. In vitamin-K therapy it was the 
synthetic analogues that were used, and in these the 
long side-chains that interfered with the absorption of the 
natural vitamin from the intestine had been eliminated. 

Dr. CLIFFORD WILSON maintained that in the jaundice 
of hepatitis the hemorrhagic tendency was not.due only 
to the low prothrombin level, since in some cases there 
might be bleeding when that level was normal; in such 
cases abnormal capillary responses might be a relevant 
factor. | pe 

Dr. Err Davis, in his experience of 500 cases of 
purpura, had observed only 4 cases of prothrombin 
deficiency, while in 10 cases of scurvy all were normal 
in this respect. 


MANCHESTER MEDICAL SOCIETY 
ON March 7 Dr. G. S. SMITH opened a discussion on 
Penicillin | 


_ He reviewed the first 100 cases receiving penicillin treate 


ment in the Manchester municipal hospitals as follows: 
(1) Of 13 cases of osteomyelitis all showed good results ; 
but penicillin did not prevent .development of a local 
` abscess in bone or periosteum, which always required 
surgical treatment. a i 
(2) Of 10 patients with septicæmia (8 staphylococcal, 1 
Streptococcus pyogenes, and .1 non-hemolytic strepto- 
coccus) 7 recovered after seven days’ full systemic 
treatment and I died of pericarditis. 


(3) Of 15 adults with pnéumonia,.who had failed to respond. 


to sulphonamides or were unsuitable for sulphonamide 
treatment, all but 2 showed improvement in general 
symptoms: these 2 had deep empyemas. In this group 
5 died, 4 from bacterial endocarditis and 1 from acute 


nephritis present before the pneumonia started. A. 


group of 17 infants and young children had broncho- 
pneumonia, mostly following whooping-cough. Here 
the bacteriology was. uncertain. but penicillin was tried 
after the failure of sulphonamides: 12 did well while 


5 died (2 within four hours of starting treatment). . 


Long-continued treatment was necessary in these cases, 
the response being rather slaw and a second course was 
sometimes needed. . . 

(4) In 6 cases of empyema (4 in children and 2 in adults) 
penicillin -was given locally to sterilise the pus in the 
chest followed by drainage in each case. The results 
were. satisfactory. - 

(5) In 9 cases uterine sepsis followed pregnancy or abortion 
and failed to respond to eulphonen den The infecting 
‘organisms were Strep. pyogenes (5), Staph. pyogenes (2), 
and Cl. welchit (2). All the patients recovered except 

_1,.who died before penicillin could have had any effect. 

(6) In 4 cases (3 women and 1 man) with long histories of 
unsuccessful sulphonamide treatment for gonorrhea, 
response to penicillin was rapid. 


i (7) In 3 cases of cavernous sinus thrombosis, all staphylo- 


coccal in origin, recovery followed intensive penicillin 
therapy, although 1 patient died some months later from 
staphylococcal arthritis of the hip-joint. ` 

(8) Intrathecal penicillin was given to 4 patients with menin- 
gitis, from 1 of whom a penicillin-sensitive Hæmophilus 
influenze was isolated. (This child had lumbar puncture 
and intrathecal penicillin twice daily for six days.) 
All 4 recovered. | 

(9) A group of 20 patients with severe local sepsis, mostly 
staphylococcal, showed results that were generally good ; 
l patient with a severe anthrax lesion on the face re- 
sponded .well. 

Prof. JOHN MORLEY thought that in civilian cases 
penicillin is most suitably given by continuous intra- 
muscular drip. This required a trained nurse all the 
time.—Dr. H. J. Voss said in cases of puerperal fever 
and white leg it was necessary to. continue penicillin 


treatment for a very long time. 


Or 


- through a microscope.” 
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Reviews of Books 


National, Health Insurance 
Study IV of the National Institute of Economic and 
Social Research. HERMANN Levy. Comes Uni- 
versity Press. Pp. 355. 18s.) 


WirH footnotes on every page, and with an ample - 


array of detail, comes another ‘‘ critical study ” from the | 


| pen of Professor Levy. His preference for retaining the 


connéxion between medical services and cash services 
was presented to readers in these columns (1943, ii, 516). 
Since that time-opinion in this country has so solidly 
settled_in favour of separation that further discussion 
becomes academic. The citation of the experience of 
other countries has, perhaps, less significance now than 
it had before experience was gained here. His book was 
written before the publication of the Beveridge report ; 


_ and he was unable to give more than a postscript of 


64 pages to that famous document. If some of his 
criticisms—such as that of the approved society system— 
have already been met, his chapters will at least con- 
tribute to the history of the experiments of the last two 
or three decades. 

The book in places reflects the tendency to assume 
that, because you can make a revolution at an appointed 
day in the rates of cash benefit and the organs of their 
administration, you can also, at a fixed point of time, 
achieve a revolution in social medicine. Perhaps not 
enough allowance is made for what has already been 
accomplished—e.g., in the statement that ‘* Medical 
Benefit, which is only partly effective, is wholly 
inadequate *> which even in its context seems hardly 
to reflect: the “judicial temper.of pure research. 

As usual the chapter headings are well furnished with 
apt quotation. It was the author or his former colla- 
borator who, in a previous volume, quoted Lord Rosebery 
as saying: ‘‘ Politics are dull as ditchwater, but ditch- 
water is interesting and instructive when looked at 
It might be said that National 
Health Insurance is dull as ditchwater, but can be 


interesting and instructive when looked at through a 
microscope—especially when the microscope is adjusted — 


by the painstaking fingers of Prof. Hermann ae 


Hale-White’s Materia Medica 
Pharmacy, Pharmacology and Therapeutics. 
Revised by DoOUTHWAITE, MD LOND., 
(Churchill. 14s.) 


(26th ed.) 
. H. FRCP. 
” Pp. 534. 


_-- IN general plan this classic is an unofficial are 


copoeia, giving essential details of all official drugs and 


preparations and including a number of unofficial 


remedies selected with discrimination. . The drugs are 
arranged in groups according to their therapeutic 
applications. The catalogue is relieved by paragraphs 
on actions and toxicology ; and simple direct’ writing 
and careful selection of subject matter has made it 
possible to include much useful information in about 
500 small pages. The pharmacognosy also is ample 


for the doctor, though inadequate for the pharmacist, . 


but lacking the background of experiment arid philosophy 
is only suitable for ancillary use by medical students. 
The Lady of the Hare 
JOHN LAYARD, MA, DSc. (Faber. Pp. 277. 12s. 6d.) 
THE two books here loosely associated in one cover 
have as their common postulate the Jungian belief 
about archetypes in a collective unconscious. The 


. first part of the volume‘describes the treatment of a 
defective and perhaps schizophrenic girl by the analysis‘ 


of some of her mother’s dreams : the second—which will 
be ‘the more interesting to most people—collects the 
folklore and mythology of the hare in various countries. 
A hare had been sacrificed in a dream by the woman 
whose brief analysis is described in the first part of the 
book, and the author Jabours with much erudition to 
prove that the hare represents pre-eminently the psycho- 
logical function of intuition, to which Jung has attributed 
such potency and value. A lucid style and a.fervent' 
wish to persuade the reader make the book an attractive . 
one, but as a document it is a startling reminder of how 
remote the methods of analytical psychology can be from 
those of the physical or social sciences. When Mr. 
Layard says that septicaemia is ‘‘ due to lack of spiritu- 
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ality quite as much as to lack of merely physical hygiene,” 
and that ‘ one of the subtlest illusions of all (is) the belief 
that disease of the body is anything other than-a dis- 
guised disease of the soul,” he betrays as odd an outlook, 
judged by medical standards, ‘as when he describes. the 
later hallucinated state of the young patient as an indica- 
tion of. her gratifying degree of improvement. But 
then he is not a doctor, and his book underlines the 
objections that doctors commonly advance against the 
practice of psychotherapy by people not medically 
trained, however eyed scholarly, and upright they 


may be. 


Shoulder Lesions 


H. F. MOSELEY, DM, FRÇS, FACS, lecturer in surgery, 
McGill University. (Baillière. Pp. 181. 25s.) 


IN: Codman’s masterpiece on the shoulder there is a 
well-known cartoon of the author looking through his 
window at a workman with an injured shoulder, and 
wondering how to induce him to come for early treat- 
ment. A corresponding drawing in this book shows Dr. 
Moseley’s consulting-room thronged with patients, their 
arms in slings. This is a measure of progress in treat- 
ment of shoulder lesions since Codman’s time; he 
lamented never having sutured a ruptured supraspinatus 
immediately—today it is a commonplace. This book 
does not claim comparison, for it does not pretend to be 
more than a practical approach to shoulder problems, 
based on the author’s own cases. He correlates recent 

. material on the use of procaine in diagnosis and treat- 
ment; earlier recognition of supraspinatus rupture ; 
the scalenus syndrome, and prolapsed cervical inter- 
vertebral disc. The result cannot but be helpful to the _ 
` busy orthopeedic surgeon, who may have forgotten how 
many angles of approach there are to shoulder pain and 
dysfunction. The only omission is a lack of reference 
to the syndrome of costoclavicular compression, and | 
this should be remedied in the next edition. 


The History of Cesarean Section. 


: J. H. YOUNG, MB EDIN., DTM & H. 
Pp. 254. 16s.) 

As Prof. Miles Phillips points out in a foreword to this 
well-written book, Dr. Young gives the most complete 
history of the origin of the term cæsarean section and 
of the actual operation itself so far published, and he 
also deals with the stages through which its technique 
has progressed. He had access to the Thomas Radford 
library of Manchester University which houses one of the 
world’s finest collections of works on midwifery. His 
bibliography and the liberal extracts from original 
works indicate the thoroughness of the study. 


The Precentral Motor Cortex 


Editor: Pau C. Bucy, ms, MD. 
Press. Pp. 605. $4. 50.) 


THIS monograph, of 18 chapters, each written by 
an expert, sums up the present state of our knowledge 
of the motor cortex. The motor area was the first part 
of the brain to yield clear evidence of localisation, and 
-Ferrier’s book in 1876 described the main results of 
electrical stimulation. At present one of the most. 
fruitful lines of research is that introduced by Dusen de 
Barenne, for tracing cerebral connexions by the local 

‘application of strychnine. This is described by his’ 
colleague Warren McCullogh. Margaret Kennard deals 
with the autonomic functions of the precentral and 
frontal areas, and recent work on the histology and 
function of the pyramidal tract is discussed by Levin 
and Sarah Tower. The editor deals with the effects of 
extirpation of the precentral cortex in man and with its 
relation to abnormal involuntary. movements. And 
von Bonin’s detailed account of the architecture of this 
part of the cortex will help to clear up the confusion 
which has arisen from a lack of agreed nomenclature. 
The volume is a standard work of reference for the 
neurologist, the neurosurgeon, and those undertaking 
research on the brain. 


(H. K. Lewis. 


(University of I Ninos 


“ ,. . The revolt against over-lecturing is natural, but 
can, I think, be overdone. Spoon-feeding would be as 
bad as under-nourishment.’’—RAYMOND PRIESTLEY, Nature, 
March 31, 1945, p. 383. 
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General Post? 


Ir was a civilian who proposed in our columns six 
months ago ! that “ as soon as the German war ends, 
a wide interchange of Service and civilian doctors 
should: ‘be arranged.” But the profession in this 
country may not yet realise how strong the demand 
for such an interchange has become among the medical 
men and women serving overseas. Wherever two or 
three are gathered together—beside the Irrawaddy, 
the Arno, or the Rhine—the question is raised : 
“ Why can’t the people in the EMS come out and take 
their turn? Why should they go on gaining pro- 
fessional experience and higher degrees while we 
remain year after year cut off from the kind of medi- 
cine we shall-have to practise later ? ”. 
that people abroad are not always quite fair to people 


-at home, many of whom have always been very anxi- 


ous to take their share of foreign service. It may be 
that on demobilisation those with field experience will 
find themselves at less of a disadvantage than they 
now suppose. But a completely objective outlook 


. cannot. reasonably be expected of men who have been 


separated from their homes and normal life for years 


on end—often at distances so great, and in circum- 


stances so strange, that they might almost be living 
in another world. And if (as is true) there is gain 
as well as loss from entering the brotherhood of arms, 
it is a gain that in war-time as many as possible should 
share. There is'a growing danger of cleavage of the 
profession after the war into two parts—those who 
wore the King’s uniform and those who did not. The 
only way to escape\this danger, and do justice, is to 
arrange that before demobilisation is complete, every 
fit young doctor shall have served his turn. Not‘ all 
will have been at Alamein or Arnhem, but both in 
East and West there are all too many memorable 
battles still to be fought. Not only war but its fol- 
lowers, famine and epigemigs, have their St. Crispin’s 
days. 

The heads of the medical services concerned are well 
aware of the feeling abroad, and are very willing to 
facilitate the interchange asked for. But they have 
to show reason why serving doctors should be treated 
differently from, for example, serving engineers or 
artisans, who may feel just as strongly that they 
should now change places with their opposite numbers 
at home who are earning good money on munitions. 
Why should the medical officer, who generally has a 
better war than the combatant, be singled out for 
early replacement and return to civil life? One 
answer is that the medical profession, with its long — 
training, limited intake, and large responsibilities, is 
in a special position requiring special arrangements if 
it is to cover its whole field as efficiently as possible : 
each year that a doctor spends away from ordinary 
medical work makes it harder for him to resume it. 
A second answer is that unless special action is taken 


doctors will probably be demobilised later than other 


officers of equal service, for a great many will, be 


needed by the Forces during the periods of occupation 


1. Lancet, 1944, ii, 454. 
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-and demobilisation : the formula for demobilisation 


according to age and length of service may have to be 
set aside in quite a number of cases because of the over- 
riding ‘‘ military necessity ”’ for retaining a medical 


officer who holds a key position. A third answer is 


that interthange of civilian and Service engineers or 
artisans is impracticable, because it takes a. year or 
two years to turn a civilian into a sapper or an infan- 
tryman. In the medical services, on the other hand, 
there are many posts that a civilian doctor can fill 


satisfactorily after very brief training, and the propor- 


tion of such posts will quickly increase as actual fight- 
ing diminishes. 
‘Being agreed that interchange on the largest 


possible scale is necessary to keep the profession fit to- 


perform its duties, how can it be achieved ? At first 


sight it may seem difficult or impossible, because there 
is a shortage of doctors everywhere : since the inter- 


change cannot be instantaneous, the services of the 
men concerned will be lost while they are travelling or 
training, and the. loss, it may be said, cannot: be 
afforded. But this is one of. the cases where ‘the 
difficult should be done at once. though the impossible 
may take rather longer. The end of the German war 
will remove the need to keep large numbers of beds 
open for convoys of wounded and for air-raid casual- 
ties, while the coming of summer usually reduces the 
pressure in general practice. The relief thus given 
should be enough to allow exchange of duties, while a 
change in the nature of European service should also 
permit the Army to make wider use of women medical 
officers. We suggest that, by way of preparation, 
every local medical war committee should be_ in- 
structed to review its list of serving practitioners and 
consider in each case whether, if the officer were 
released, he could be replaced by calling up a partner 
or neighbour who has not yet served in the Forces. 
Similarly each hospital medical committee should 
consider whether members of their staff could take the 
place of those now abroad. 

So far we are advocating nothing more than aped: 
tion of processes already familiar ; and it is only when 
one comes to the whole-time hospital appointments 
that new procedure seems necessary. A local medical 
war committee can offer to exchange one of its practi- 
tioners for a man now in Burma, because it knows 
that the Burma man, on his release, will come back 
to his old practice. And a direct exchange ‘of the 
members of a hospital’s honorary staff can be managed 
in the same way. But when a whole-time physician or 
a surgical registrar goes into the Army, probably there 
is no one officer in the Army who should obviously take 
his place. It is true that many who entered the 
Forces within a year or two of qualification would be 
thankful to continue their hospital training where it 
left off, but unless special conditions of release were 
laid down they would be under no obligation to fill any 
particular vacancy. There is no machinery of civilian 
direction that would oblige released Service officers to 
take over the civilian hospital posts vacated in their 
favour, and unless the authorities could be sure that 
each post would be rapidly taken they could not allow 
the present holders to join the Forces. Thus it seems 
that interchange of Service doctors with those now in 
junior hospital posts can be arranged only if the 


. released doctors will consent to enter a pool from 


which they would be allotted to~the most suitable 
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hospital posts in the neighbourhood they preferred—- 
provided the hospital authorities would: agree to 
appoint them. Besides- this restriction of choice 
required by war conditions, they would generally 
suffer loss of income through transfer from the 
Services to a junior hospital appointment. But the 
advantage of getting back to normal medicine in this 
country would for many of them outweigh the dis- 
advantages both of continued “ regimentation ”’ and 
decrease of salary. And the profession, which serves 
the nation, would gain much by their earlier resump- 
tion of their chosen career. 

` Enough has been said to show at least that the 
restrained cries of our colleagues overseas have been 
heard in London and approved in principle. To 
translate the principle into practice is not at all easy, 
and suggestions from those affected would be welcome. 
Easy or difficult, however, the men and women dis- 
couraged by long service abroad must be relieved and 


brought home, so that they shall not lose touch with _ 
well for periods up to 13 months. When the drug is 


their profession. The war has already lasted so many 
years that some of the disabilities of absence must now 
be shouldered by those- who have so far served onya at 


home. 
Thiouracil 


A DAILY dose of thioutacil can be relied on to 
remove most of the manifestations of thyrotoxicosis 
in 2-8 weeks, or thereabouts. The flush, the sweat- 
ing, and the nervousness disappear; the basal 
metabolic rate falls and the plasma cholesterol level 
rises; the patient’s weight increases and his pulse- 
rate falls. The initial dose required to produce these 
effects is of the order of 0:6 g. daily during the early 
weeks, and 0-05 to 0-1 g., or occasionally 0-2 g., daily 
is necessary to maintain them thereafter. The 
initial effect is slower in patients who have recently 
received iodine. Lid-retraction may diminish, but 
exophthalmos remains, and the goitre changes little 
in size—in fact, gross overdosage, likely to occur with 
larger doses in ‘the early weeks, causes a pronounced 
enlargement of the goitre ; chronic slight overdosage 
. makes the patient bloated, weary, and depressed. 
The minor “ toxic ”? effects, which are the result of 
idiosyncrasy and appear usually in the second week 
or later in the initial period of high dosage, are fever, 
rashes, and enlargement of lymph-glands ; but the 
one to be feared is agranulocytosis, 

In May, 1943, Astwoop ! reported the beneficial 
effects of thiourea and thiouracil given to thyrotoxic 
patients, and in October of the same year HIMSwoRTH ? 
published the first confirmatory series of cases in this 
country. His fuller observations were communi- 
cated to the Royal Society of Medicine in June, 1944.3 
These observations have since been abundantly 
confirmed and slightly extended. 


Enlargement of the goitre during treatment has often 
been seen +° but less often recognised as being due to 
overdosage.” Normal rhythm has been restored in 
cases of thyrotoxic auricular fibrillation. The re- 


. Astwood, E. B. J. Amer. med. Ass. 1943, 122, 78. 

. Himsworth, H. P. Lancet, 1943, ii, 466. 

Proc. R. Soc. Med, 1944, 37, 693. 

. Williams, R. H. a oe M. New Engl. J. Med. 1944, 230, 657. 
Moore, F. D., Sw D.N., (cope; O., Rawson, R, W, Means, 
J. H. Ann. Surg. 1944, 120, 

Eaton, J. C. Lancet, vt i} i 

. Donald, J. B., Dunlop, D. M. Brit. med. J. 1945, i, 117. 

. Rose, E., McConnell, J. Amer. J. med. Sci. 1944, 208, 561. 
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also continues. 


The slower re- 
sponse of iodine-treated patients is well established. 5 6 . 
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sponse is seen in- cases of so-called secondary thyro- 
toxicosis or toxic adenoma as well as in the typical . 
Graves’s disease of young. subjects,‘ 68 and it occurs 
in the presence of diabetes or of pregnancy.* Methyl- 
thiouracil acts similarly -to thiouracil. Of the 
“ toxic ” effects of thiouracil, the fever is mild ; the 
rash may be morbilliform. and itching, or urticarial e 

the patients may develop transient anorexia or 


vomiting, or a curious cedema of the legs.48 Granulo- 


cytopenia or agranulocytosis, though most likely 
to appear, if at all, during the initial weeks pf high 
dosage, has been recorded during maintenance 
treatment with 0-2 g. daily’®; in 135 cases collected 
by Dun Lop” it occurred six times in all, twice to 


only a slight degree, twice more severely, once with 


associated thrombocytopenia and hemorrhages, and 
once fatally. A generous allowance of vitamin-B 
complex, in the form of liver extract, may ‘reduce 
the danger of agranulocytosis, 

So far patients taking thiouracil. have been kept 


stopped, thyrotoxic manifestations often reappear 
within a few weeks, but yield to resumed treatment.‘ ° . 
In some cases however they have remained in abey- . 
ance for up to 8 months without the drug.¢* Where 
the maintenance dose has been too large, the clinical 
features and the excessive lowering of the basal 
metabolic rate show that it has producéd mild hypo- i 
thyroidism,‘ but this is reversible. The evidence is 
still insufficient to answer the major question whether 
thiouracilshouldreplace thyroidectomy as thestandard 
treatment for thyrotoxicosis, but the indications are 
strong that it may do so. Its action is to forestall 
the final synthesis of thyroxine in the thyroid, which 
nevertheless continues to present the histological 
picture of overaction, accompanied by an increased 
formation ‘of lymphatic tissue5" It is presumed 
that the stimulus to this overactivity, whether it-be 
pituitary thyrotropic hormone or some other influence, 
But it must be remembered that 
untreated thyrotoxicosis when not fatal is often a 
self-limiting disease, ending in a return to a relatively 
normal state or occasionally in myxedema. If a 
return to a relatively normal: state of the thyroid 
proves to be the end-result in most cases whose 
symptoms are controlled in the interim by thiouracil, 
the justification for surgery will have gone; the 
remissions reported after thiouracil encourage this 
hope. It may even be, as Leys suggests in this 
issue, that the untreated disease involves a vicious 
circle of stimulation of the thyroid by the pituitary 


‘and stimulation of the pituitary by the thyrotoxicosis, 


a circle that thiouracil may break, though more slowly 
than partial thyroidectomy. If permanent hypo- 
thyroidism after thiouracil treatment proves common, 
thyroidectomy may re-establish itself as the early 
treatment of choice; it is yet too soon for this end- 
result to have been observed. The danger of fatal 
agranulocytosis, in patients whose. blood-counts are 
carefully observed and in whom suspicious early 
symptoms can be investigated, already seems less 
than the operative mortality of thyroidectomy in 
expert hands. 

Meanwhile, some surgeons® prefer. thiouracil to- 
iodine in preparing the patient for thyroidectomy, ` 
-~ 9. Linsell, D. Ibid, 1944, ii, 597. n 


10. Dunlop, D. M. Pharmaceut. J. 1944, 153, 246. 
11. Clute, H. M., Williams, R. H. Ann. "Surg. 1944, 120, 504. 
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because thiouracil can be relied on to get the basal 
_ metabolic-ratedown to normal,and it may be expected, 


by inhibiting thyroxine formation, to obviate post- 
thyroidectomy crises.due to the liberation at operation 


_ of hormone stored in the gland. On the other hand, 
 thiouracil gives the surgeon a thyroid that is more 
_ vascular and friable than the iodine-prepared gland. 
- These eonsiderations should be in the minds of both 
_ specialists and general practitioners if the use of 
_ thiouracil, now likely to become widespread, is to be 


` 


effective and discriminating. 
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. 100% 


_A PREMONTTORY letter sent out by the council of the 


British “Medical Association says that the special 


representative meeting to be held on May 3-4 ought . 
. to reach a firm decision on the question whether the 


profession will codperate in developing a compre- 
hensive national medical service available (irrespective 
of income) to all who want to take advantage of any 


or all of its proposed benefits. This is the “100% ” . 


issue, on which so much else depends, and it is cer- 
tainly ‘time that it was settled—provided the right 
answer is reached. 7 

The Government declared in their first pronounce- 
ment, during the debate on the Beveridge report, that 
they -wanted and intended the medical service to 
be for everybody. They reiterated this decision 


in the white-paper, where they stated that “ the 


proposed service must be “comprehensive ’ in two 
senses—first, ‘that it is available to all people and, 
second, that it covers all necessary forms of health 
care.” 
since found cause to depart from this attitude. The 
medical profession, on the other hand—if we may 
judge by the answers to last year’s questionary and 
by the decisions of recent representative meetings 
of the BMA—has been divided in its opinion, without 
an overwhelming majority one way or the other. 
Some doctors have taken the line that, as both Parlia- 
ment and press welcomed the principle of iniversality 


in the. few service almost without dissent, the pro- — 


fession should accept this as the expressed wish of 
the country, and should seek to design a. universally 
available service that would function fairly. both for 
patient and doctor. Others feel that parliamentary 
approval was given without any real understanding 
of the far-reaching changes implicit in the new scheme, 
and believe that something less than a service for all 
is in the best interests of the community. Still more 
have been unwilling to make up their minds, and as 
meeting has followed meeting have put off a decision 


on this subject until more was known of the likely 


shape, and proposed terms of service, of the new 
organisation. - Whether or not the shape of things 
to come will appear any clearer to these doubtful 
ones next May we cannot predict, but it does seem that 
a statement of opinion can now no longer be delayed. 
So the alternatives must be discussed, and the argu- 
ments for and against a service for all must be heard 
a 


participation in the scheme should be restricted, base 
their preference on the premise that true independence 
of doctor and patient cannot be preserved junless wide 
scope remains for private practice. It is argued that 
many who are now private patients—and would 


os 7 "100% 


There is nothing to indicate that they have. 


gain. f 
Those who favour an income limit, above which 
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prefer to remain private patients—will not: be able 


_ to afford todo so.if they have to pay increased rates ` 


and taxes, and high insurance contributions towards 
the cost of the extended social services now pro- - 
posed by the Government. It is therefore suggested 
that people earning more than a given income shall 
either be precluded from participating in the new - 
service, or alternatively, if they agree not to make 
use of it, shall contribute to the cost of the service 
but be allowed a grant towards the cost of medical 
attention privately obtained. As, however, the Govern- 
ment mean to make the whole.community contribute 
(by rates, taxes, and direct contribution) towards 
the cost of all social services, and also to make the 
other benefits of the social insurance scheme available 
to all, it is hard to see how any income group could be 
excluded from the right to take advantage of all 
or any of the medical benefits, if they wished to do so. 
It is possible to make out a case for allowing people 
(whatever their income) to renounce their claim to all 
medical benefits and receive instead a yearly rebate 
of their insurance contributions as a grant-in-aid to- 
wards medical expenses privately “incurred. This 
might well be permitted—although, in setting the. 
level of contributions, actuarial allowance may have 
already been made for a proportion of the com- 
munity not claiming benefits, and an all-round 
increase in contribution would then be necessary 
if a grant-in-aid allowance were contemplated. But 
quite another principle would be involved if.it were 
claimed that contributions to rates and taxes should. 
also be returnable, and: it is highly improbable that 
this latter suggestion would ever be entertained. So 
in practice the grant-in-aid' returnable would consist 
only of that part of the social security stamp repre- _ 
senting the contribution of the national insurance 
fund towards the cost of the medical services. .This 
is hardly likely to amount to more than £2 5s. per 
annum per contributor, and those who. chose to 
receive this grant would presumably have to give up 
their whole right to participate in any part of the 
national. service, and thus shoulder for themselves 
and their dependants the potential cost not only of ` 
all general-practitioner, specialist, and hospital care 
they might need, but also the cost of all dental, 
nursing, midwifery, and other services offered as 
part of the new national service. Very few people— 
particularly among those of borderline ineomes, 
whose interests it is claimed most need protection— 
would find this rebate scheme attractive when their 
attention was directed to the benefits they were asked 
to renounce in order to receive so small a grant-in- 
aid. They would probably regard the sum of money 
involved as a reasonable premium for insurance . 
against so comprehensive a catalogue of risks. 

Hence it seems unlikely that much could be gained, 
or many people helped, by a struggle (of doubtful 
outcome) to upset the principle of universality. ` In — 
such a struggle it would be hard to produce publicly 
convincing arguments to offset the charge, which jis 
certain to be made, that the profession is seeking to 
provide:a different service for. the section of the 
community that can afford to pay for it. For these 
if no other reasons we should ourselves approve the 
basis suggested for the. new service in the white- 
paper : that it “ will be there for everyone who wants 
it—but if anyone prefers not to use it,.or likes to make 
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private arrangements outside the service, he must be 
at liberty to do so.” This, as we see it, is at once 
` the most reasonable basis, and the one most likely to. 
- be accepted by the public. We trust the Representa- 
tive Body, after it has heard all the many argu- 
ments, will.endorse. this point of view, and will 
instruct the BMA nominees on the Negotiating Com- 
mittee to proceed with negotiations on the 100% 
basis. Then, as each section of the developing 
scheme is considered, appropriate advice can be 
tendered in full realisation of the fact that a service 
is being planned which must serve and suit all 
members of the community. 


Annotations 
PURPOSEFUL PT 


FUNDAMENTAL changes have been made in Army 
physical training methods in this war. The ‘ jerks ” of 
the last war—those haphazard attempts to strengthen 
muscles generally—are gone, and good riddance to them. 
In their place are planned purposive exercises intended 
to make a man quicker and more efficient at his own 
fighting job, whether this is aiming a rifle, lifting shells, 
or bridge-building. It is the logical next step, after the 
‘psychological selection of a man for a particular job, 
that he should be fitted for it physically by specific 
recreation and exercise. A good example is the develop- 
ment of skill and coérdination in handling heavy anti- 
aircraft shells, and the laying-down of methods of.lifting 
and carrying whereby these operations, common to 
many Army employments, can be performed most easily 
and economically and with the least risk of strain. This 
is all-important in-the heavy work which often has to 
be done by middle-aged men of low physical category. 
Exercises are devised in which a shell taking the place 


of a medicine-ball is lifted and held in various positions, | 


or transferred from arm to arm. These weights are 
lifted from the ground with the back straight. and knees 
bent, avoiding the heavy strain on the flexed lumbar 
spine which is a prime cause of prolapse of intervertebral 
discs. In the same way, a detailed analysis and study 
of the strenuous work of manbandling guns over difficult 
ground provides the basis of special drill. Just as a 
particular industrial activity can be broken down into 
its components, awkward and unnecessary ones elimin- 
ated, and a simpler economic synthesis developed, so 
the right way to dig or to use a pickaxe can be taught ; 
and, more important, recruits can be made to walk 
correctly before marching long distances. 

Progressive training in this way develops specific 
muscle groups and’ leads the man to assimilate the 
necessary rhythms as a subconscious routine. The 
progressions in power and range are essentially the same 
as those E..A. Nicoll adopts in the reablement of Notting- 
hamshire miners, but in soldiers they are specifically 
applied from the outset. Rifle-training develops 
shoulder, arm, and hand muscles. It teaches dexterity in 
‘handling and swinging the rifle, reversing grip, and 
passing it from hand to hand ; and the control of aiming 
and twisting movements in different positions of standing, 
` kneeling, and lying. The soldier thus anticipates the 
movements he will need in battle, acquiring a reflex 
‘and automatic dexterity which will stand him in far 
better stead than the old-fashioned training in marks- 
manship only. The specific training of the parachutist 
in landing and jumping forms an obvious prototype of 
the new methods. In the general physical training 
scheme some substandard men need a preliminary con- 
ditioning course, and many have to be taught proper 
posture and carriage. The main programme includes 
not only the purely physical side and the acquisition 
of automatic routine by repeated effort, but getting the 
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soldier to realise the use of it all in his later fighting life. 
The exercises themselves aim at progression in mobility, 
strength, and endurance, leaving speed and dexterity 
until later; progress must be regular and steady, for 
failure and disappointment follow if exertion is called 
for of which a man is not-yet capable. Economy and 
rhythm in the use of energy are taught—the maximum 
local concentration of force in particular actions, avoiding 
wasteful general tension. All this, of course, makes 
special demands on the instructor. He must arouse 
interest by constantly imagining himself in the place of 
his class. must watch for signs of failure to understand, 


and never over-pérsevere at one thing. And he must be 


positive, preferring do to don’t, and must be able to 
communicate his own enthusiasm, have a pleasant 
address, explain clearly, and pay attention to the back- 
ward boys. All this seems to call for a veritable paragon, 


-but the APTC sergeant rarely falls short in these 


qualities. : | 
; WOMEN, SICKNESS, AND FATIGUE 


STUDIES of the health of women have a special interest 
in telation to the falling birth-rate. Wyatt! has pub- 


.lished a survey of certified sickness absence among a 


representative sample of some 20,000 women employed 
in varied types of work in different parts of the country. 
Taking into account days of certified sickness, days of 
uncertified sickness, and discharges of workers through 
ill health, the total time lost through sickness was 
probably about 10% of the working time. In every 
age-group, from 15 to 60, the married women had more 
sickness and were more prone to accidents, whether in 
the factory or at home, than the single women. ` They 
had 48% more certified sickness absences and lost 65% 
more time. But this is not news; it was familiar before 
the war. Sir William Beveridge? says: 
“ As regards sickness, experience has shown that at all 
ages up to retirement claims for sickness benefit among 
married women are higher than among single women.” 


Wyatt suggests that the strains, stresses, and fatigue 
of war conditions, the breaking up of homes by evacua- 
tion, and the absence of husbands are largely responsible 
for the greater liability of wives to fall sick; but if 
married women are always more liable to, sickness, war | 
or no war, shen some common factor must be affecting 
their health. This factor, Wyatt shows clearly, is 


fatigue. The sickness absences of the production and 


examining groups (workers on their feet most of the time) 
are nearly three times as great as those:for the clerical 
group. Among this last group “ there was less boredom, 
fatigue; and strain,” and much less difference in sickness- 
rates between married and single workers. . The most 
prevalent types of sickness were respiratory (mainly 
colds and influenza), but there was also an unduly high 
proportion—by peace-time standards—of ‘“‘ functional 
nervous disorders and: general debility.” Digestive, 
circulatory, and locomotor diseases were also common. 
Such disorders can be prevented or greatly alleviated 
by adequate rest; even the incidence and severity of 
colds and influenza can be lessened by care taken at the 
beginning of an attack. In some factories clerical 
workers are allowed an extra four days’ sick-leave at the | 
beginning of a cold. ~ 
Hungry or ill-nourished people tire more quickly ; 
and Wyatt comments on the indifference of many women 
workers to a properly balanced diet. The busy house- 
wife, always ón her feet, troubles little about her own 


_food so long as her family is fed, and often gives the 
children part of the rations she needs herself. The daily 


routine at home is tiring; but when the load is increased 
by a day’s work at a factory coupled with inadequate 


1. Wyatt. 5. oe Rep. Ser. med. Res. Coun., Lond. 1945, No. 86. 

Pp. 34. 9d. 

2. Beveridge. W. Social Insurance and Allied Services, 1944. 
Cmd. 6404, Para. 114. 
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meals, the*woman’s resistance to disease is gradually 
broken down. Most of the women who throng outpatient 
departments and. crowd the doctor’s evening surgery 
need. a rest. Some of the enlightened factories give 
frequent spells of leave with benefit, and there is at least 
one factory which runs a holiday hostel. Some provision 
too is needed for women, other than factory workers, 


who combine war work with running a home, and for 
‘those mothers of young children who have no help and 


no time off in the 24 hours. Women of all classes com- 
plain of fatigue. Many of those who used to keep maids 
now do all their own cooking andjhousework and queueing; 
when they fall ill, even with colds, they take longer.to 
recover than they used to do.. In general, factory workers 
in the older age-groups and with the longest times of 
service take longer sickness absences, but Wyatt found 
that the married women between 20 and 30 had the 
highest rate of sickness absence. But marriage, he 
notes, has a toughening effect in some ways; the older 
married women are better able to stand up to the fore- 


men and to win small amenities, such as permission to 


brew a’cup of tea or to sit on a box. The authors of 
The Peckham Experiment? found only 9:2% of the 
people they examined free from defects or deficiencies, 
and Prof. Macneile Dixon‘ says: 


** Perfect health isnot common. Out of 20 million school- 
children in the United States 14 million were, after examina- 
‘tion, reported to suffer from some defect. The propor- 
tion is high, and would -probably be higher. . 
- whole world made the basis of a survey.” 
A witness to the Royal Commission on: Population 
ig said to have remarked that women intended to have 
more pleasure and leisure ; and that with the aid of the 
tin-opener and the contraceptive they looked like getting 
them. Perhaps by taking thought the community 
can gratify their very moderate desires in ways which 
are less destructive biologically. 


ECOLOGY OF MENTAL DISEASE 


SURPRISINGLY few studies have been made to deter- 
mine the incidence of diseases in persons belonging to 
communities of different social and economic structure. 
Such investigations as those of Titmuss and Morris on 
the epidemiology of juvenile rheumatism * and peptic 
ulcer € show how illuminating the findings can be even 
when the data about social background are necessarily 
crude. Some of the most valuable and detailed work of 
this sort has been carried out in the psychiatric field. 


The notable study of Faris and Dunham’? in Chicago ` 


threw light on the differential incidence of mental dis- 
order in urban areas; Neustatter’s inquiry 8 in a London 
district yielded unexpected figures about the comparative 
frequency of neurotic symptoms among the children of 
the poor and of the well-to-do. A recent investigation 
in the United States? has made use of the opportunities 
afforded by the war for the medical examination of a 
cross-section of the younger male adult population. 
Hyde, who had published a community study” of pul- 
monary tuberculosis in men examined at the induction 
stations for the Armed Forces in the United States, 
has extended his inquiry to psychiatric illness. l 
He points out that earlier studies on the prevalence 
of psychiatric illness had largely been based on rates 
of admission to mental hospitals, and were there- 
fore subject to a selective factor dependent on the 
attitude of the community towards mental hospital 


. Pearse, I, Crocker, L. The Peckham Experiment, 1944, London. 
. The Human Situation. London, 1937. 
. Titmuss, R. M.; Morris, J. N. Lancet, 1942, ii, 59. 
` Ibid, 1944, if, 841. 
. E. L., Dunham, H. W. Mental Disorders in Urban 
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Chicago, 1939,’ p. 53. i 

_ Neustatter, W. L. Lancet, 1938, i, 1436. a, 

` Hyde, R. W., Kingsley, L. V. New Engl. J. Med. 1944, 231, 
54 s 4 : 


10. Hyde, R. W., Zacks, D. Ibid, 1943, 229, 811. 
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care. By examining recruits this bias is avoided; a 
good sample of the normal male population within 
Specified age-groups is obtained. He analysed the data 
about 60,000 “ selectees ’? from the Eastern segment of 
Massachusetts—i.e., an area within 35 miles of the 
coast. 
reasons. With the help of Kingsley he classified the 
communities from which they. came in terms of their 
socioeconomic level or desirability, the criteria of this 
being the quality of medical care, education, recrea- 
tional facilities, public works, housing, and welfare. 
Six classes were thus derived, ranging from the worst 
slums in Boston to suburban residential areas with many 
amenities. Among all candidates examined, the per- 
centage rejected on psychiatric grounds increased 
steadily as one passed from the best to the -worst 
communities classified in the way described. `It is 
‘clear that people with special physical and mental 
handicaps -would gravitate into poor communities or 
fail to rise from them, but this would not account wholly 
for the concentration of psychiatric disabilities in the 
poorer areas. Hyde and Kingsley examined the incid- 
ence of individual psychiatric conditions causing rejec- 
tion. They found that. mental-deficiency rates showed 
a steady increase in inverse relation to the social lével 
of the community. In the case of chronic alcoholism the 
percentage rejected in the more desirable communities 
was roughly constant, but it was appreciably higher in 
the least: desirable community. Psychoneurosis was 
not more frequent in relation to the social level, whereas 
psychopathic personality led to the rejection of only © 
2-3% of those coming from the most desirable com- 
munities but caused the rejection of 6-9% of those 
coming from the lowest economic and social levels. | 
As Hyde and Kingsley point out, cause and effect are — 
here difficult to separate; the psychopath tends to 
gravitate into the undesirable community, and the 
undesirable community tends to provoke psychopathic 
reactions. Moreover when poverty is extreme it tends 
to provoke excessive anger and acquisitiveness. Psy- 
choses, it was found, were more frequent in the poorer ` 
communities. wo 7 
The variations which Hyde and. Kingsley report in the 
relation between the socioeconomic level of a community 
and the incidence of particular mental disorders among 
its members are not surprising, but the possible causes 
will need much further study before they can be taken 
as certain. When, for instance, the differences between 
incidence of psychoneurosis and of psychopathic per- 
sonality are explained, as by Hyde and Kingsley, on the 
ground that the members of most desirable communities 
are restrained by social custom from the forms of aggres- 
sive behaviour frequently exhibited by the psychopath, ` 
and consequently frustration and other stress lead in 
such communities to nervous indigestion, headaches, 
and anxiety rather than to drinking, fighting, and stealing, 
it is evident that here is a hypothesis which ealls for 
fuller investigation. 
Although it is probable that the more unfit tend to 
drift into the poorer communities and that differences 
in cultural acceptability determine whether conduct is 
antisocial or not in communities with different social 
and economic standards, it might also be assumed that 
the more crowded an area, on the whole, the higher the 
probability that mental disorder would occur in it: 
broad differences such as have been demonstrated in 
eazlier studies between urban and rural communities 
might thus be in part accounted for. Dayton," for 
instance, found that although 7-6% of the population of 
Massachusetts lived under rural conditions, only 3-9% 
of first admissions to mental hospitals were from rural dis- 
tricts, and they were largely for disorders associated with 


11. Dayton, N. New Facts on Mental Disorder, Springfield, Mlinois, 
~ 1940, p. 382. 


Of these, 10-89% were rejected for psychiatric ` 
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physical disease such as senile psychoses, arteriosclerosis, - 
or mental deficiency. Shaw’ found that delinquency- | 


rates similarly diminished rapidly from the densely 
. : populated « centre of Chicago towards the less crowded peri- 
. phery : in Boston there - were comparable findings.” 
‘Hyde and Kingsley therefore re-analysed their data, 
classifying the men not according to social and economic 
levels, but according to the density of population in the 
_areas they came from.“ It emerged that the highest 
rate of mental disorder causing rejection occurred at the 
two ends of the scale; the rejection-rate was 12-1% 
for communities with less than 500 people to the square 
mile, and 14% for communities with 20,000 to the square 
mile; communities of intermediate density had a 
rejection-rate of 8 or 9% The very thinly populated 
areas, it was found, were isolated. and degenerate rural 
- communities; none of the 13 communities which had 


extremely low rejection-rates for psychiatric disorder. 


had either an extremely high or extremely low density 
of population. 
had their highest rate in the semi-rural areas and their 
lowest in the small cities. For chronic alcoholism and 
psychopathic personality the highest rate was in a large 
city ; the lowest rate was in the semi-rural communities, 
and in the small cities. Of all the conditions studied it 


was only chronic alcoholism that was related to popula- 


tion - density throughout its complete range; evidently 
alcoholism is more closely connected with. overcrowding 
than with social and economic level. 

The explanation of-these findings, which Hyde and 
Kingsley discuss, points to the need for comparable and 
more detailed studies in other communities. There are 


many besides the psychiatrist who need to know to what 


- extent social causes are responsible for mental disability 
_ and how far bad social conditions are measures of the 

collective mental disability of the andividuals making up 
the community. 


OCULAR COMPLICATIONS OF INFLUENZA 


' EYE complications arise in about 10% of influenzal | 


' patients, the commonest sequele being herpetic corneal 
ulcer, iritis, and metastatic panophthalmitis. Herpetic 
ulcer of the cornea may arise after high pyrexia from 
whatever cause, but especially after pneumonia, malaria, 
and influenza, and herpes labialis, due to the same cause, 
may be found in the same patient. These ulcers ate 
sometimes very slow in healing, and before they will do 
so it is usually necessary to paint them with a strong 
antiseptic, the most popular for the purpose being carbolic 
acid (pure), strong tincture of iodine, or silver nitrate 
2%. Postinfluenzal iritis is usually a mild form, and 
if treated early with atropine before adhesions can form 
between the iris and lens the condition has normally 
cleared in 3 weeks ; but atropine should be continued for 
at least a week after the eye is white. Metastatic pan- 
ophthalmitis is a disaster and spells the doom of the eye : 

no treatment is likely to -be of any avail, though peni- 
cillin and sulphonamides may be given a trial. . Rycroft’s 15 
recent experiments seem to show that penicillin does not 
. enter the vitreous chamber in sufficient quantity to be of 
any therapeutic value, but until this fact. is confirmed 
it would be unwise to withhold from the- patient the only 


treatment that is in, the least likely to benefit him at- 


all. Eyes so affected are painless and show little if any 
external inflammation. 
dull yellow reflex behind the lens is the only physical 
sign, and no immediate surgical interference is requiręd. 

There is not the least danger of the infection spreading 
to the other eye and the globe may well shrink until it: 
becomes a small fibrous nodule lying at the back of the 


12. Shaw, C. R, et al. Delinquency Areas, Chicago, 1929, p. 202. 
13. Boston Council of Social ‘Agencics. Social Statistics Census 
Tracts in Beston. Vol..11. Boston, 1935, pp. 14-18. 

14. Hyde, R. W., Kingsley, L. V. New Engl. J. Med. 1944, 231,571. 

15. Rycroft, B. W. Brit. J. K 1945, 29, 57. 


Mental deficiency and psychoneurosis 


A soft and sightless eye with a 


socket, over which a glass eye can easily be fitted. The 
ocular remains should only be removed if. they become 
irritable. 


REGENERATION OF THE SCROTUM — 


EXAMPLES of regeneration of the scrotum recorded 
previously and by Mair in our present issue are a re- 
minder. of Nature as teacher. The usual cause of 
destruction of the scrotum is bacterial infection. Pro- 
vided the infection does not spread or kill the patient 
from toxemia the: local condition may. be restored in 
about 70% of cases and in a very short time. It is 
tempting to suppose that this regeneration with complete 
restoration to.normal is due to special regenerative 
power or embryonic potentiality in perineal skin. Once 
the scrotal sloughs had separated, leaving a fringe of 
healthy perineal skin, Mair describes the covering of the 
bare dependent testicles in 7 days with rich granulations. 
Meanwhile epithelium was growing from the severed edge 
at a slower pace but had almost completely covered the 
‘granulations in 28 days. Normal epithelial regenera- 
tion is always an astonishingly rapid event, but whether 
more rapid in the scrotum than elsewhere it is impossible 
to judge without accurate measurements of the rate of 
covering of comparable areas. This could of course be 
done. Provided epithelium has a normal bed on which 
to migrate and multiply it is even difficult to hold it back, 
as has been found in the rabbit ear using the Sandison- 
Clarke technique to observe granulation tissue where an 
epithelial covering is not wanted. What is so remark- 
able in the scrotum is the rapidity of formation of the 
bed of granulations. From exactly what vascular 
sources did they spring— perineal, or spermatic, or both ? 
Is the endothelium of the tunica vaginalis vasoformative 
when uncovered, or does it supply some stimulus for . 
vascular and lymphatic growth from elsewhere? Is a 
long-sought growth hormone to be found in these 
tissues ? As we have suggested before,! the connective 
tissue foundation is important in healing, and here in 
the scrotum is one which appears to be so unusually 
favourable as to deserve further study. 


Surgeon Rear-Admiral G. GorRDON-TAYLOoR will 
deliver the Vicary lecture at the Royal College of Sur- 
geons-of England on Monday, April 16, at 4 pm. He is 
to speak on the medical and sa aspects of the | 
Jacobite rising of 1745. - 


' THE INDEX and title-page to Vol. II, 1944, which was 
“completed with THE LANCET of Dec. 30, is published 
with this issue. A copy will be sent gratis to subscribers 
on receipt of a postcard addressed to the Manager of 
THE LANCET, 7. Adam Street, Adelphi, WC2. Subscribers 
who have not already indicated their’ desire to receive 
indexes regularly as published should do so now. 


1. Lancet, 1944, i, 314. 
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In Two Wars.—On Mondays and Wednesdays, April 30, 
May 2, 7, 9, 14, and 16, at 4 pm at the London School of Hygiene, 
Keppel Street, WC1. Prof. M. Greenwood, Frs, will give six 
public lectures on medical and social comparisons between the 
conditions of England in the wars against Bonaparte and 
Hitler. 


Lonas MEDICAL CURRICULUM IN USSR.—The Soviet 
Medical Chronicle for March says that the course of study 
at all medical schools in the Soviet Union is to be 
lengthened from five years to six. Transition to the new 
system, which will take three or four years, will begin 
with the next academic year. More time is to be given to 
anatomy, physiology, biochemistry, clinical. medicine and 
surgery, pediatrics, and gynecology. Committees are 
engaged on revising the curricula, and steps have been taken 
to increase the publication of textbooks. Next year 26 
books are to be issued, in editions ranging from, 10,000 to © 
25,000. 
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‘Special Articles 


DISPLACED PERSONS: THE MEDICAL 
PROBLEMS > 


R. L. COIGNY, MD PARIS 


HEAD OF THE SECTION OF MEDICAL SERVICES FOR DISPLACED 
PERSONS, HEALTH DIVISION, EUROPEAN REGIONAL OFFICE, UNRRA 


IT is estimated that in Europe alone, about 21 million 
persons, including prisoners of war, forced labourers, 
and political or racial deportees, have been removed 
from their homeland (fig. 1). Among them are about 

20% of women, and in the’ Western part of Germany 
alone, among 9 milliqn displaced persons, 250,000 
children are estimated to have been born. 

This unprecedented migration will cause an enormous 
problem when the time comes for repatriation. Large 
numbers of people will doubtless endeavour to make 
their way home unaided, and the countries through 
which they pass will be affected by the spread of diseases 
and by pillage. This mass movement cannot be left 
unorganised. 


_CONTROL OF EPIDEMICS 


UNRRA, collaborating with the Allied military authori- 
ties, will be the international civilian organisation repre- 
senting the countries concerned, to secure the necessary 
co6rdination and draw upon adequate resources. The 
governments of all European United Nations will aid the 
repatriation of their nationals as far as possible. During 
military occupation, UNRRA will work under the military 
authorities, gradually taking, over complete control as 
the military draw out. 

Medical questions are closely linked with the whole 
of this enormous and complex problem of housing, cloth- 
ing, transport, 
food, welfare, 
and entertain- 


MOVED OUT OF COUNTRY 


FRANCE ment. A 
POLAND Multilateral 
OCCUPIED RUSSIA EE oe A 
GERMANY emg signe 
OTHER COUNTRIES [Xn by all the 
governments 


concerned, re- 
cognising the 
health organi- 
sation of 
UNRRA as con- 
stituting an 
“emergency in- 
ternational 
health service 
for ‘displaced 
persons, and 
this will grant 
to the medical 
and technical 


MOVED WITRIN COUNTRY 


FRANCE personnel of 
POLAND _ TE UNRRA such 
OCCUPIED RUSSIA rl gh ts and 
GERMANY. : privileges 


within 
respective 
territories as 
may be neces- 
sary to enable 
them to carry 
out their 
duties. The 
danger of 
spreading epidemics, affecting not only the civilian 
populations but also the Armed Forces, is the most 
serious aspect of the medical problem. 

Before the war, typhus fever was endemic in Russia, 
Rumania, Bulgaria,- Yugoslavia, and Poland. Since 
1940, the immense traffic from East to West has resulted 
in the expansion of the typhus area, and cases are on the 
increase in Hungary, Austria, and Germany (fig. 2). An 
epidemic occurred in Turkey in 1943, and in Naples and 
Croatia in 1944. Fortunately the USA Typhus Com- 
mission has developed contro] measures against typhus, 


2 4 6 o 
MILLIONS OF PERSONS 
Fig. |[—Displaced persons in Europe. 
* Other countries include Belgium, Netherlands, 


the Scandinavian countries, the Balkans, 
Czechoslovakia, Hungary, and Italy. 


ted; in Holland, 


their 


(dichlor-diphenyl-trichlorethane) powder, and by the 


immunisation of all personnel working in a typhus area 


and all displaced persons coming from or travelling to- 
an epidemic area. The rapid extinction of the Naples 
epidemic has been a great encouragement for the future 
of these. methods. 

Malaria is widespread in the -Balkans and Eastern 
Poland. In Rumania, 250 000 new cases have been 
reported every year =. 
a te ene TYPHOIO F FEVER |S 
Greece, 30% of the SDYSENTERY. (Eo 
population is infec- POLIOMYELITIS 

DIPHTHERIA Eo 


too, the disease is SP MENINGITIS 

increasing, and scarlet revert 

owing to the recent TYPHUS 

ote pre-war | : 

contro measures ` S 

against mosquitoes = $ 8 $ $ 8 $ 8 
have been seriously % INCREASE PREWAR TO 1943 
disrupted. Mepa- , Fig. 4—Increase of disease in Europe. 


crine has however 
proved a successful substitute. for quinine, giving as 
good results, and being’ available in larger quantities. 

Numerous cases of smallpox and plague have been 
reported in the Middle East. 


CENTRES FOR SUPERVISION - 


The doctors and hygiene experts in charge of displaced 
persons will be responsible for the supervision of camp 
sanitation, in particular the water-supply, latrines, and 
kitchens, and it is therefore hoped that by improved 
sanitary conditions they will be able to keep typhoid, 
dysentery, and cholera in check. 

Assembly centres have been planned to receive dis- 
placed persons. People trekking homeward will be 
directed to these centres where they will be deloused, 
housed, fed, and clothed while awaiting organised re- 
patriation. These centres will hold a maximum of 
10,000 persons. Teams eomprising 12 people, and 
including a doctor and a nurse, are being recruited 
and trained both in this country and on the Continent, 
and one team will be allotted to each centre. Assembly 


~centres will be grouped into regions, and a medical staff, 


including specialists, will be established at each of these 
regional headquarters. 
~ On arrival at an assembly centre—after delousing— 


‘the displaced persons will undergo a medical inspection, 


and those suffering from contagious diseases will be 
isolated. The sick and injured, and _ pregnant women 
nearing confinement will be sent to hospital. A card 
system has been evolved to check the identity, nation- 
ality, and health of each displaced person, and a medical 
clearance certificate will be issued to each before re- 
patriation is allowed. 

Persons too weak to travel by normal channels, and 
all chronic cases, will not be held indefinitely in centres 
but will be repatriated in ambulance trains under the 
supervision of a medical staff. 

The military and UNRRA have planned to provide a 
daily ration in assembly centres which will not be less than 
2000 calories a head and which they hope to be in a 
position to raise to 2650 calories. Special diets and extra 
milk will, of course, be needed for the sick and for 
children under 5 years of age ; ; also additianal rations 
for pregnant women. 

The welfare officers will have a great responsibility in 
providing comfort and entertainment, especially for 
the women and children; but in nearly every instance 
the welfare-and the medical services will be interlocked 
and will work in close coöperation, since during such a 


tragic period these people will have suffered as much 


mentally, as physically. It :will be easy to diagnose 
mental cases needing medical supervision, but there will 
doubtless also be large numbers of people mentally 


‘disturbed to some extent who—though they may. not 


require hospital treatment—will need tg be handled with 
great care and understanding. ` 

is extensive programme should not be. concerned 
solely with repatriation, but should have as its aim lasting 
effects in restoring the health of displaced persons and — 
in meeting the medical problems of each country. This 


by the new and rapid method of disinfestation by DDT - applies particularly to tuberculosis and venereal diseases. 


~ 
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.but suitably adapted quarters elsewhere. 
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~ It will be impossible to treat, or even to diagnose all the 


cases of tuberculosis without delaying the repatriation of 
large numbers of people. A number of teams, however, 
specially equipped with mobile mass radiography units, 
will be sent to Germany by UNRRA, to examine a pro- 
portion of displaced persons of each nationality, with the 
purpose of making figures available on a percentage basis 
to each country to enable them to judge the extent of the 
problem they will be called upon to face. As the number 
of beds for tuberculosis is inadequate in nearly ‘every 
European country and since a high percentage of cases 
are likely to be encountered, the countries concerned 
should begin to formulate their plans immediately if 
they wish to succeed in an antituberculosis campaign. 

The problem of venereal diseases is slightly different. 
New methods of treatment will enable us to deal quickly 
with all contagious cases, and if penicillin is available 
from the military for displaced persons, the task will be 
greatly simplified and no delay of any importance need 
occur in repatriation. “33 


= FUTURE OUTLOOK 

These collective measures cannot be undertaken by 
any international organisation without the agreement 
of the governments concerned, and can then only be 
successful if medical supervision is resumed after arrival 
in the home country. These are matters of long-term 
policy and it is important that they should be worked out 
satisfactorily. One of the main difficulties is the short- 
age of medical staff. Apart from UNRRA personnel, 
there will be medical officers from the occupying forces, 
doctors who were held prisoners-of-war, and those dis- 
placed to look after forced labourers. To make the 
scheme a success all these must work together. 

Had Germany collapsed rapidly, a certain amount of 
medical supplies would probably have been found ; but 
it is estimated that bombing and widespread destruction 
have lowered the German production of these supplies 
to 25% of its pre-war figure, and a large quantity of 
medical supplies will have to be imported for the care 
of displaced persons. J 

After repatriation of the bulk of the displaced persons, 
a considerable number of Stateless people will remain 
scattered over Europe, and it is here that UNRRA will 
have to apply long-term health measures until countries 


- can be found willing to absorb them. 


It is difficult in an article to describe all the problems 
that will arise and to give to each its right proportion. 


It is hoped however that the magnitude of the task. 


facing us will be understood, as well as the difficulties 
arising from the conflict between the natural desire of 
the displaced persons to return as quickly as possible to 
their homes, and the urgent need for health control 
measures in order to avoid chaos and an extensive post- 
war European health problem. | 


A SCHOOL FOR TROUBLED CHILDREN 


THOSE running child-guidance centres must often wish 
they had a school in league with them to provide the 
right atmosphere for maladjusted children. For five 
years Chesterfield, a Midland town of 65,000 inhabitants, 
has had a children’s centre working with an open-air 
school for children who are physically or emotionally 
handicapped, and a report ! on the experiment has now 
appeared., 

A large house on the outskirts of the town, with 15 acres 
of grounds, was acquired. The school buildings, which 
will take 125 children, were built in the grounds, with 
classrooms of the open-air type. In 1941 these chosen 
surroundings were taken over for an auxiliary hospital 
by the Minister of Health. and since then the school and 
centre have continued their work in somewhat cramped 
Brambling 
House was a day school at first, but a residential hostel, 
Holly House, was added in 1943, and can take 
18 children. | 

Since the process of growth in childhood is at once 
physical, intellectual, and psychological, the school tries 
to serve all threeaspects. Thanks to this triple approach 
it has been possible to ignore the distinctions usually 
made between the delinquent, the nervous, the retarded, 
and the ill child, and to receive those suffering from such 


1. Report on a five-year experiment in the combination of open-alr 


medical and psychotherapeutic treatment in a Midland town., 


Chesterfield Education Committee. 
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varied conditions as chronic headache, stealing, rheumatic 
pains, temper tantrums, bed-wetting, shyness, asthma, 
lassitude, nervousness, and school failure. Most of those 
admitted ‘are. physically defective, but there are also 
anxious and over-shy children, aggressive children, 


. sullen and defiant children, delinquents, and retarded 


children. It is found that the aggressive, noisy, misbehav- 
ing type can only be made to fit into the friendly school 
atmosphere if they are limited to about 3 in a class of 25. 
A small number of children get all their schooling at 
Brambling House, but most of the pupils come only for a 


time, leaving as soon as they are fit to go back to ordinary 


school life. While at Brambling, they work and play in 
the fresh air, get a nourishing diet, a rest of 14 hours in 
the open air daily, and regular physical exercise ; they 
are taught biology and pracfical health principles as 
part of their lessons. Epidemics have been few, and 
most of the children have shown a rewarding gain in 
health and brightness. The school is planned to help 
them to live happily together, to join in community life, 
and to take personal responsibility. | : 

The children’s centre is staffed with psychiatrists, a 
psychotherapist, an educational psychologist, and a 
secretary. It is primarily intended for children from the 


. Chesterfield elementary schools, but children from outside 


the borough are accepted on payment of a fee. Of 347 
cases referred to the centre 85 also attended the school : 
37 of these became fully adjusted, and 16 improved ; 
7 showed no change, but one of these was epileptic. 
another mentally defective, and a third postencephalitic ; 


‘7 had uncodperative parents ; 11 are still under treat- 


ment; the remaining 7 were removed qr relapsed. 
Uncodéperative parents, it seems, fall into two classes— 
those who neglect their children, and those who ‘indulge 
them too freely, wishing them to remain dependent. 

The hostel is managed with the help of two assistants 
by a sympathetic warden and house mother, who are 
husband and wife. The children join in local activities. 
such as the cubs, and parents are encouraged to visit, 
and to have children home for holidays. Besides taking 
children attending the school or centre, Holly House has 
also received children entrusted to the local authority 
while foster-homes are being found for them. Case- 
histories at the end of the report illustrate the good 
results claimed; indeed, release from a ‘burden of 


‘chronic ill-health and anxiety converted two relatively 


meek children into rather bossy ones, and treatment had 
to be continued until they had acquired a steady poise. 


In England Now ~? 


On the morning~of March 24 I was convalescing 
languidly in company with the ,hospital crocus, and 
musing on the degree of its very apparent anemia, when 
I heard a hum. Looking to the west I was astonished 
to see the sky black with aircraft. First came a wave 
of unattached bombers, and then Dakotas—hundreds of 
them—each towing a glider. The noise of this Armada 
was only just abating when, after a decent interval, 
another fleet of yet bigger and better bombers arrived, 
presumably carrying the heavy equipment*and guns. 
All this occupied about an hour and a half, and proved 
such a salutary tonic that I promptly discharged myself” _ 
from hospital, and arrived back on duty next day in time 
to help receive our first convoy from the Rhine. This 
consisted of men wounded during the crossing and in 
the first few hours on the eastern bank. The medical 
contingent amounted to three patients all suffering with 
acute fibrositis precipitated by an involuntary river 
bathe en route. 

We were all naturally anxious to know how things 
were going when they left, so, largely at the request of 
our ex-Maquis Belgian stretcher-bearers, I went round 


to interrogate a number of the men on their experiences. 


I don’t know how newspaper correspondents manage to 
extract the dramatic stories which they print, for not 
one of thesa men could produce anything more descrip- 
tive than “a bit tough at times,” or “lost my bloody 
kit when-we hita.... mine or sommat.”’ I did discover 
though that the Commandos were angry that official war 
correspondents were representing the affair as a walk- 
over; whereas it seems/to have been an extremely tough 
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affair once the bank was reached. Their wounds cer- 


tainly confirmed this version. < 
Later 240 wounded huns arrived with a small and 


extremely C3-looking party of armed Pioneers in attend- 
ance. 


‘They were a dirtier and more subdued collection 
than any I had previously met—except for a small 
bunch of officers, who on. seeing me sent an English- 
speaking private across to say that they expected 
privileges on account of their rank, and what did I 
propose ? This annoyed me, and I informed them that 
all I proposed was that they should be specially carefully 
deloused, a process to which the whole party was then 
subjected. I was later asked to see a private aged 49 
with a flesh wound of the thigh. He told me that this 
had been inflicted by his officer when he surrendered, 
which he did because he was having acute pain from an 
active gastric ulcer, which had rendered him immune 
from military service until 8 weeks before. Next to 
him was a youth who said that he was 14. 
* volunteer ’’ in the next bed told me however that he 
was playing for sympathy, and was really 15. 

Next day we passed them on to a special prisoners-of- 
war hospital.’ After a night’s rest and good food there 
were already signs that the spirit of the.Herrenvolk was 
emerging again, and we were not sorry to see them go. 
They all spoke of ‘‘ the next war,” and not in the con- 


ditional tense. ; * os * * 


Fancy your not knowing about our Scottish“: wynds.”’ - 


A wynd is a narrow streef*or passage turning off from 
a main throughfare, a lane or alley.. Murray’s Scots 
dictionary suggests that the derivation is from the Old 
English gewind, ‘‘ winding ascent and spiral.” Certainly 
many of them do wind uphill, and nearly all the old 
Scottish. towns (and? some in the North of England) 


have them. The wynds had their special significance 


in other days: In Edinburgh, for instance, the top of 
the narrow St. Mary’s Wynd was thought to offer a likely. 
access for Jacobite penetration into the Castle. But 
whatever their romantic claim, the wynds were certainly 
no asset to the sanitarian. Dr. Sutherland, in a report 


to the General Board of Health on the Glasgow cholera 


epidemic of 1848-49, wrote : 


—_ 


em _ - m - - 
. 


It is in those frightful. abodes of human wretchedness 


which lie along the High Street, Saltmarket and Bridgegate 
and constitute the bulk of that district known as the 
‘“Wynds and Closes of Glasgow ” that all sanitary evils 
exist in perfection. They consist of ranges of narrow closes, 
only some 4 or 5 ft. in width, and of great length. The 
houses are ‘so lofty that the direct light of the sky never 
reaches a large proportion of them~. . . There are large 
square midden-sheds, some of them actually under the 
houses, and all of them in the immediate vicinity of the 
‘windows and doors of human dwellings. 


I could find yow-Jots more similar references to the 
iniquities of the wynds, but this will be enough to stop 
you thinking they are a kind of local mistral. though 
vou are right in making them rhyme with tinned. 

ee * * * 

They grow fine lettuces round Bagdad—tall and crisp 
and succulent. About January you begin to see bundles 
packed tight on trays on the heads of ragged Arabs in the 
streets. Little boys munch them on the pavements. 
Before being sold they are always well washed, either 
in the brown turbid Tigris or more often in the muddy 


ditches filled with water that run along the streets and . 


carry away the sewage and refuse. Soon after the 
lettuce comes the typhoid. Not as a rule a long illness, 


- and with a mortality of perhaps one in a hundred or less. 
Most of the cases are unrecognised and undiagnosed, and | 


only a few patients ever go to bed. Europeans go down 
too, though again they often have a short but violent 
illness and fairly soon recover. Relapse attacks seem 
especially frequent, and rashes are profuse. 
i ao . * xk xæ 

Tbe day was an exceptionally busy one, and the 
telephone rang for the fifth time in as many minutes. 
This time it was Mrs. Z, who wished to speak to me and 
none other. I knew her to be an eccentric old lady of 
rude manners and equally rude health, so I sighed. 
“My fishmonger tells me,’’ said she, ‘that all the 


poultry goes to the hospitals, so their patients must get- 


plenty. This means I can’t get a chicken when I want 
one. As your hospital is getting all the chickens, please 


The Polish. 


order an extra one for me tomorrow and send it round 
to my house. Of course, I'll pay for it.” Before I 
could reply she continued. ‘‘ And there -is another 
matter. My chemist tells me that all the rubber hot- 
water bottles are sent to the hospitals. So would you 
send me one from your store? ” The position is that 
we do get six rubber water bottles a year, but poultry 
of no kind has found its way through the maze of (black) 
marketing to bring sustenance and a change of diet to 
any of our patients for more than a' year, though you 
can eat chicken in many a restaurant. A brief explana- 
tion to the lady that if I were to assist her with food and 
warmth in this manner it might land me in prison 
moved her only to the indignant response that she would 
never have suggested what she had if it was in any way 


illegal, -> " e * 


In common with many others, I was somewhat 


horrified by the ‘‘ gaiety ” of Cairo when I arrived there 


in 1942. Rommel was only 70 miles away, and the 
military situation everywhere could hardly have looked 
blacker. Reading War and Peace recently however I 
found that Tolstoi knew.all about this sort of thing : 


- “ With the enemies’ approach to: Moscow the’ Muscovites’ 
view of their situation did not grow more serious, but on the 
contrary became even more frivolous, as always happens 
with people who see a great danger approaching.. At the . 
approach of danger there are always two voices which speak 
with equal power in the human soul: one very reasonably 
tells a man to consider the nature of the danger and the / 
means of escaping it; the other still more reasonably says 

that it is too distressing and painful to think of the danger, 
since it is not in a man’s power to avert the general course of 

' events; and it is therefore better to disregard what is pain- . 
ful till it comes, and to think about what is pleasant. In 

_ solitude a man generally listens to the first voice, but in 
society to the second. So it was now with the inhabitants 
of Moscow. It was long since the people had been as gay 
in Moscow as that year .. .” 


For Moscow read Cairo, and there you have it! I 
wonder how things are in Berlin. l o 
‘ i * * * ; 

The activities of Indian tradesmen ave a little-known 
illustration of how the law of mass action works in the 
sphere of human endeavour. If we regard manufactured- 
articles as being in equilibrium with their comstituent 
parts, in civilised. countries the anabolic process is rapid, 
while the katabolic process is comparatively slow, so 
that there is very little in the way of an upper limit to the 
accumulation of the various appliances with which dour 
civilisation has surrounded us. In India, however, the 
tendency for local fabrications to fall to pieces is pro- 
nounced, and at the same time the processes of repair or 
manufacture are much slower. This leads to an equili- 
brium state in which completed and functioning articles 
‘are few and far between. Our favourite local instance of - 
this is the automatic closets in our unit, of which there are 
three, each bearing the boastful title of ‘‘ Typhoon.” ` 
If these all worked, they would represent a req] challenge 
to the insanitation too characteristic of our Indian empire ; 
but in point of fact one is permanently ‘‘ out of order,” 
and the other two oscillate uncertainly between complete 
and partial inefficiency. Replacement of the completely 
functionless one is out of the question, because the ener- 
gies of the gifted Indian firm which supplies them are 
already completely occupied in repairing those which 
they have already made. So the honourable brotherhood 
of perennial and hereditary wet sweepers need have no | 
fears for their immediate future. | | 

>. AY 4 oe * ko o 

The case of the missionary who was saved by remark- 
ing that the cannibal chief was also wearing a Balliol 
tie should not be regarded as a precedent by the new 
Japanese prime minister, who is rumoured to be an old 
Thomas’s man. There has been an unfortunate decline | 
in the old-school-tie spirit at St. Fhomas’s since he was . 
a student. 2 gt y% 


. Talk of the complete lead-swinger reminds me how, 
some years ago, I tactfully told my students that I 
thought the patient then before us was an excellent. 
example of “ oscillatory plumbism.”’ Little did I think 
that he would absorb the words and subsequently refer 
to his disease with pride to all and sundry! 


` 
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Letters to the Editor 


PENICILLIN IN SEROUS CAVITIES 

Sir,—The serous and synovial membranes form less 
complete barriers to the passage of penicillin than state- 
ments published in your journal (and others) would 
indicate. The evidence on-which this assertion is based 
has been provided by several observers working in this 
theatre and has already been placed on record in various 
reports submitted through official channels. These 
have only a restricted circulation, but in due course the 
evidence will be published in a form available for general 
circulation. The publication of this note, however, may 
- prevent the repetition of statements such as those in 
your leader of Feb. 10 on Intraperitoneal Chemo- 


therapy. 
BLA. | G. A. G. MITCHELL. 


*, * Lieut.-Colonel Mitchell, writing on March 26, had 
not read our annotation of April 7 (p. 439) in which 
recent work on the passage of penicillin into serous 
cavities was reviewed.—EpD. L. a 


PENICILLIN IN ACUTE NEPHRITIS 


Sir,—Reports on two cases of acute nephritis success- 
fully treated with penicillin appeared in THE LANCET at 
. the end of 1944 (Moncriéff, Shore). Three similar cases 
have been treated in St. Charles’ Hospital. | 

Case 1.—Married woman, aged 25. Onset of illness end 
-of December, 1944: acute tonsillitis and left otitis media. 
_ Admitted Jan. 23, 1945. Temp. 99:-6° F. Pale, puffy face, 
especially under eyes. 
normal. BP 150/90 mm. Hg. Urine contained blood and 
albumin ; reaction acid ; sp. gr. 1014. 

Jan. 24: bilateral myringotomy; right ear discharging 
blood-stained pus.. The ear condition cleared up in a few 
days without further treatment. 

Fluid and food intake were restricted for first 6 days. 
Penicillin was begun on Jan. 28. The British-made sodium 
salt was used. Administered by three-hourly intramuscular 
injections. First. dose 45,000 units. Subsequent doses 
15,000 units. Course completed in 72 hours. Total amount 
given 390,000 units. : . | 

On the third day after completion of penicillin adminis. 
tration the uririe was normal. This was verified microscopic- 
ally. Œdema absent. Urinary output satisfactory. Free 
PA intake and generous diet could be permitted two days 
ater. 

The patient left hospital on Feb. 19 in a very fit condition ; 
blood-urea 35 mg. per 100 ml. 

-Case 2.—Married woman, aged 43. Had an acute ton- 
sillitis and right peritonsillar abscess at the beginning of 
January, 1945. About a fortnight afterwards (Jan. 16) signs 
of acute hemorrhagic nephritis appeared : puffiness of face, 
_ edema of ankles, raised systolic blood-pressure (175 mm.), 
hematuria with albuminuria. Patient came to hospital on 
. Jan. 24, Temperature was not raised. Hematuria was 
severe. Urine contained granular and hyaline casts. ` 

Dietetic restriction as in case 1. Penicillin administered 
in the same way and the same dosage as in case 1. - Course 
completed in 72 hours. Total amount given 390,000 units. 

On the 10th day after completing penicillin treatment the 
urine became completely clear, free of blood-and albumin ; 
no cedema could be seen; apyrexial; BP 150/70 mm. Hg. 

Patient was discharged on Feb. 23; blood-urea 37 mg. per 
100 ml. | 

Case 3.—Girl, aged 18. Reported ill on Jan. 19, 1945. 
Right otitis media of 24 hours’ duration; ear discharging 
profusely. Tender over right -mastoid process. Complained 
of pain in loins. Heavy heniaturia. Temp. 101° F. BP 
135/75 mm. Hg. Very slight cedema of ankles and feet. 
Pus from ear grew hemolytic streptococcus and Staphylo- 
coccus albus, both. penicillin-sensitive in vitro. 

Dietetic restriction as in case 1, including 24 hours’ fasting 
regimen. Penicillin administered three-hourly, as in cases 
‘1 and 2, but in view of ear and mastoid infections it was given 
for 10 days. Total amount given 1,230,000 units. 

. Urine cleared three days after completing penicillin in- 
jections. Temperature became normal on 7th day after 
starting treatment. No abnormal signs relating to kidney 
function could be found. Cultures from pus from right ear 
remained sterile during penicillin administration; ear dis- 
charge practically ceased a few days after starting treatment. 


ff 


ISHIHARA TEST OF COLOUR VISION 


' followed. 


Swollen ankles. Heart and lungs — 


t 


a 
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Mastoid had -to be drained on Feb. 12—a. fortnight after 
penicillin had been discontinued. Satisfactory. healing 


-- The accepted treatment of acute nephritis following 
or complicating focal sepsis is wholly symptomatic and 
dietetic, the physician trying to ensure physiological rest | 
for the kidney. Focal infection is dealt with,. where 
indicated and practicable. The sulphonamide drugs are — 
contra-indicated. Penicillin seems the drug of choice 
when. the responsible organism is penicillin-sensitive. 
It provides the physician with a means of attacking the 
microbic agent and so controlling the inflammatory 
process in the kidney during the acute stage. Case 3 
merits special attention; under intensive penicillin 
treatment the kidney condition cleared up swiftly, while 
the acute mastoiditis was smouldering and finally 
surgical intervention was necessary. _ 


I am indebted to Dr. J. Caradoc Evans, medical super- 
intendent, for his help in preparing this record. 


St. Charles’ Hospital, London, W10. A. I. SUCHECKI. 


. ISHIHARA TEST OF COLOUR VISION 


Sm,—During the present war it has been necessary 
to test colour vision on a larger scale than ever before. 
Many methods have been used both in this country and 
America, but the most popular of all has undoubtedly 
been Professor Ishihara’s series of plates. It is pértinent 
to inquire exactly what infgrmation one obtains from 
the use of these plates. Among 587 persons with 
defective colour vision it was possible to classify the 


` degree of defect roughly on the following scale :—. 


(a) Those who made a varying number of mistakes confined 
to plates 2-17 of the 8th edition. 


_(b) As in (a) but in addition the 6 in plate 22, and the corre- w 


sponding figure in plates 23, 24, and 25 were misnamed . 
- or not seen at all. y i 
(c) As in (a) but in addition no figures were correctly named 
in plates 22-25. -= : 
(d) As in (a) but in plate 22 the 6 was seen but not the 2, 
and similarly for plates 23 to 25. i 


When tested on the Giles-Archer colour perception 


unit ! (aviation model), the results were as follows :— 


(a) Misnamed standard yellow on the smaller aperture and: 
occasionally called light green white—no other mistakes. 

(b) The type of mistake in this group was.the misnaming of 
the light green as yellow and the small amber as pale 
green or red. . ; k 

(c) The reds and standard green were misnamed, in addition 
to mistakes similar to those under (a) and (b). 

(d) Those in this -category were very defective. Mistakes 
as in (a) to (c) were made and the signal blue green was 
misnamed. 


Unfortunately the above classification is only roughly 
true. Of the 587 colour defectives examined, 445 
fulfilled the. above conditions satisfactorily, 98 were 
much. worse on the lantern than would have been 
expected from their performance on the Ishihara plates, 
while 44 showed a better result on the lantern than would 
have been expected fromthe Ishihara plates. Of the 
total, 142 or 24% would have been wrongly categorised 
on the Ishihara test alone. Pickford? has suggested 
that this test is not scientific, nor very accurate so far 
as defective colour vision is concerned. On the other 
hand those able to read all the plates rapidly and cor- 
rectly when the test is carried out at a distance of 2} feet 
in good daylight (the order not being that in which the 
plates appear in the book) show no noteworthy departure 
from normal. "e 

_A possible exception to this is the person with a very 
slight shortening of the red end-of the.spectrum. Where 
this is' of small degree he -may read Ishihara plates 
without a mistake. : | 

This test is a most useful, if not very scientific, means 
of sorting any large number of people into those with 
normal colour vision and those whose colour vision is 
abnormal even ina small degree.. If this is borne in mind 
no great difficulty is ever experienced. If any attempt 
is made to classify the colour defectives on this test 
alone, difficulties at once arise. | 

: l JOHN GRIEVE. 


1. Giles. G. H. Diopt. Rev, &: Brit. J. physiol. Optics, 1935, 1, 23. 
2. Pickford, R. W. Nature, Lond, 1944, 153, 656. ‘ 
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A CHAIR OF PSYCHIATRY 


Sir,—As a non-partisan but as one who has had.the 
unique experience of living for the last two years in a 
psychiatric hospital, neither as psychiatrist or patient, I 
feel I cannot let the letter of your anonymous corres- 
pondent, J. M., go unquestioned. 

_ Both in discussions with my psychiatric colleagues and 
in your correspondence columns, I see no desire on their 
part more than that the best men should attain academic 
positions. It is, however, reasonable for medical men in 
the Services to hope that geographical inaccessibility 
and inability to make personal contact should not pre- 
judice the principle, of equal opportunity. This desire is 


‘understandable even in your correspondent’s ‘‘ untouch- 


ables.’’—the mental hospital doctors who, he believes, 
have changed their peace-time palatial. quarters for 
Parker-Knholls in Burma. But he should know that 


forward psychiatrists and parachuting psychiatrists still | 


exist, although at least one, bayoneted by Japanese, 
exists no longer. . - 
Narcissism, insight, frustration, adulation, and other 
clichés culled from a textbook are irrelevant to a discus- 
sion of fair means to a fair end, as would’be one on non- 
combatant guilt ; but although the ‘“ heat and burden of 
battle ” knows no frontier (and some of us have admit- 
tedly enjoyed our first immunity from bombing only 
since demning uniform), nevertheless opportunity ‘for 
study, for academic advancement, and for patriotic 
payment of supertax probably comes easier to a civilian. 
If J. M. wishes to leave civilian life, I would willingly 
give him advice on how to mask dyspepsia, hypertension, 
or obher somatic symptoms from a medical board. . As to 


‘any psychic disturbances I am less qualified to advise. 


S. CHARLES LEWSEN, 


WASSERMANN AND REFRIGERATOR 


-SIR,—The Wassermann reaction and Kahn test are 
now almost, ‘household words” and many place 
implicit reliance on the results of these laboratory 
procedures. Any masked source of fallacy in the 
performance of these tests deserves wide publicity. — 

In the course of my routine duties I-noticed that a 
“ control ” negative serum turned ‘‘ positive’’ after 
keeping a fortnight in a refrigerator. - It is not unusual 
for a ‘‘ positive” serum to turn negative on keeping, 
but the reverse process is uncommon. After a rather 
lengthy investigation I found that specimens of sera— 
originally negative—all kept in a certain refrigerator 
for a week or longer all gave ‘‘ positive ” Wassermanns. 
These ‘“ positive ” sera all gave negative results by the 
Kahn test, before and after cold storage. Specimens of 
sera, or cerebrospinal fluid ‘kept 24-48 hours in the 
refrigerator were unaffected. None of the specimens 
were frozen at any time. Negative sera-.and: CSF - 
specimens were duplicated; half of each was kept in 
the refrigerator for 7 days, and the other halves were 
kept in a contrivance cooled by circulating brine. The 
refrigerated halves were all ‘‘ positive ? by the Wasser- 
mann and negative by the Kahn technique; the other . 
halves were all negative by both methods. 

The refrigerator in question had been in constant use 
for over four years. Refrigerating engineers could find 
no mechanical defect nor leakage of gas; so far as 
refrigeration: was concerned, the machine worked per- 
fectly. I feel sure, however, that a leakage of gas, too 
slight to be detected by ordinary engineering methods, 
was the cause of our trouble. The refrigerant was, I 
believe, sulphur dioxide; it/is possible that methyl | 
chloride has a similar effect. When the refrigerator was 
new we could leave a sterile specimen of serum in it 
for three months with no apparent alteration in the 
strength of the Wassermann or Kahn ; in fact the Kahn 
result seemed to .become stronger with age. Latterly, 
however, the Kahn test turned from positive to negative 
and the -Wassermann from negative to positive on 
keeping. f 

Refrigerators are much., used now—not only in 
laboratories but even in theatres and wards—so perhaps 
it will help to cure some ‘‘ headaches ” if this experience 
is given publicity. The trouble is insidious because 
often unsuspected, although the remedy is fairly obvious. 

FRANK MARSH, | : 
Pathologist, Anglo-Iranian Oil Co. 


ORTHOPTICS IN PEACE AND WAR > 
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 KIBROSITIS | 


Sm,—In your annotation last week you say that 
the pathology of fibrositis, like that of sciatic neuritis, has 
always been obscure. There is a factor which has been 
very prevalent during these war years, although doubt- . 
less it existed before the war—namely that of trauma- 
tism. In their work in factories many people have had 
to.undertake heavy and repetitive muscular movements 
to which they were untrained and unaccustomed, and 
have become victims of traumatic fibrositis. Such 


‘Cases are commonly seen at clinics for chronic rheumatic 


disease, and patients (mostly Women) are also seen.com- 
plaining of pain in the forearm and fingers, accompanied 


_ by a sensation of pins-and-needles, following the carrying 


of heavy shopping-baskets—the ‘‘ shopper’s or mechanic’s’ — 
elbow ” akin to the tennis elbow. 

_An example of the irritable muscular or ligamentous 
focus. is the pyriformis muscle; an external rotator, 
abductor, and flexor of the hip, notably in the “ pyri- 
formis syndrome,” a frequent cause of sciatica, and 
a muscle which can be subjected to trauma. Spasm of 
the masseter muscle, with negative radiography of the 
temporo-mandibular joint, is often associated with a: 
trigger area in the trapezius muscle, and relieved by 
infiltration with 2% procaine, after which the patient” 
can open his mouth with ease.. Calcareous deposits 
take place in the tendon of the supraspinatus muscle 
near its insertion to the humerus, and the probable site 
of trauma, so frequent in affections of-the shoulder. 

Trauma thus appears to be a bigger factor in the 
causation of fibrositis than has hitherto been suspected, 


although it may not always be possible to. get the 


history of it. 


Kew. H. Austin WILLIAMS. 


ORTHOPTICS IN PEACE AND WAR 


SIR, —Your leading article of March 31 calls for some . 
comment, as some of the statements seem 4 little lacking 
in clarity, and others hardly borne out by the experience 
of some of us. Let me give a few instances. 

1. “ Sometimes also the latent squints of adults received 
attention.” Does this term include heterophoria ? 

. “ Before the age of five, children do not codperate well 
enough to allow of any squint training ” (italics mine). 
This is not by any means correct. It is true that there — 

- are such children, but there are a very great number who 

will coéperate at an early age—some even at the age 
of 34, and very.many at 4. f 

. “If the squint is transitory or very slight it is sometimes . 
possible, when fusion has been taught, to train the eyes 
to the normal position, but in the great majority an opera- 
tion is necessary. -Surely not the great majority ? 

4. “ Orthoptics by themselves are not a cure.” This is not 
a good expression, even if it were accurate. It assumes 
that operation is more or less always needed, which is not ` 
the case; and neither orthoptics, and certainly not an 
operation “cure” a squint. It is the patient, when 
trained, whether an operation has been done or not, who 
“ cures ” the squint; for without his coöperation no 
cure can be effected. Perhaps a small point, but im- 
portant, for it indicates a different approach, and a 

different appreciation. of what the treatment really 

consists: it is “education ” or “ training ” not “‘ exercises.” 

. one feels that there is a danger that those who 
practise orthoptics are relying too much on the readings 
of their machines and not allowing enough for the human | 
element.” Surely it is the duty of the orthoptist to 
study the readings of the machines, and for the ophthal- 
mologist to allow for the human elément. The former 
should send the report to-the latter, who should assess 
and interpret these readings. Thus the fault lies rather 
with the ophthalmologist than with the orthoptist,. if 
the human element is ignored... .°> 
6. “The anxious neurotic” is to be found in every practice, and 

. I agree that he is not a suitable subject for: orthoptic 

training. But is he so common in civil practice? I 

cannot speak for the Services ? ae 

I regret that all my comments seem to disagree with 
your article; but my own view is that we do not yet 
know enough about the subject to be able to make 
dogmatic statements. In fact the more we learn, the 
more there seems to be learnt. 7 
. Hove, Sussex. J. P SPENCER WALKER. 


to 
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* TIMEO DANAOS ET DONA FERENTES 


Sir,—The Ministry of Health has recently forwarded 
to the ear, nose and throat department of our County 
Hospital an elaborate equipment of instruments costing 
. at least £100. These instruments were not asked for ; 
_ many of them, in my opinion, are obsolete, and practic- 
ally none of them meet with my personal requirements 
as a surgeon; the hospital was already well equipped 
with instruments chosen by those who were to use them. 
On my sending a polite expostulation I was told that 
‘‘ the instruments have been selected by the Minister’s 
consultant adviser for Ear, Nose and Throat Centres ; 
after allowing for such equipment held by the Hospital, 
_ they represent what is considered necessary for the work 

‘of an Ear, Nose and Throat Department of the class of 
your Hospital in the Emergency Hospital Scheme. It 
- is appreciated that a standard list cannot be universally 

- acceptable, but deferment to individual preferences is 
not possible in ordering for a large number of centres, 
` especially in present supply conditions.” 

Now, had the issue been made of instruments which 
had some relation to our requirements the cost might 
have been £10; as it is, the cost must have. been over 
£100, and the majority of the instruments will be placed 
in a store and not used. Much'‘as I appreciate the Father 
Christmas spirit, the wastage of money and material 
is pitiful. Nor is that the most melancholy aspect of 
the matter. nee eae, oe 

Surgery is a personal art, and it is an indignity to 
impose standardised equipment upon a craftsman, as 
though he were a: factory hand working to a blue-print. 
Future discussions with Whitehall may very likely 
revolve round the question of remuneration ; but that 
matters hardly at all: What does matter is that the 
sterile mentality which is already insidiously at work 


7 


trying to standardise our methods and ideas should be . 


- rejected with all the energy we command. 
` It may seem a small matter to dwell upon, but I do 


not think it is a small matter that a profession hitherto: 


responsible for its own discipline and ordinances should 
be threatened by a subtle and increasing control by 
outside influences, well-meaning enough but insensitive 
to an incredible degree. E | 

Intellectual castration is an alien tradition. If we 
cannot tolerate originality—even eccentricity—then of 
vitality and genius we shall assuredly quite soon find 
ourselves bereft. : 
Brighton. D. A. Crow. 

*,* We are informed that the supply position during 
the war has prevented the Ministry supplying each 
individual surgeon with the make of instrument he 
prefers and has made it necessary to order generally 
acceptable makes selected by their consultant advisers. 
. The Ministry supply hospitals, not individuals, and each 
hospital is given articles in the standard set that it does 
not already possess. <A particular surgeon may prefer 
to use others ; but in equipping a hospital the Ministry 
hold that they must see that there 1s a standard set 
available for the treatment of the patients for whom 
they are responsible.—Epb. L. 


WHITER BREAD 


Sir,—In your leader of March 17 you say that phytic . 


acid in high-extraction flour is neutralised by the addition 
of calcium. This statement is unfounded. It is true 
that‘if a subject is given first white bread and afterwards 
. brown the calcium balance becomes negative. But this 
has nothing to do with phytic acid, as we have shown 
(Harris, I., Vernon, C. E. J. Physiol. 1943, 102, 20P). 
If a subject is in the habit of eating a brown loaf fortified 
with calcium, and he is afterwards given brown bread of 
the same extraction but without the added calcium, the 
calcium balance does not become negative. Here are the 
actual figures obtained from a subject after eating brown 
bread to which calcium was not added: calcium intake 
0-737 g.; calcium output in urine 0:172 g., in fæces 
0-565 g., in urine and feces 0:737 g. Output 100% of 
the intake. ‘ 


It is clear that if phytic acid were the cause of the 


negative calcium balance, the eating of brown bread 
without added calcium should have produced a negative 
balance, which it did not. JI can only suppose that the 
‘whole phytic acid theory is a figment of the imagination. 


PUBLIC HEALT H 


to the much whiter bread eaten at present. 
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Clearly too the authorities themselves do not believe in- 
it ; for I understand that the calcium is still being added 


‘Liverpool. T I. Hargis. — 


REABLE OR REHABILITATE ? 


SIR —Must we indeed: ‘‘reable’’? Revolting as 
“ rehabilitate ’’ is, bearing as it does the smack of 
“ static water ’’ and ‘‘ dehydrated vegetables,” I doubt 
if it is: quite such an unpleasant movthful as ‘“ reable,”’ - 
which we may confidently expect to find very shortly on 
Mr. A. P. Herbert’s black-list, or relegated to the “ bar- 
barisms ”’ section of a new edition of Fowler. _ Indeed I 
expect that many of us will be unable to ‘‘ reable.”’ 
There seems to me only one place where ‘“ reable ” 
would be appropriate, and: that is, most appropriately, 
in the word ‘‘ disagreable.”’ Í a . 
Why is there this extraordinary anxiety to make two 
ugly words grow where one beautiful one grew before ? 
For have we not already that splendid word “‘.restore,”? 
and its noble, inspiring, and harmonious noun ‘*‘ restora- 
tion ? ” Though Shakespeare may have used the verb 
“ to able,” I cannot believe that he would have approved 
of “ Malvolio, thy wits the Heavens reable.”’ 
Haywards Heath. J. W. SHACKLE. 


SR, —Sir Edmund Spriggs wrote to me some eighteen 
months ago urging the use of the word ‘‘reable.” It is 
altogether a more attractive and euphonic word, but it 
shares with “ rehabilitate ” one great disadvantage, it 


‘does not lend itself to the form *‘ reabler ’’—a pity. 


Physical medicine, physiotherapy, and rehabilitation are 
all clumsy words for use in describing the practitioner in 
the subject. But to have to say in answer to the ques- 
tion ‘‘ What are you?” “I am a reabler,’’ is alas 
unthinkable. <A good word is urgently needed. 

London, W1. | Ae C. B. HEALD. 


Public Health 


Case of Confluent Smallpox from North Africa 


ON March 22, 1945, a distressed British seaman 
boarded a troopship which was on its way from the East 
to the United Kingdom, where it arrived at a north- 
western port on March 30. The man had been under 
treatment for ‘‘ catarrhal fever” in a North African 
Army hospital from Feb. 24 until March 8; he had after- 
wards lived at a Merchant Navy club in the North 
African port and had frequented the native quarters, 
where it is most likely he was infected with smallpox. 
He had never been vaccinated. 

History of illness.—On March 27—that is, 5 days after 
coming on board the transport—he developed a sore . 
throat and his temperature.was 102:2° F. He was placed 
in the isolation hospital immediately, where isoJation was 
strict. He was given codeine, aspirin, and diamorphine, 
and next morning his temperature was normal and his 
throat.was better. On March 29 a macular rash appeared | 
on his face only. His temperature was normal in the 


- morning but rose to 99° F. in the evening. He felt well. 


On the morning of the 30th his temperature was sub- 
normal but the rash was appearing quickly on his body 
and limbs. When seen by the port boarding medica] 
offiter on that day the eruption was profuse on the trunk 
and face, and there were one or two macules on the palm 
of the left hand but none on the soles of the feet. He 
was removed to the smallpox hospital in Glasgow. 
Since his admission he has been very ill with confluent 


. smallpox, but the illness\ has. apparently responded to 


large doses of penicillin, and he is expected to recover. 
Administrative measures.—The full coniplement of the 
troopship on arrival at the port was 3681, which included 
378 crew, and 509 first-class, 42 second-class, and 2752 
third-class passengers. Among these .were members of 
various Services, together with military and civihan 
families, 421 ex-prisoners-of-wary -and 101 distressed 
British seamen—altogether a very mixed ship’s company. 
It was very desirable that disembarkation should not be 
delayed, but vaccination of the ship’s complement was 
thought essential before this could be allowed. A 
number of the passengers, including children and dis- 
tressed seamen, had not been vaccinated before. In the 
early evening of March 30 a team of doctors from the 
Glasgow Public Health Department, with the help of 


| 


: 
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military medical officers, vaccinated all on board, and | 


this was completed before midnight. Four distressed 
British seamen who had been in close contact with the 
„patient before he was isolated on the ship were sent to 
‘the smalipox isolation hospital for observation. 
Disembarkation began on the 31st and the medical 
officers of health of all the districts to which passengers 
were going were notified of the contacts who would be 
arriving in their areas. It was also possible, through the 


Service authorities, to inform civil medical officers of ` 


health of the arrival of contacts at Services camps and 
depots. The ship was disinfected at the anchorage. 


Infectious Disease in England and Wales. 
WEEK ENDED MARCH 24 7 


Notifications. —The following cases of infectious 
disease were notified during the week : smallpox, 0 ; 
scarlet fever, 1522; whooping-cough, 1453; diphtheria, 
499 ; paratyphoid, 3; typhoid, 8; measles (excluding 
rubella), 25,507 ; ' pneumonia (primary or influenzal), 
S66 ; puerperal pyrexia, 173 ; cerebrospinal fever, 88 ; 
poliomyelitis, 4; polio- encephalitis, l; encephalitis 
lethargica, 1; dysentery, 420 ;. ophthalmia neonatorum, 
$1. No case of cholera, plague, or typhus fever was 
notified during the week. 

The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on March 21 was 1244. During the 
previous week the following cases were admitted: scarlet fever, 
26; diphtheria, 28; measles, 189 ; whooping-cough, 13. 

Deaths.—In 126 great towns there were no deaths 
from enteric fever, 1 (0) from scarlet fever, 32 (4) from 
measles, 9 (0) from whooping-cough, 5 (0) from diph- 
theria, 49 (6) from diarrhea and enteritis under two 
years, and 28 (4) from influenza. The figures in paren- 
theses are those for London itself. 


Birmingham repor ted 4 deaths from measles. 
cases of diarrhea at Birmingham and 5 at Leeds. 


The number of stillbirths notified during the week was 
220 (corresponding to a rate of 33 per thousand total 
births), including 20 in London. 


WEEK ENDED MARCH 31 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1361; whooping-cough, 1123; diphtheria, 495 ; 
paratyphoid, 4; typhoid, 18; measles (excluding ru- 
bella), 22,183 ; pneumonia (prithary or influenzal). 746 ; 
puerperal pyrexia, 138; cerebrospinal fever. 66; 
poliomyelitis. 6°; polio-encephalitis, 0; encephalitis 
lethargica, 4; dysentery, 394; ophthalmia neonatorum. 
64. No case of cholera, plague, or typhus fever was 
notified during the week. 

The number of service and civilian sick in the Tatectious Hospitals 
of the London County Council on March 28, was 1208. During the 
previous week the following cases were admitted : scarlet fev er, 27 ; 
diphtheria, 23 ; measles, 184 ; whooping-cough., 16. 

Deaths.—In 126 great towns there were no deaths from 
enteric fever or scarlet fever, 21 (3) from measles, 
11 (2) from whooping-cough, 6 (0) from diphtheria. 
19 (8) from diarrhœa and enteritis under two years, and 
27 (2) from influenza. The figures in parentheses are 
those for London itself. 

The number of stillbirths notified during the week was 
1S6 (corresponding to a rate of 31 per thousand total 
births), including 20 in London. 


There were 7 fatal 


MEDICAL scours OF DoDo —The Ai cussion on the 
deferment of senescence which Mr. W. Sampson Handley was 
opening on April 9 has been postponed till Monday, April 23, 
at 5 PM. 


' BRITISH Assooramion | OF UROLOGICAL SURGEONS.—At a 
meeting of 40 urologicai surgeons held on March 17 at 
the Royal College of Surgeons of England, under the 
chairmanship of Sir Alfred Webb-Johnson, rrcs, itwas decided 
to form an association under this- name. The following 
ctiicers were elected: president, Mr.` R. Ogier Ward; vice- 
president, Mr. Bernard Ward ; secretary, Mr. E. W. Riches ; 
treasurer, Mr. John Everidge ; editorial secretary, Mr. H. P. 
Winsbury-White ; members of council, Mr. A. Wilfrid Adams, 
Mr. David Band, Mr. Arthur Jacobs, Mr. J. B. Macalpine, 
Mr. T. J. Millin, Mr. A.. Clifford Morson, Mr. R. H. O. B. 
Robinson, Mr. C. A. Wells. The association may be addressed 
at the college, Lincoln’s Inn Fields, London, WC2. 


On Active Service 


CASUALTIES S 
; DIED OF WOUNDS | 
Captain GORDON SPENCER SHEILL, MC, MB DUBL., , RAMC 
DIED i | 


Lieut.-Colonel GAVIN ALEXANDER ELMSLIE' ARGO, OBE, MC, 
MB ABERD., LDS, RAMC 
Major ERNEST LAWRENCE HOLDEN ELLIS, MD MANITOBA, 


RAMC 
AWARDS ` 
CBE 
Colonel JAMES MELVIN, OBE, MC, MB ABERD., RAMC 
DSO : 


Lieut.-Colonel M. E. M. HERFORD, MBE, MC, MB BRIST., 
RAMC 


OBE 


Lieut.-Colonel A. McC. Camp- | Lieut.-Colonel F. L. Ker, 
BELL, DSO, MB GLASG., RAMC MB EDIN., RAMC 
Lieut.-Colonel Martın FaL- | Lieut.-Colonel W. J. 
LON, M-OH DUBL., RAMC | MCINTOSH, MBGLASG.,RAMC 
Lieut.-Colonel J. A. FINEGAN, | Colonel W. H. MARSTON, 
MB GLASG., RAMC | MB BIRM., RAMC 
ee „E, GAL- | Lieut.-Colonel B. M. 
Lieut.-Colonel R. L. Hott, PEE PARS 
FRCS, RAMC | Lieut.-Colonel G. E. ORD, 
Lieut.-Colonel- F. Heywoop |! _ MB ABERD., RAMC 
JONES, MB LPOOL, RAMC ' Lieut.-Colonel ScorTT- 
Lieut.-Colonel H. W. Ever- | RUSSELL TRICK, MB LOND., 
LEY JONES, MB LOND., RAMC RAMC 
Lieut.-Colonel A. F. KEN- | Lieut.-Colonel D. H. Youne. 
NEDY, MB DUBL., RAMC | MD ONTARIO, FRCSE, RAMC 


MBE 


Major D. E. H. Beattizr | Major J. D. MCLENNAN, 
MB EDIN., RAMC , MD ABERD., RAMC 
Major R.G. Evans, MB LOND., | Major ANGUS MacLeop, 
RAMC -= MB GLASG., RAMC ` 
Major MATTHEW | HuntTER, ; Major K. D. STEWART, MB, 
MB EDIN., RAMO RAMC 
Major J. Bo Major D. J. WATTERSON, 
MB ABERD., RAMC MB CAMB., RAMC 
l MC 
Captain GABRIEL KARSTAEDT, MB LPOOL, RAMC 
- MENTIONED IN DESPATCHES 
Surgeon Commander J. M. FLATTERY, RAN . 
RCAMC.—Lieut.-Colonels C. U. Letourneau, T. M. 
Sieniewicz ; Majors G. C. McGarry, J. C. McKellar, R. B. 
Murray, H. A. Williams ; Captains K. A. C. Clarke, J. H. 
Fraser and H. Marantz (killed in action); Lieutenants M. T. 
Cooper, R. Frechette, and J. Mackie. 


MEMOIRS . 


Surgeon Lieutenant M. J. CLOW, RNvR, who died on Feb. 11, 
at the age of 30, while serving in "Australian water S, WAS the 
first man in this war to receive the Albert 
gold medal for saving lifo at sea. He was 
educated at Altrincham Grammar School 
and Pembroke College, Cambridge, and 
after continuing his medical studies at 
Manchester he graduated MB Camb in 
1938. Before joining the RNVR in 1940 
he had held house-appointments at 
Manchester Royal Infirmary, and the 
Crumpsall Hospital. In 1942 he took 
his MA and the following year obtained 
the MD for his thesis on pneumonia. 
For several years he held the Cheshire 
swimming championship (220 yd.), and 
he was a half-blue for swimming and 
water polo, which he also played for 
the Cheshire County and Sale Swimming club. “Mac 
had a bonhomie and breeziness of manner,” writes R. W. L., 
“ which, with his laugh, brought a breath of fresh air into 
every clammy atmosphere, social or diagnostic. What 
I. remember best is his generosity. He gave away his 
lifebelt to a wounded shipmate when he was torpedoed, and 
it was characteristic that he made no mention of this act when 
he described how he came to be on survivor’s leave. Asa- 
doctor, he acted on the principle that in many, aspects of 


@ 


_NICOL, 


MACKAY, ` 


Manchester Daily Mail 
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medicine there is no substitute for hard work. But one 
usually sensed that he was thinking beyond the routine work 
of a busy ward.. His vigour and spontaneity carried him 
further than many of his age towards an understanding of 
life. He was a warm-hearted friend to many, and we’shall 
miss him.” 


Captain Davip Woop, RAMC, who was killed on Dec. 18 
during an air-raid while a prisoner-of-war in Germany, was 


the youngest son of the late Mr. Robert 


Wood of Rawyards Farm, Airdrie. Born 
in 1907, he was educated at Airdrie Acad- 
emy, and after six years in business took 
up the study of medicine at Glasgow 
University, graduating MB in 1936. After 
qualifying he went into general practice, 


Barnet, London. Within a few weeks of 
the outbreak of war he volunteered for the 
RAMC and was later posted to the Middle 
East. He took part in the Greek cam- 
- peign in 194], and during the evacuation 
from the Greek mainland he stayed behind 
to attend to the wounded on the beaches 
and fellinto enemy hands. As a prisoner-of-war in Germany 
he was MO to the camp hospital. Although he was keen on 
all forms of sport, his favourite game was soccer, and soon 
after he arrived at the camp he started a soccer league, he him- 
self playing centre forward for the Scottish team. Besides 
helping to relieve the tedium of camp life, Wood was at all 
times an outspoken and fearless champion.of the men’s 
interests. A man of good physique, he was quiet and modest 
in manner, and had a ready smile. Apart from sport, at home, 
his chief hobby was gardening. 


Annan 


Lieut.-Colonel Wier1am SIMPSON, RAMO, was accidentally 
drowned on March 17 at Kingston, Jamaica, where he was 
serving as assistant director of medical services in the North 
Caribbean area. He graduated at Glasgow in.1922 and had 
‘held appointments at Barnsley and Preston and under the 
LCC. After he joined the RAMC in 1940 he acted as liaison 
officer for the Midland region between the War Office and the 
Ministry of Health. 


Parliament 


QUESTION TIME 
Women Medical Students 
Dr. E. SUMMERSKILL asked the Minister of Health (1) what 
steps he propesed to take to provide tuition for the large 
number of women medical. students who were unable to 
obtain entrance to hospitals, pending a change of policy of 


the teaching hospitals reserved for men; and (2) if he was ` 


aware that whereas male medical students were not called 
upon to sit for competitive entrance examination, the com- 
petition for the small number of vacancies allotted to 
female students was severe; and if, in view of the large 
additional numbers of doctors which would be required after 
the war, he was taking steps to increase the facilities for female 
medical students, and to abolish competitive examinations 
in their case. Mr. MESSER also askéd the Minister if he was 
aware that a large number of women students who had taken 
their first MB were unable to obtain places in medical schools ; 
and, if he had any proposals to make to deal with this situation 
_ in view of the shortage of doctors. 

Mr. H. WILLINK replied: It is necessary, in order that 
manpower may be allocated in the best way, to fix quotas for 
the numbers of men and women to be admitted as medical 
students. The women’s quota is fixed by reference to the 
number of women students admitted in the three years 
1937-40, and in addition a medical school which admits both 
men and women may make good the deficiency in male 
students, by admitting women. Neither the teaching staff 
nor the accommodation is at present available for extending 
teaching facilities. I would, however, refer to the statements 
of policy made by the Chancellor of the Exchequer on Feb. 13 
and by myself on Jan. 18 in which the Government have 
viven every encouragement to universities to formulate plans 
at once for development of their medical schools as soon as 


first in Newcastle and later in New 


conditions permit, with special reference to the necds of women 


students. 

Dr. SumMMERSKILL: Is the Minister fully alive to the 
urgency of this problem ? Does he realise that there are 
hundreds of brilliant young women who have passed their 

. » ; - 


first medical who are now regarded as redundant, although 
there is an urgent need for doctors; and is he also aware that 
the quota that was fixed was determined by the fact that only 
four hospitals in London admit women, whereas every hospital | 
admits men ?—Mr. Wiritrisk: I am fully aware of the 
urgency of the question, not less because I have a daughter 
who is a prospective medical student. The real difficulty is 
the shortage of teachers and that is one of the matters to 
which we are paying particular attention. : 

Mr. Messer asked if the Minister was aware that there 
were many students who were allowed to get up to their 
second MB and they could not get into hospital and thus all 
the time they had spent in study was wasted; and’ was he 
aware that much of the difficulty arose from lack of accom- 
modation* and would he consider the possibility of public 
hospitals becoming medical schools; and was he’ aware that 
what he had just said related to men and did not relate to 
women.—Mr. WILLINK: The possibility of the use of public 
hospitals. for medical schools was fully considered by the 
Goodenough Committee. 


Obituary 


ALFRED WILLIAM SHEEN 
. CBE, MD, MS LOND., FRCS, TD, DL 

A. W. Sheen, who died on March 28 at the ‘age of 75, 
was å man of considerable versatility. He did good 
service in South Africa and India in the Boer War and 
the war of 1914-18; he was efficient as professor of 
surgery and director of the surgical unit at Cardiff; 
he was an authority on the work of Hunter ; he took his ; 
part in local affairs and was a Deputy Lieutenant for- 
the county of Glamorgan ; he was a good friend and an: 


. excellent companion. But his outstanding success was. 


his work as provost, the first provost, of a new school | 
of medicine, the Welsh National School of Medicine. , 

He was the eldest of the eleven children of the late ` 
Dr. Alfred Sheen of Cardiff. From University College, ` 
Cardiff, he went to Guy’s, where he qualified in 1892.. 
Having held house-appointments at Guy’s, Bethlem, | 
and Cardiff, he joined the staff of the Cardiff Infirmary - 
and married in 1898. On his return from South Africa, : 
where he served as surgeon to the Imperial ` Yeomanry ' 
Field Hospital, he interested himself especially in the: 
surgical ‘conditions likely to be encountered in an: 
industrial population, 4nd with much experience of: 
operating in the homes of the people and the smaller: 
hospitals he had a good deal to do with the development: 
of surgery in South Wales. His contributions. to the” 
medical press were useful and practical: he was an: 
early advocate of prostatectomy; he gained special: 
knowledge of splenectomy; and he was keen on tne 
management of fractures. 

In the last war he was at first commanding officer” 
and senior surgeon of the Welsh Hospital at Netley,“ 
but in 1916 went to India as OC 34 (Welsh) General“ 
Hospital. He became consulting surgeon for war? 
hospitals in India, and was appointed CBE. After: 
the war he practised for a time in London, where he | 
was visiting surgeon to the specia] orthopedic hospital» 
at Shepherd’s Bush. In 1921, however, he went back tc‘ 
Cardiff as first professor of surgery and director of the: 
surgical unit in the Welsh National School of Medicine -: 
Here he remained on the active staff of the Royal: 
Infirmary till 1933, maintaining his special interest im 
reablement, especially after industrial injuries. Above: 
all, however, he worked tenaciously to justify the new: 
departures represented by his unit and the school. 

' During ‘the discussions—sometiines heated—whicl : 1 
heralded the establishment of the school as a separate 
entity within the University of Wales, there came a time | 

when the post of dean of the faculty of medicine becanx u 
vacant. EB. L. C. recalls how, when the contestins', 
parties met in 1927 to choose their leader, no-one wa:\, 
more astonished to find himself unanimously electecs 
than was Sheen, who had not identified himself wit] 

either party. To be more astonished still were thos 
who had placed him in office when they disceverec™! 
the facility with-which he undertook his new duties™ 
Hence, when, in. 1931, the school gained its freedom: D 
there was no doubt as to the personality to fill the pos 4 
of provost. And the post was no sinecure—to launcl x 
on its-wayv a new scho6ly? constructed, largely on tho 
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‘ initiation of Osler, on the American unit principle with 
whole-time professors as heads of each clinical depart- 
ment. Local rivalries,. within and without the univer- 
sity, had. to. be met and negotiated. Today the school 
stands recognised as a fine training-ground for our 
profession, bearing witness to Sheen’s success in his 
task. As a chairman he expounded business clearly, 
and at times freely, but never to the exclusion of the 
views of others ; but most of his activities were carried 
out away from meetings by the use of tact and persuasion. 
His plans for the future of the school were on the grand 
scale, including a fine university hospital and complete 
medical school near the civic centre of Cardiff. 

Sheen, left the chair of surgery in 1935, but on the 
departure of his successor, Prof. Lambert Rogers, for 
service with the Navy, he again shouldered the responsi- 


. OBITUARY 


- bilities of the department of surgery, which involved 


early lectures, ward teaching, and the care of patients, 


in addition to the duties of provost. - He had to travel 
much, attending meetings and conferences, but he 
carried on without signs of diminishing activity. Sys- 
tematic and thorough, he also enjoyed an “ occasion,” 
and was well able to preside and conduct official business 
with dignity. In private life he was very hospitable, 
and many outside examiners, writes G. G. T., will 
remember the delightful time when they were guests 
in his home. He was fond of travel and was always 
welcome at the visits of the Moynihan Club and the 
congresses of the International Society of Surgery ; he 
was a good talker, told a story with due emphasis, ,and 
always had a ready jest to point a moral. Sometimes 
a rather brusque. dictatorial manner, or apparent 
flippancy, repelled those who did not know him well; 
but his heart was warm and generous and he was par- 
ticularly kind.to the young. His wife, a daughter of 
J. P. Ingledew, sp, of Cardiff, died in 1939, and they had 
no children. 
E. J. M. writes: ‘“ Though not a good listener, Sheen 
was a man of ripe knowledge and great ability. Physi- 
cally, andin some ways mentally, he resembled. his 
distinguished father, Dr. Alfred Sheen, who is credited 
with the first (and successful) ovariotomy in the Cardiff 
area. Small wonder he obtained distinction in military 
service, from the South African War to the first World 
War and afterwards ; for it came naturally to him to 
lead and to command. To be thwarted of a set purpose 
was to him an experience especially to be avoided. 
This quality, indeed, may have cost him dearly. For 


during a spell of very heavy snowfall which well nigh 


_ overwhelmed Cardiff in an early month of this year 


he, like many others, was made captive in his house in 
the suburbs. Most people resigned themselves to tem- 
porary imprisonment. Not so Sheen. With great 
effort he literally dug himself out, and thereafter, in the 
absence of any available transport, trudged four miles 


-= through the deep snow to his medical school office, 


where he had a circulatory collapse from which, 


| notwithstanding every care over weeks in the Infirmary, 


‘ 


he never recovered. __ ; 

** As provost he has left his mark on the Medical 
School and he gave much thought to its development in 
the future under the oncoming Comprehensive Medical 


_ Service ahd the recommendations of the Goodenough 


Committee. To some of us his views as to the necessary 


i 


development of the central hospital were unduly ex-. 


pansive, but with his excellent memory and facility 
of phrase Sheen could, in discussion, always establish 
a good case. Socially he was, not of the hail-fellow- 


= well-met type; but he had a real capacity for friend- 
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ship and a touching gentleness for the ill and for those 
fallen by the way. He was never quite the same after 
the death of his devoted wife who, until the pnset of 
her long illness, had been an unfailing support in all the 
major commitments of his life—at home and overseas. 

“ Sheen gave of his very good best for his country, 
his city, and his school.” i 


BRITISH INSTITUTE OF RADIOLOGY.—On Thursday, April 19, 
at 8 pm, at 32, Welbeck Street, London, W1, Prof. E. A. 
Owen, D sc, will deliver the Sylvanus Thompson lecture. On 
the following day at 4.45 rm, Dr. J. F. Brailsford is to give the 
Mackenzie Davidson lecture. His subject is to be the teach- 
ing of radiology. = 
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JAMES BARRETT 
4 « 
` KBE, CB, CMG, MD, M8, LL D MELB.. FRCS, FRACS ~ 


Sir James Barrett, whose death at the age of 83 is 
reported from Melbourne, was a man of many interests 
and great energy. A leading ophthalmic surgeon in his | 
own city, he served with distinction in the war of 1914-18 
as consulting oculist to HM Forces in Egypt and as 
ADMS to the Australian’ Forces there. He was vice- 
chancellor of the University of Melbourne from 1931 to 

_ 1934, and afterwards chancellor, and was president of 
the British Medical Association at its Australian meeting 
.in 1935. . Fs 

He was the son of a doctor; he entered Melbourne 
University at 15, when it had only 200 students, and 
when he came to his third medical year there were only — 
10 in his class. After two years as resident medical 
officer at the Melbourne Hospital he came to Europe, 
where he was demonstrator in physiology at King’s 
College, London, and worked in Berlin and elsewhere. 
On his return to Melbourne he was appointed to the staff 
of the Melbourne Eye and Ear Hospital, and demon- 
strator in physiology. The lectures on the special 
senses which he gave during more than forty years 
described admirably the scientific facts and their 
application to clinical work. a. 

As long ago as 1901 he joined the council of the 
university, and soon became actively engaged in its 
reorganisation. He afterwards recalled that the two 
chief difficulties with which he had to contend were the 
indifference, and even hostility, of the public, and the 
opposition of many members of the university to new, 
courses of study and other changes. The innovators were 

_always being told that nothing new should be attempted. 
until existing departments were properly provided for: 
“ this of course meant that nothing’ new would ever 
be undertaken, as there is no limit to the legitimate 
aspirations of any department.” Barrett was the first _. 
to admit that (as he put it) ‘‘ no sensible man advocates 
new. courses just because they are new ’’; but he was 
himself. essentially an originator. Versatile and full of 
ideas, he well deserved his nickname of the Gadfly. 

Of very .many projects which he launched, not all 
survived ; but in presenting him with his portrait in 
1939 the Lord Mayor of Melbourne estimated that he 
still retained his interest in 28 committees, of which he 
was president of 11, vice-president of 2, chairman of 7, 
and hon. secretary of 3. an 

Outstanding among his achievements was the Vic- 
torian Bush Nursing Association, of which he was 

founder and hon. secretary ; this brought to many small 
country towns in the State a hospital service of remark- 
able efficiency, and Barrett was rightly proud of the 
hospital insurance system described in his presidential 
address to the BMA. He was also one‘of the founders 
of the Royal Australasian College of Surgeons, and in 
the university did much to create the schools of educa- 
tion, agricultural education, mining, commerce, and 
veterinary science, and the university extension depart- 
ment. His fellow-countrymen owe to him the Wyper- 
field National Park and the sanctuary at Wilson’s 
Promontory, and he was among those who saved. the 
koala bear from extinction. In his garden at Toorak 
in the Melbourne suburbs he kept a small private zoo, 
with wallabies and kangaroos. He was an authority on 
lilies, an advocate of decimal coinage, town-planning, 
and proportional representation, and a practical friend to 
Melbourne children, for whom he secured playgrounds. 
Of the innumerable other interests of a long life it will 
suffice to mention the Lady Northcote Permanent 
Orchestral Trust, of which he was chairman, anu the 
Conservatorium of Music, both of which owed him much. 
His activity was such that when someone came with a 
new project, he would get the gist of it quickly and then 
(striding up and down his consulting-room) would 
dictate a letter to the press, sign it, ‘and then go on to 
the next thing that needed gingering up.” But he would 
also work long and patiently to gain great ends. Like- 
able and extremely kind, he was never too busy to give 
up time to a student or young practitioner. 

Sir James Barrett was appointed CMG in 1911, and 
CB and KBE in 1918. By his first marriage he had two 
sons and three daughters, and one of his sons was killed 
in the late war. 


- 


486 THE LANCET] 


NOTES AND NEWS 


[APRIL 14, 1945 


Notes and News 


SOUND FEET 
WHEN a quasimedical book i is produced for popular reading 
the question springs to mind “ Is this information or propa- 
ganda ?”’ The propaganda type necessarily deal with 
diseases, and nearly always emphasise the need for seeking 


advice at an early stage when ‘symptoms are usually quite 


minor. ` Such books are in the nature of two-edged swords, 
for they can be prolific causes. of neurosis and hypochondriasis 
in the otherwise healthy. 
any action likely to add to the incidence should be strictly 
. avoided. Fortunately the foot is not a common site of refer- 
ence for neurotic symptoms (although it is surprising how 
many people develop an obsession about a non-existent flat 


foot), and so while Take Care of Your Feet (Foot Health - 


‘Educational Bureau. Pp.129. 5s.) is primarily propaganda, 
little objection can be taken to it on this score, especially as 
much of its matter is informative. 

It is a symppsium contributed to by orthopaedic surgeons, 
doctors, chiropodist, physiotherapist, shoe manufacturer, 
leather expert, and tanner, among numerous others. The 
language is non-technical, and the lay reader will find it easy 
to understand both the letterpress and the drawings which 
accompany it. ‘Possibly the general public may complain 
that there is really nothing in the book which actually tells 
them how to avoid many of the foot troubles from which they 
suffer ; and they may correctly guess that in many instances 
the experts themselves are not able to point to causative 
factors with assurance. It is not enough, for instance, to tell 
a patient with ingrowing toenail that his trouble is due to 
‘crowding of the toes in a narrow toecap, when he protests that 
he has never worn footwear with these characteristics. 


s While orthopedic specialists differ so considerably in their ` 


views on the etiology and nature of many foot troubles, such 
as flat foot, perhaps the time is scarcely ripe for offering 
guidance to the public except on simple matters of hygiene 
and shoe fitting. This book does that well. The chapters on 
the making, repairing, and fitting of shoes, and those on 
leather and tanning, are especially instructive. 


University of Cambridge 


Brigadier Sir Lionel Whitby has been elected an honorary. 


fellow of Downing College. 


Royal College of Obstetricians and Gynzecologists 


The following have been elected to the fellowship :' 


G. St Adam, Caroline A. Elliott, E. A. Gerrard, A. M. Hill, J. J. 
` Kearney, R. J. Kellar, A. Meave Kenny, W. K. McIntyre, B. T. 
Mayes, H. K. Pacey, Frank Stabler, F. R. Stansfield, and G. A 
Thompson. 


The following have been awarded the Aisiouse of the college : 

Isabel H. M. Blyth, J. T. Carson, H. J. A. Conte-Mendoza, G. K. 
Emsley, J. L. Farmer, J. J. Handler, Denzil Heap, Alistair Hender- 
son, Michael Hutchinson, William Johnston, E. E. Jones, Kathleen 
Lawrence, Betty J. Poland, and D., B. Stewart. 
Negotiating Committee’s Report 

The London Association of the Medical Women’s Federa- 
tion, which is represented on the committee, will meet to dis- 
cuss the report on Saturday, April 21, at 3 PM, at BMA House, 
Tavistock Square, WCl. 


Association for Scientific Photography 


At a meeting to be held at 2.30 pm on Saturday, April 21, 
at the Caxton Hall, Westminster, Mr. E. Mackie will speak on 
requirements for micrography and cinemicrography apparatus. 


Faculty of Radiologists 


On Friday, April 20, at 2.30 pm, at the Royal College of 
Surgeons, Lincoln.Inn Fields, London, WC2, Mr. G. F. 


Stebbing will deliver the Skinner lecture on the diagnosis — 


of cancer in a national medical service. The annual meeting 
of the faculty will take place in Leeds on Friday and Saturday, 
June 29 and 30 (not June 28 and 29 as previously announced). 


Postgraduate Lectures in Edinburgh V 

A series of Honyman Gillespie lectures, open to graduates 
and senior students, is to be held at Edinburgh Royal 
Infirmary, at 4.30 pm, on Thursdays. Mr. I. S. Smillie is to 
speak on the stiff knee-joint in fracture of the femur (April 19) ; 
Prof. T. Ferguson on employment and health (May 3); 
Major C. E. van Rooyen on infective hepatitis (May 24) ; 
Dr. A. S. Johnstone on dysphagia due to causes other than 
malignant disease (June 7) ; Mr. W. Quarry Wood on duodenal 
ulcer (June 14); and Dr. C. Kelman Robertson on post- 


operative pulmonary complications (June 21). 


With neurosis. on the increase 


_BAUEROVA, OLGA, MD BRATISLAVA, DMR: 


‘GARRETT. —On April 2. 


Royal Society of Medicine 


There will be a meeting of fellows of the society on Tuesday, 
April 17, at 5 pm. : On April 18, at 2.15 pm, at the section of 
comparative medicine, Lieut.-Colonel C. H. Stuart-Harris, 
Mr. J. S. Carmichael, and Dr. Raymond Lewthwaite will open 
a discussion on the control of rickettsial infections. On 
April 20, at 6,30 pm, the section of radiology is holding a joint 
meeting with the Faculty of Radiology and the British 
Institute of Radiology. Dr. Frank Ellis, Dr. J. W. McLaren, 


and Mr. J. Read, PHD, will open a discussion on the . 


standardisation of radiological apparatus. 


Guests from Liberated Europe 
A French medical delegation are at present visiting this 


country as the guests of the British Council and the Royal 


College of Physicians. The members are as follows : Académie 
de Médecine : 
Medicine, Paris, Prof. A. Lemierre, and Dr. P. F. Armand- 
Delille ; Conseil Supérieur de Médecine : 
Laporte and Dr. H. Descomps; Provinces: Prof. C.` Soula 
(Toulouse), Prof. Gernez-Rieux (bille), Prof. J. Roche 


(Marseilles), and Dr. M. Nédelec (Angers). -- 


Four groups of’ ‘Belgian professors arè also to visit this’ 


country during the next three months. The first group, who 
will be here from April 16 to 30, will include Prof. N. Goor- 
maghtigh (Ghent), and Prof. P. Govaerts (Brussels). _ 


Appointments 


~ 


radiologist diagnostician, 
Leicester Royal Infirmary. 

CARTWRIGHT, W. H., MB LOND., examining factory surgeon for 
Ilminster. 

HEPBURN, JANET W., MB GLASG., DPH: ac ting MOH for Grimsby. 

LEFF, SAMUEL, MD LOND., DPH: "temp. senior asst. School MO and 

= acting deputy MOH for Tottenham. 

POWELL, K. W., MB LOND., FRCS; resident surgeon, Brighton 

Municipal Hospital Services. | cc. 3 


Births, Marriages, and Deaths 


BIRTHS 

ALLAN.—On March 28, in London, the wife of Lieut. Colonel 
Hamish Allan, RAMC—a son. 

ATKINSON.—On March 26, ne wife of Dr. A. H. B. Atkinson, of 
Dunster, Somerset—a 8 

BOMFORD.—On March 15, the wife of Lientenant wW. B. N. Bomford, 
RAMC, of Salford Priors—a son 

DANIEL. —On March 28, at Oxford, the wife of Dr. "Peter M. Daniel 
-—a daughter. 

FARQUHAR.—On March 31, at Oxford, the wife of Captain Gordon 
Farquhar, RAMC—a daughter. 

GOODHART.—On April 4, in London, the wife of Surgeon Lieutenant 
John Goodhart, RNVR—a daughter. 


HarvEY.—On April 1, at Moradabad, India, to Dr. E. Margaret 


Harvey, the wife of Lieut. -Colonel C. C. "Harvey, IMS—a son. 

JONES.—On March 30, at Brentwood, Essex, the wife of Captain _ 
M. T. I. Jones, RAMC—a son. 

ORD.—On April 3, in London, the wife of Major J. W. E. ‘Ord,. 
RAMC—a son. 

POWELL.—On April 5, at Harrogate, the wife of Captain C. E. 
Powell, RAMC—a daughter. 

WILLIAMS.——On March 27, at Wolverhampton, the wife of Squadron- 
Leader Bryan Williams, FRCSE—Aa 80N. 


MARRIAGES 
COTTRELL—HaARWOOD.—On March 12, at Birmingham, Thomas 
\ Cottrell, to Joan Evelyn Harwood, MRCS. 
MURRAY—C ARGILL.--On ‘April 3, in "London, Robert Murray, 
major RAMC, to Noreen Cargill. 
SIMMONS—HUTTON.—-On April 5, at Salisbury, Arnold Benjamin 
Simmons, MRCS, of Andover, ‘to Mary Hutton (née;Radford). 


DEATHS 

BuURKE.—Recently, in Manila, William Joseph Butler Burke, 
MD DUBL.; professor of medicine at the University of Santo 

omas. 

CAMPBELL.—On April 6, at Perth, John William Campbell, MD PARIS, 
M B CAMB., MRCP, DPH, of Mentone, France, and Layer Marney 
Hall, Essex, aged 79. 

COFFEY. —-On April 3, in Dublin, Denis Joseph Coffey, MB RUI,LL D 
DUBL. 

Evans.—On April 5, at Sidmoduth, Evan Laming Evans, CBE, 
MD CAMB., FRCS, aged 73. 

at Chandler’s Ford, Hants, Raymond 


l Reynolds Garrett, MRCS, aged 66. 
KENNISH.—On March 28, Joseph Kennish, LRCPE, of Clapham 


Common. 

MARLIN.—On April 5, at Bushey Heath, Herts, Thomas Marlin, 
MD GLASG., DMRE. 

ORME.—On April 7, Gilbert Orme, MB CAMB., of Gilbert: Street, 


Grosvenor Square, London, 
PEGGE.—On April 4, George Pegge, MA CAMB. 
London, 
REES-JONFS.-—-On March 27, at Lytham St. 
William Rees-Jones, MD GLASG., DPH, 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 


, MRCS, of Harley Street, 


Annes, Edward 


Prof. A. Baudouin, dean of the Faculty of , 
Dr. Ravina, Dr. A. 
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‘CLOSTRIDIAL infection of wounds in. human subjects is | 


essentially :a war-time problem.: The experience’ of ‘the 
last war has been summed up in the Medical Research 
Council Report on Anaerobic Wound Infection (1919). 
Little fresh information has been added on the clinical 
side since then, although much more information is now 
available on the nature of the toxins elaborated ‘by the 
clostridial group of organisms (McClean and Hale 1941, 
McClean 1943; Macfarlane and Knight 1941). The main 
outstanding problems are concerned with the factors 
affecting the local spread of the infective process and the 
nature and zxtiology of the systemic reactions. The 
former can be adequately studied only if facilities are 
available for controlled experimental work on clostridial 
infections, but the latter can be investigated by examina- 
tion of the effects of potent toxins and correlation with 
clinical observations. Since. we were not in a position 
to carry out work on experimental clostridial infections, 


the problem of local spread is not dealt with in ‘this , 


paper. The effect of clostridial toxins on body tissues 
and fluids has; however, been studied with, special refer- 
ence to the effects on the body lipoids and’ has been 
published in our previous paper.' l : 

The evacuation of a large group of wounded men from 
the Western Front to Birmingham from June to October, 
1944, afforded us the opportunity of making a number of 
clinical observations. For this purpose cases. which 
showed a systemic reaction and gave evidence of clostri- 
dial infection were examined, and these observations are 
reported here. It must be emphasised that the systemic 
reaction in these cases is not necessarily due to clostridial 
infection. This possible relationship and-the correlation 
of these observations with our experimental] findings is 
discussed below. ~- | 2 


MATERIAL 


Over a period df four months, 2680 wounded men have 
been under observation and treatment in the Queen 
Elizabeth Hospital (QEH). | 
30 hours of wounding, but the great majority have arrived 
between the third and fifth days. They haye almost all 
been brought by air and train many hundreds of miles. 
They have all got over the initial shock after wounding, 
and it wae only the exceptional case that arrived in poor 
condition. Thus, in many ways they are a selected 
series. Chest, abdominal, and head cases are included 
among them. Among these 2680 patients we have 
encountered 76 who have been ill with a systemic 
reaction. The time of onset of systemic reaction in 70 
of these cases was as follows : 


Day ~-2 2'3 4 6 6 7 8 910 11 12 13 14:15 
No. of cases .. 2 2 1414 819 4 1 11 041 1 20 


It will be noted that the great majority occur between ' 


the third and.sixth.day after wounding ; 2 were diagnosed 
as ‘‘ gas-gangrene’’ before admission and had again 


* Sir Halley Stewart research fellow. 
1. See THE LANCET of April, 14, 1945, p. 457. 
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~. Without fracture ; 


- examination. 


A few have arrived within — 
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~ become ill. ` The average time from wounding to wound 


toilet was 15 hours, with extremes of 3 and 40 hours. 
The sites of wounding were as follows, the thigh and calf 
predominating. = | . 
p maah Colt Shoal- arm Pah, Fore 
With fracture ... -- 14 13 2 4 0 2 
22 9 5 1 4 0 
Clinical Diagnosis “= 


The diagnosis of the systemic reaction and.clostridial - 
infection has been made primarily on clinical grounds. 
Histological examination of biopsy material and bacterio- 
logical study of muscle from the wound has been carried 
out in most cases. b J 

SYSTEMIC REACTION l z 
- ` The patients as a group present an almost characteristic 
picture. - They are pale, slightly sallow and cyanosed, 
which gives their complexion a greyish appearance, 
which may persist for as long as three weeks. Improve- 
ment in appearance tdkes place quite rapidly and 
convalescence is then straightforward. The patients-are 
somewhat drowsy and apathetic, although they do not 
sleep well; they: are irritable and rather querulous. 
‘Even in severely ‘ill patients a striking degree of mental 
awareness of their surroundings is maintained. ; 

`- When the patient’s condition is deteriorating, the skin 

may be bathed in sweat, while in the moderate cases it is 
usually moist and clammy for many‘days. In most of 
the moderate cases, and in all the severe group, the 
respiration-rate is raised to between 25 and 30 per min. 
Cough is often present, although usually non-productive. 

The incidence of cough among all wounded men in this 
hospital is fairly 'high, although in most cases it settles 
down in a few days. The prevalance of mine injuries 
and possible exposure to blast may account for this. 

Appetite, in the absence of sulphonamide toxicity, is a 
sensitive indicator of systemic reaction: It is rare for a 

good appetite to be retained in cases showing systemic - 

reaction. ? on ey 
- The mere presence of anzemia is of no real diagnostic 

help, for the distribution of severe anzemias when first’ 
seen in these cases does not greatly differ from that of 

other wounded patients. The subsequent alteration in , 
the blood-picture is a valuable indication of the progréss 
of the infection. . : i 

The presence of rising temperature and pulse-rate has 
always been stressed. In many cases, howėver, the 
'temperature may swing between 99° and 100° F, with the 
pulse-rate between 95 and 105 per min. for some days, yet 
the patient may be deteriorating with obvious evidence 
of systemic reaction. o ` 
ae l LOCAL SIGNS , 

' Local discomfort in the wound persisting in spite of all 
efforts such as bivalving the ‘plaster, and occasionally 
more generalised discomfort not apparently related to the 
site of the wound, was an.-indication for more detailed 
Superficial damaged and necrotic muscle 
round the entrance and exit wounds was not regarded as 
necessarily important. Areas of non-contractile, brick- 


. red, poorly bleeding, and occasionally non-bleeding, 


muscle in the depths of the wound were further examined 
by histological and bacteriological methods to determine 
whether or not clostridial organisms were present. 


Classification of Clinical Material : 


Using this clinical approach and the broad criteria 
described above, a group of cases has been separated. 
This group were obviously more ill than the other 
wounded men, the local condition of their wound was 
unsatisfactory, and in nearly all of them confirmatory 
-évidence of the presence of clostridial organisms was 
obtained. It is suggested that this group includes at 


‘least the majority of potential ‘‘ gas-gangrene ’’ cases 


among the series of wounded men. | . 
For purposes of discussion our cases may be roughly 


- divided into 4 groups, according to the severity of the 


systemic reaction observed. 


l. Cases with. mild systemic reaction lasting 2-3 days (24 | 
cases). l i l \ | 
2. Cases with a moderate systemic reaction of longer duration 
and sufficient severity for the patient to be placed on the 

‘“ Seriously Ill” or “ Dangerously Ill” list (41 cases). 
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3.`Cases of severe systemic reaction considered by the surgeon 
in charge of the case to be C enpa gePng the parat s life 
(9 cases). 

4. Fatal cases (2 cases). 


Illustrative case-reports from each of groups 1-3 and 
a more detailed account of the fatal cases are as follows : 


GROUP I: 24 CASES 


CASE 18. —-Through-and-through - wound right thigh. 
Penetrating wound left thigh. Wound toilet at 12 hr. 
' Systemic penicillin 400,000 units. Sulphonamide, 74 g., 
before admission to QEH 48 hr. after wounding. General 
condition good. Temp. 99° F, pulse-rate 104 per min. 

Operation : left thigh 
' muscle, apparent red necrosis in upper end of sartorius ; 
whole segment removed down to healthy muscle. 

Hematocrit 29 c.cm.; CO,-combining power 51 vols. %. 
Cholesterol 50 mg. per i00 c.cm. Creatine output.in 24 hr, 
after operation, 1707 mg. Red cells 4,170,000 per c.mm. ; 
Hb. 60% ; white cells 14,850 per c.mm. (polymorphs 75%) ; 
reticulocytes 5:8%, Flocculationstest positive. 

Treatment : 16,000 units anti-gas-gangrene serum (AGGS) 
intramuscularly. Systemic penicillin 1,020,000 units over 6 
days. Film showed possible clostridia, but no growth on 
culture. Temp. rose to maximum of 100-4°, pulse 88 on day 
after operation, but fell to normal levels thereafter, patient 
being allowed up 12 days after operation. Hemoglobin fell 
to 53% on third day after operation, but gradually Toproved 
to 74% ten days later. | : 

‘Case 19.—Lacerated wound left leg with | comannd 
fracture, tibia and fibula. Wound toilet at 6 hr. Sulphon- 
amide 7} g., and systemic penicillin 160,000 units before ad- 
mission to QEH on third day. Condition fairly good. Temp. 
99°, pulse 100. ; 

Operation : wound œdematous ; muscle s TORERE 
with no contraction. on stimulation ; ; moderate purulent 
reaction ; much muscle excised until healthy bleeding muscle 


- reached ; penicillin powder instilled. 


~ 


Treatment : AGGS 60,000 units intravenously (IV) in 
‘theatre. Systemic penicillin 820,000. units over 6 days. 
Culture yielded massive growth of Cl. bifermentans, p-hæmo- 
‘lytic streptococci (group D), and non-hemolytic streptococci. 

‘Temp. 100-6° on day after operation, but thereafter never 
above 99°. Evacuated 3 weeks after admission in good 
condition.’ Cholesterol and flocculation tests not done. 


7 GROUP 2: 41 CASES 


Case 16.—Perforating wound of right shoulder, entrance in 
upper third arm, exit in midscapular region, with oblique 
fracture of upper end of humerus and severe comminution of 
blade of scapula. Wound toilet at 24 hr. after wounding, 
with. extensive excision of necrotic muscle. _Sulphonamide 
15 g., penicillin 400,000 units, and AGGS 45,000 units before 


‘admission to QEH 96 hr. after: wounding. Temp. 97-8°, . 


pulse 84, hemoglobin 64%. 

Examination of the wound showed numerous areas of pale 
non-contractile muscle ; only’ frankly necrotic material was 
excised and the wound dusted with sulphanijlamide-proflavine 
powder. 48 hr. later, hand cedematous, severe ‘pain in the 


~ shoulder, raised respiration-rate, skin sweaty, and appearance 


pale, cyanosed, and sallow. Inspection of the wound showed 
excessive amounts of interstitial fluid containing large num- 

bers of fat globules with little or no hemorrhage from the 
muscles. Superficial muscle was pale, not bleeding well ; deep 
muscles were frankly necrotic in some areas and most of 
suprasupinatus ` was extised. 

Treatment : 300,000 units AGGS IV i ja 60 hr. after opera- 
tion, and penicillin 1,900,000 units over 13 days. Patient 
remained severely ill for the next 3 days ; temp. 101°, pulse 
100-110, respirations 25-30. Heemoglobin after 3 pints of 
blood only 68%. Cl. welchii was cultured from both speci- 
mens. 24 hr. urine specimen between the operations con- 
tained 2160 mg. creatine, serum cholesterol 42 mg. per 100 
e.cm., and flocculation reaction strongly positive. Hæmo- 
globin 74% 14 days after operation, although 2 further pints of 
blood had been given. 


CASE 17.—Aged 25 yr. Depressed fracture left parietal area, _ 
compound fracture left femur, flesh wound right thigh, and 
wound of right calf. Debridement within 12 hr. 
before admission to-QEH on 6th day : Sulphanilamide 20 g., 
penicillin 900,000 units, AGGS 100,000 units. Temp. 102°, 


. pulse 120, hæmoglobin 52%. 


Operation showed maggots in three of the wounds. 
wound satisfactory and healing well. , 


Head 
24 hr. later temp. 


_ penicillin 1,060,000 units over 8 days. 


healthy ; right thigh, non-contractile 


Therapy 


101 8°, ptlse .100, but general condition deteriorating, pale, ` 
sweaty, cyanosed, much pain in right thigh wound, well- 
marked apathy, hemoglobin 56%. -Examination 6 hr. later 
showed all wounds healthy except for small area at bottom of 
aight thigh wound, where muscle was brick- non-contrac- 
tile, and not bleeding ; this area was excised.. 

Treatment : AGGS 120,000 units intravenously in 48 hr., ~ 
Temp. still raised next 
day. Hemoglobin (after 2 pints blood) 65% with 10-6%,. 
reticulocytes. General condition much improved and patient 
almost out of danger. | 

For the next week patient continued to be rather apathetic, 
with poor appetite, but wound comfortable. Operation then 
revealed some necrotic muscle still present in wound. Hæmo- 
globin 72% with 8-6% reticulocytes. Convalescence was then 
relatively straightforward. Compound fracture. wound - 
soundly healed by end of 4 weeks. 

‘Culture gave heavy growth of Cl. welchii and enterococci. 
Flocculation test strongly positive. Creatine excretion be- 
tween 400 and, 900 mg. for ten days, and cholesterol varied 
between 40 and 80 mg. per 100 c.cm. 5 / l 


_ Group 3: 9 CASES.. | 
Case 5.—Aged 29 yr. Entrance and exit wounds, front 
and back of right thigh. Debridement after resuscitation 
9 hr. later.. Plaster uncomfortable during next day. Re- 


. ceived only 74 g. of sulphonamide before. admission to QHH. 


. Operation 60 hr. after wounding ; ; some, edema and gas 
bubbles present and note made—“ Potential gas-gangrene.’ 

AGGS 25,000 units givenintravenously. 48hr.latercollapsed, 
sweating, local oedema spreading on the abdominal wall, and 
such severe pain that the patient asked to be taken to the 
theatre. Extensive excision of necrotic muscle 3 strikingly 


_large amount of serous fluid filling up the wound incision 
. rapidly. Note made—‘ No general ‘ gas-gangrene,’ although 


small pieces of excised: muscle cut and looked like gas- 


gangrene.’ 


Treatment : 125,000 units AGGS, penicillin l, 690, ee units 
over 12 days. 

A. fairly heavy growth of Cl. ‘welchit with many solitono 
organisms was cultured bacteriologically. Flocculation: test 
strongly positive. Cholesterol 68 mg. per 100 c.cm. - 


GROUP 4: 2 CASES 


Cse 11.—Mortar wounds to right arm, hand, and ankle 
“slight.” Debridement of all wounds within | 12 hr., local 
sulphanilamide dressing. Good general condition.. Sulph- 
anilamide 12-5 g. given by mouth in first 72 hr. 

- Admitted to QEH and operated on 80 hr. after wounding. 
Temp. 98:8°, pulse 84. Arm wound unhealthy; dirty, muscle 
grey and necrotic -looking. Cavity extended and packed with 
sulphanilamide and soft paraffin gauze; plaster-of-paris 
applied. Wounds of ankle and hand satisfactory. 

- During next 24 hr. temperaure rose fo 100-4°, pulse 86, 

complaining of much pain, with the hand cold, cadematous, 

and blue. Plaster removed, drainage incision in posterior 
aspect of the wound. Packed with sulphanilamide cream and 
gauze. No extending muscle lesion was noted. Sulpha- 
thiazole 3 g. given, and 1 g. continued 4-hrly, Next morning 
temper ature 100-4°, pulse 88. ' At 6 pm pulse 124 with temp. 
102° ; complaining of pain in arm and some pain in leg ; toes 
of right foot cold and numb. Plaster was split and toes 
became warm and leg more comfortable. Penicillin 100,000 
units given. At 10 am next day temperature 98°, pulse 110, 

respirations 28. Some pain in the arm ; fingers cold but able 
tomovethem. At 12.30 pm suddenly noticed to be sweating, 
cyanosed with rapid feeble pulse, restless and anxious, and 
complaining of difficulty in seeing. Blood-pressure 85/50 mm. 

Hg. Given 3 pints of plasma intrav enously immediately, 
with 120,000 units AGGS, and followed by 1 pint of blood. 
Hemoglobin 104%. At ó PM CO,-combining power was 51 
vols. %. Some temporary improvement followed, but he 

died at 6.45 pm. Total penicillin given, 160,000 units. 

Autopsy was carried out within 2 hours of death by Prof. 
‘Haswell Wilson, who reported as follows : 


Well-developed, well-nourished young man. Gunshot 


wound (GSW) on outer side of right arm above elbow, with 


small skin wound on back of right hand. Extensive eedema 
of right arm and right side of chest. GSW on outer side of 
right ankle. Extensive cedema of subcutaneous tissues on 
right side of thorax, with some small bubbles of gas ; no edema 
on left side. Pericardial sac normal. Abundant antemortem 
clot in both sides of heart, ventricles dilated ; no lesion in 
valves orcoronary arteries; muscle soft, cedematous, and pale. 


4 ~ 
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Considerable effusion of serous fluid in each pleural cavity 5 
. nearly 2 “pints in- each. Lungs intensely congested, and 
cedematous. 

Small amount of serous fluid in the peritoneum. Liver 
pale ‘and markings blurred by cloudy swelling. Spleen not 
enlarged but congested and rather softened. Kidneys pale 
from cloudy swelling, but glomeruli intensely congested and 
visible as minute scarlet points in cortex, Suprarenals much 
congested. Some cedema of stomach and intestines. 

Brain and its membranes intensely congested. Substance 

of brain generally, but specially region of optic chiasma, 
appears to be softer than normal. 
_ Superficial wound 1 inch long on right hand involving skin. 
’ Wound over right ankle about 2} in. long, extending to bone 
on puter side ; pus present, but no evidence of muscle necrosis 
or fracture. ‘Wound on outer side of right upper arm immedi- 
ately above elbow-joint, involving muscles on back, outer, and 
anterior aspects of arm, but no evidence of involvement of _ 
joint or bone. Small fragment of metal, apparently part of a 
bomb casing, about 1 in. by $ in. by $ in., lying against lower 
end of humerus on outer side. - Intense cedema of all tissues 
in this region, with small amount of pus at one point, but, 
extensive necrosis of muscle fat, chiefly lower end of biceps 
and triceps and anterior part of the brachialis anticus. Part 
of the muscle hemorrhagic and completely destroyed, but 
beyond this large areas where muscle soft and unhealthy 
pale pink, characteristic of gangrene which has not - yet 
reached stage of gas formation. Area of wound involves 
course of radial nerve. 

Sections ': The most striking abnormalities were found in the 
lungs and brain, with less. prominent changes in the liver, 
kidneys, and spleen. The histology of the local muscle lesion 
is described later. _ 

Lungs showed generalised vasodilatation end consequent 
congestion, most marked in pulmonary arterial system and 
related capillaries. Many vessels appeared to be throm- 
_ bosed ; in a few blood appeared to have hemolysed. Hemor- 

rhages. common, especially just under pleura, mainly associated 
with fat emboli which could be demonstrated in capillaries and — 
arterioles, Alveoli cedematous and contained ‘enormous 
numbers of macrophage cells. 

` Central nervous system: Optic nerves completely. demy- 
elinated. other parts of brain and spinal cord myelin 
degeneration could be demonstrated by Marchi’s method ; 
where myelin appeared normal, increase of doubly refractile 
material could often be demonstrated. These changes were 
patchy and there was no evidence of tract degeneration. 

Liver : Sinusoids and central veins dilated and tiny areas of 
central necrosis seen in some lobules. 

Spleen : Vasodilatation well-marked. Sinusoids contained 
vast numbers of macrophages: which could be seen ingesting 
red blood-cells. 

Kidneys : Intense dilatation of venules. Glomeruli larger 
than usual and heemorrhages from tufts common. . Epithelium 
of Bowman’s capsule often cuboid. Ascending limbs of Henle 
dilated and degenerate ; casts numerous. Few tiny fat emboli 
demonstrated in medullary vessels and in some glomerular 
tufts. 

Bacteriology : Heavy growth of Cl. ‘welchii and small number 
of unidentified clostridia (non-gelatinolytic). 

Case 10.—Large scapular wound (left) leading down w 
compound fracture of head of humerus. Loose bone removed. 
Debridement abont 13 hr; after wounding. Sulphanilamide 
and profiavine powder with soft'paraftin gauze drain applied. 
-Plaster and binder sling. Sulphanilamide 22-5 g. given in 
first 76 hr. No note of next day. Total penicillin before 
admission to QEH at 120 hr. after wounding, 520,000 units. 
Temperature on the 7th day after wounding 101°, with maxi- 
mum pulse-rate of 88. On 8th ore arm was comfortable with 
temperature 99°, pulse 90. 

On 9th day, temperature 99°, pulse 80. Fracture reduced 
under general ‘anesthesia. Wound. of left. scapular region, 
€ in. by 3 in., involving infraspinatus muscle. Wound looked 
very clean. Swabbed with ‘Cetavion,’ sewn up with peni- 
cillin tube, and’ 20,000 units instilled. Thoracobrachial 
plaster. On lOth day patient was complaining of pain caused 
by plaster cutting him at upper and lower margins. Sulpha- 
‘thiazole 6 g. given. Temperature 100-4°, pulse 124. Fornext 

3 days temperature 100°—-101°. Complained of .pain under 
plaster, always temporarily relieved by various manipulative 
procedures. Sulphathiazole 6 g. daily continued. 

On 14th day, in view of persistent temperature and bacterio- 
logical report on swab taken at operation, showing chiefly 
penicillin-insensitive organisms, plaster was taken down. 


i ; 


-No foreign bodies in track and no pockets of pus. 


Much cedema. extending on to deltoid and ‘down to elbow and 
filling wound. On incision, infraspinatus muscle was purplish 
brown, infiltrated with blood-clot, and cdematous. No 
contraction or bleeding on cutting. Not excised. Dusted with 
proflavine and sulphanilamide powder. Temperature 101°, 


, pulse 110, respirations 25. 


On 15th day, at 1.15 am, pulse 150, temperature: 97-4°, 
respirations 20. Patient cold and clammy, sweating pro- — 
fusely, pulse barely perceptible ; 3 pints of blood given with 


, 66,000 units of AGGS and systemic penicillin. At 9.30 am, 


patient no longer clammy, pulse 90, good volume; further 
66,000 units AGGS given. At 10.30 pm plaster collapsed, 
making patient dyspneic. 
cus. Diffuse râles all over chest ; respirations 30. On 16th 
day, at 2.30 am, again became ‘dyspnesic and bubbling, in 


which condition he remained until he died at 5.15 am. Exa. e 


mination of wound showed gross cedema over shoulder, on to 

chest and lateral side of abdominal] wall as far as iliac crest. 

a carried out 6 hours after death with the following 
5i 

Well-built young man, with penetrating wound extending 
from left upper arm through deltoid muscle, fractpring head 
of humerus and coming out through upper scapular region. 
Gangrenous 
muscle, 3 in. X 2 in., in region of wound (infraspinatus). 
Cardiovascular system : no obvious abnormality in heart. 
Respiratory system : about 3 pints of clear fluid in both pleural 
cavities ; no adhesions ; both lungs oedematous and showed 
subpleural hemorrhages. Abdomen: patchy congestion of 
liver, spleen, and kidneys. Brain and a cord sent intact 
for histology. 

Sections : The local muscular lesion was essentially the same 
as that described later. Lesions of the internal organs resem- 
bled those found in case 10. Congestion and hemorrhage 
were common in the lungs, the latter mainly subpleural. 
Alveolar cedema was well-marked, and numerous “ dust ” 
cells were present. Fat-emboli were common, although not 
so numerous as in the other fatal case. Brain and spinal cord 
showed patchy myelin degeneration, demonstrable by Marchi’s 
method. Other organs showed intense congestion, and phago- 
cytosis of red cells was ® notable feature in the splenic sinu- 
soids. The renal glomeruli were enlarged and many ‘hemor: 
rhages from the tufts could be seen. ' Cuboidal transformation 
of Bowman's capsule was present, although it was not pro- 
nounced. Damage to the distal nephron was prominent and 
extreme dilatation.of the venules was also observed. ; 

- Bacteriology : Moderate growth of Cl. welohii and many 
ero meee diplococci. 


' SUMMARY OF TREATMENT 


All the above cases were treated with systemic peni- ` 
cillin, 20,000 units. intramuscularly every three hours. 
The average dosage in 9 severe cases was 1,950,000 and 
41 moderate cases 1,700,000 units. In the majority of 
patients, 30,000-50, 000 units of anti-gas-gangrene serum 
(_BWCo) was given before operation. The average 
therapeutic dose in the severe group. was 400,000 units, 
and in the moderate group i 7 cases who had no 
antitoxin) 139,000 units. 


TABLE I— COMPARISON OF. HISTOLOGIOAL AND BACTERIO- 
LOGICAL FINDINGS WHERE BOTH FORMS OF EXAMINA- 


TION WERE MADE . 
| Soe eS ae ee es ee eG eee a Re 
Severe 


. __ and ere, | Moderate | Mild | Total . 
Beagles f) s | m | we | ts 
mame ty 
mer GZ} ro s pre | m 
z í i 
Histology” = =} i ei tf os 
k Laboratory Findings E 


HISTOPATHOLOGY AND BACTERIOLOGY 


Histopathological and bacteriological examination has 
been used. for determining the presence or absence of 
clostridial organisms. The results of these investiga- 
tions in relation to our clinical groups are shown in table I. 
It will be seen that clostridia were shown to be present in 
the wound in all but 4 cases. 


(Edema noted round the umbili- ~~ 


\ 


~ 
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TABLE II—BACTERIOLOGICAL FINDINGS IN THE 72 CASES WITH 
SYSTEMIO REACTIONS 


Mode- 
‘ Severe | “nate. | Mild | Total 
e E SN ee ee i | iinet | Se S| hs 
Number of cases ~ °.. | 11 41 | 20 | 72 
| | i 
Anaerobes i | ! 
Cl. welchii a ~ 8 3l 9 48 
Cl. edematiens © š | a ee ‘ 
Cl. septicum - : ee tite 2M te h meg 
Cl. fallax ae oe eg giclee ae 2 | il E 
Cl. sporogenes na si ni 2 | T | 2 11 
Cl. butyricum ne ore’ er a ee 2 
Cl. tertium .. as sgn? ws 1 1 
Cl. bifermentans x a ie, ale flare | 2 2 
Cl. cochlearicum . te Prae 2 Pd aoe 6 
Unidentified clostridia |. oe -1 PARE, ee 3 
Non- ‘viable clostridia ba | 3 2. ek. 6 
A erobes ~ sr ; 
Proteus citoar Pa -3 | 6 1 10 
Coliforms .. s3 7 i 19 9 35 
Diphtheroids 3 2 | 6&6 | 1 
Non-hæmolytic streptococci i: 3 | nm ç ! 4 18 
Enterococci Sa 4 117 j 7 28 
Gram-negative diplococcus vehos G- 4 6 .' 6 18 
Ps. pyocyanea ssj I > 6 E 7. 
B-heemolytic strep. ‘(group A) ; me. =] l1 os 1l 2 
(Sol. hemolysin neg. ) Lg 4 2 7 
Staph, aureus (coagulase-pos.) .. re 2 1 5 
(coagulase-neg.) Eo A5 l1 1 | 2 
Staph. albus (coagulase pos.) ee | = 4 1 1 
SCORE UNAS ONCE: ) 3. D> 5 5 13 
Strep. viridans : z: me 8 6 2 8 
Tetrads base a sek awl TO 2! wus 7 
Aerobic spore-bearing t bacilli s 4&4 i Wt | 8 26 
Fothopenie clostridia not isolated — 9 g* | §* 18* 


| | 


* This figure is arrived at by including as pathogens the clostridia 
be ide tified. non-viable on subculture and therefore could not 
e identifie i 


The histopathological findings may be further analysed. 
Approximately 120 muscle biopsies were examined from 
Service casualties. Adequate biopsies taken from 
various clinical groups revealed two distinct sets of 
histopathological changes. Both types of lesion showed. 


- a superficial zone of advanced necrosis of varying extent. 


In this area many varieties of bacteria, including 
clostridial forms, abounded, but no sign of vital reaction 
could be seen. Adjacent to this necrotic tissue in cases 
of the ‘‘ mild’ group there was an extensive zone of 


polymorphonuclear reaction amounting almost to sup- - 


puration. Beyond the suppurative band the muscle was 
congested and cedematous for a short distance, but the 


fibres themselves appeared to be comparatively normal. 


In biopsies taken from patients who were seriously ill 
the initial zone of necrosis was precisely the same as that 
in ‘‘ mild ” cases, but there was dnly slight evidence of 
polymorphonuclear reaction in succeeding zones. Inthe 
area following the necrosis the muscle-fibres were widely 


potential case of the second. 


separated, with alteration in staining reaction in any of 
them and degenerative nuclear changes in all of them. | 
The endomysium was fragmented and the connective- 
tissue cells had disappeared. Some leucocytic pavement- 
ing of the endothelium was seen in capillaries where their 


` walls had not been destroyed. ‘The succeeding zone of 


muscle was intensely congested, with well-marked 
dilatation of capillaries and veins, and hemorrhage from 
many o£ them. Thromboses were common, mostly of 
the ordinary fibrinous type, but’ conglutination of red 
cells was seen in many capillaries. Polymorphonuclear 
reaction was more pronounced in this region, but. still 


‘scanty when compared with that occurring in pyogenic 


infections. In this area most of the fibres retained their 
striations, and. only an occasional fibre showed the 
parboiled, unstriated condition. described by Dunn and 
McNee (1917). The sarcolemma nuclei, however, almost 
invariably showed pyknotic changes, and many had ~ 


disappeared. Heemorrhage masked the interstitial tissue 


to a great extent. Congestion diminished gradually in 
the proximal ee but occasional isolated, unstriated, 
swollen fibres si ee to those described by Dunn and 
McNee could be seen in muscle bundles which were other- 
wise healthy. . - 

In the first lesion bacteria were confined to the zone.of 
necrosis, and the leucocytic reaction appeared to be a 
barrier to invasion of the muscle behind. Bacteria of 
clostridial type could: be seen growing in columns along 
the lines of the endomysial tissue as far as the zone of 
hemorrhage in the second lesion, and in' histological 
sections at least no other bacteria could be seen in this 
zone. It is this second lesion which has been taken to 
represent clostridial myositis. - This diagnosis cannot be 
made in the first type of reaction, which is probably a 
It is likely that the two 
conditions merge one into the other, but the histological | 
material available has proved insufficient to do more 
than define these two possible phases in the process. It 
is also necessary to add that the term “ clostridial 
myositis ”’ has been used for obvious histopathological 
reasons, and is not necessarily synonymous with the 
clinical diagnosis usually termed ‘‘ gas-gangrene.”’? This 
clostridial myositis was found in both fatal cases, in {T of 
the 9 cases of the “‘ severe ” group and in 18 of the 

‘ moderate ’’ cases. 

The results of the bacteriological examinations are 
shown in further detail in table 11. It will be seen that 
the only pathogenic clostridia isolated were Cl. welchii, 
Cl. fallax, and Cl. bifermentans, and that of these 
Cl. welchii was the one most frequently recovered. 

The complete absence of Cl. septicum and Cl. edema- 
tiens from all the cultures was most unexpected. The 
state of anaerobiosis of the culture: technique used was 
checked before and after the series of examinations was 


‘made, and showed that both Cl. septicum and Cl. 


` 


TABLE II—EXAMPLES OF HÆMOGLOBIN AND RETICULOOYTE FINDINGS IN CASES WITH SYSTEMIC REAOTIONS AND OTHER CASES 


\ 


| $ j ee DAY l ao 4 \ 
Case —— - — - 7 ——— 
) a fpe f 3 {| 4 | 56 [| 6 | 7 | 8 | 9 | to | at |z i3 | 14 
: i os WITH ats REACTION 
8 | Hb. % 57t | °56 53 60’ | i ; ! 62 60 |; 60ł | 72 T2. 
Ret. % 56) .. 8:9 | 95, ioa i | 10-6. 15-3 | 12-1; 11:9°! 105 6-5 
| | 
20 | Hb. % | 74 | 70 68 | 68 | 68 L 70 76 74 one 80 90 94 
Ret.% | 45 90 6-0 |. bd 7:5 i 10-3 95 |. 84 3'2 Re 87 |, 54 
\ : i : 
23 | Hb. % ; 90 |. 50 6 6; 58 | sut | 84 | 90 | 96 bi ra= es an 
Ret. % ; 0:8 ` 2-3 | 2-1 |. 2-6 | | a 42° 1:3 . EN i "E E 
21 | Hb. % 54 48 ¢ 58§ 64 | 60" | A | 60 56 58$ 82 84 $4 80 ; 82 
= % | 62 | 33] 2 Ba i 50 1 a. je 105 88 | 68| 50] &5 40 | 34 4&1 
5 | Hb. % | 68 | -$ | 70 es | 66 ! ot | 76 | 66 | A 76 66 ! «6S 
| Ret. % 1:3 3:3 30 | 27 se Wi. 222 a 0-7 os 0-6 |. 12.1 0:3 
| OTHER CASES pe 2 i x 
A | Hb. % | 62 62t 68 . 66 | 58 ; : 60+ 78 > 82 } 90 | 86 3 | 
Ret. % 45 TL, TO, S4, WE a ee ee ee ! | 
{ l ! i . 
B | Hb. % 52: $ | 72 | 72 | 78 76 80 i 80 | 84 | 84 86 | . | 90. | 8G! 
Ret. % oe 11:6 ' 98] T7 6:9 90 § 725 48 4-6 3-6 i o 50 jo 34 
C iHb.% | 56l | 86 m | 7 w a | | bee a ae ee 
| Ret. % 55 59 5:2 | co Gan 31i | o aaa e 
* Blood-transfusion 1 pint. t Blood- transfusion. 2 pints. ft Blood-transfusion oh pints. § Blood-transfusion 3 pints. 


transfusion 4 pints. 


|| Blood- 


Sad RE FOP Te ag en eae 


Cl. welchii. 


made & complete recovery. 
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ee ee Stee Tee ee hee ne oe, ee ae Sea 


cedematiens were viable under the conditions. used. - It 


should be pointed out that cultures specifically adapted 
to thé isolation of Cl. adematiens from all specimens were 


almost invariably sterile, both microscopically and cultur-- | 


ee after incybation for 5 days at 37°C. Whenever they 
did yield a growth, it was due to organisms other than 
Cl. edematiens. .§ T A 
As regards the anaerobic flora, most of the infections 
appeared to be monomicrobial. In 3 cases the only 
ganism isolated, either aerobically or anaerobically, was 
: However, in 4 of the wounds three clostridia 
were ‘present, and from 11 two were isolated. ‘The 
associated aerobic cultural findings show the striking 
infrequency of pathogenic cocci.. From only 2 of the 
wounds was Strep. pyogenes isolated, and Staph. pyogenes 
was found in only 5. The 7 £-hemolytic streptococci 
which failed to produce:soluble hemolysin were mainly 
those with the biological characters of group D, and were 
totally insensitive- to 10 units of penicillin per c.cm. 
The organism listed as a gram-negative ‘diplococcus 


was most unusual. We believe that it is probably. 
Diplococcus mucosus ; a detailed report of our investiga- 


tions will be published elsewhere. _ : $ 
Blood-cultures were made in a moderate number of the 
cases, but all except one were sterile whén examined 
a = CLOSTRIDIAL INFECTION Under anae- 

a ee 70 CASES 


$ l aerobic .con- 
5 TTT OTHER WOUNDS ditions. The 
100 CASES: 


* septicemia 


, ; occurred in 

i8 (To scale) `. one of the 

16 . cases clini- 

. cally diag- 

,'4 `.: nosed as 
rt = severe clos- 
.< 12 tridial infec- 


. tion, but the 
organism 
isolated , was 
agram-nega- 
‘tive diplo- 
coccus (? D. 
mucosus) 
>. with a viable 
count of 350 
colonies per 
c.cm. of 
2 . blood. It is 
interesting to note that this organism was insensitive to 
penicillin, that the blood was sterilised after 48 hours' 
intensive sulphathiazole therapy, and that the patient 
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_ ` Initial haemoglobin tn clostridial and other cases. 


H ÆMATOLOGY 


The incidence of the initial hemoglobin in 70 cases has 


been plotted in the figure. For comparison, the hemo- 
globin readings at the time of admission in 100 other 
wounded men have also been given;. there: does not 
appear to be any significant difference. - B 

In all cases of the moderate and severe groups, hæmo- 
globin and reticulocytes were followed closely, and no 


- profound drop in hemoglobin was seen. As a rule, all 


cases. with a hæmoglobin below 65% were transfused. 


In case.21 (table 111), in spite of 4 pints of blood, little 


improvement was obtained; the man eventually de- 
veloped infection with gram-negative bacilli, and only 
when this was cleared with proflavine-sulphanilamide 
dressing did the blood-count rapidly revert to normal. 
Reticulocyte-counts revealed a well-marked bone- 
marrow response, usually between 5 and 10%, not de- 
pressed by transfusion. In spite of this response, the 
hæmoglobin values tended to stay between 60 and:70% 


in the absence of excessive blood loss or suppuration, 


In only one patient (case 5) did the marrow appear to be 
depressed, producing no more than 0-5-3% reticulocytes 
in spite of low hæmoglobin values... | 

Urobilin was found in the urine in most cases, though 
the serum-bilirubin at the onset, in those cases in whom 
it was estimated, did not show any well-marked incidénce 
of raised values. : 


White-cell counts were done as a routine on the early 


cases Of the series. Initial counts varied between 6000 
and 30,000, the usual count being about 14,000 with 
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| TABLE IV—BIOCHEMICAL FINDINGS IN PATIENTS WITH SYSTEMIC . 


REAOTIONS, COMPARED WITH THOSH IN OTHER WOUNDED MEN 


—_— 


ee ‘Systemic reactions _ Other wounded 
E ~. (30 cases) ` (16 cases) 
r . No Range Aver- 
; obs. ` age 
Spectroscopy 30 NAD E 
NI PN a3 dae 31-38 33 5 
\Blood-urea.—.. | 30 | 32-62 41-2 
Plasma pH units 30 7°3-7°48 | 7-38. 
» CO,-vols.%|.30 |, 43-62- 55:2 ‘ 
aCl .. | 30 | 486-620 66 - Cl 71. 
Serum sodium .. | 29 | 278-345 | 321°3 18 °° 
>» potassium | 23 | 14-25 0-6 2| 8:8 - 
» Magnesium | 14+-| 1°8-3:4 | 2-69] 9 . 2:49 
Plasma in. phosph.| 27 2:0-5:0 | 3:31 J 14 3-31 
>, ester phosph. | 23, 0:1-2°3 | 1-53 | 12 1:49 
-s lipoid phosph.| 22 | , 6°3-28-3)11-:06 | 12 5:7-12°7 | 9-48. 
» albumin .. | 30 4~4:6 7] 14, 3-0-4-6 | 3-97 
>», globulin .;, | 30 1-7-2°85| 2-73 | 14. 1°63—3°9} 2:46 . 
Serum bilirubin 27 0-3:8 0-401 11 | 1:3 0:30 ` 
rt) calcium .. | 10 ' 8-2-11:7| 9°88 | 10 | 9-2—10:5 | 10°07 
' Cholesterol ` .. |24 ı 40—92 65:5 16 | 57-207 {116:0 . 


Se Fe a a eae IN eg ge S 
, ° Units in mg. per 100.c.cm. except where otherwise stated. TAN 


NAD = No abnormalities detected. 


\ : E 

15% polymorphs. No significant finding was noted in 
the differential counts. ` ; 

Hæmoconcentration, without the estimation of plasma 
volumes, is difficult to determine, but findings similar to 
case 23 in table 111 were noted in some cases—that is, a 
relatively normal hemoglobin at time of operation with 
rapid fall the next day. Such cases were associated in 
the main with a rapidly produced cedema. | 

Though there were not a large number of serial ob- 


servations on the blood-counts in other types of wounds, | 


there were many with similar hemoglobin and reticulo- 
wounds. : | 
ye BIOCHEMICAL FINDINGS >= | 


In the early cases of the series, blood was taken before — 


operation at the time of administering the test dose of 


cyte findings, usually associated with -heavily infected 


4 


antitoxin, or of taking blood for cross-grouping, using a 


20 c.cm: syringe with two-way tap. In this way, it was 
not difficult to obtain the large quantities of blood 
necessary. The average findings in the group are given 
in table -1v. No outstanding difference was detected, 
with the possible exception of cholesterol, from the other 
seriously wounded men. 
8 severely ill and moderately ill patients are given. 
-The.serum or plasma cholesterols in 42 cases (gyoups 2 
and 3) averaged 65 mg. per 100 c.cm. These values 
returned to normal levels as the patients regained normal 


health. A few cases, including one associated with a - 


Pn positive flocculation reaction, remained 
elow 100 mg. per 100.c.cm. during their stay in hospital. 
Though the majority of severely wounded and anæmic 
men had normal values, low cholestérol values were not 
specific for the cases with a systemic ‘reaction. Low 
values were also found in cases of fat-embolism, and other 


TABLE V—BIOCHEMICAL FINDINGS BEFORE OPERATION (SEVERE 
AND MODERATELY SEVERE) i 


: Case 
12 | 13; 3 | 14] 2 | 41] 15] 8 
Specuroscp Dy | NAD | NAD | NAD | NAD | NAD] NAD| NAD| NAD 
N 7 ee 34 : Ą @ s oe e $ e ee ee 
Blood-urea .. 41: | 34 46 - |51 7 7 |160 |51 
Plasma pH units .. |7:40.|6:34£ | 7-34 |7-38 | 7:38) 7°48) 7:46) 7:36 
a COg- vols. % 54:5 |435 143: | 50 2 |51 |54 |57 
” Natı .. 1517 |553 |554 1560 |589 | 500 | 508 |593 ` 
Serum sodium 303 | 300 | 352 | 316 |343 . | 288 | 293 
» potassium 21-0 16:0 os [| 21-05) 17-5) .. [17 |15. 
„ magnesium ., | 2:0) 18! ..°| 29] 28 ..] .. | ee 
Plasma in. phosph... | 50 | 3-8 | 4-2 { 31| 35 .. | 3€ 2:0 
iy ester phosph. 0:9 | 1-2 1-4 1°9 |. 2G] .. | 01; 0:2 
an lipoid j3 9-6 110:8 (10-0 | Ost 9:3) .. |. 7:8) 7-2 
- albumin 3-5 | 4:3 | 46| 3-4 | 34/39 | 34| 4:3 
3 globulin 2-6 1:7, 2:77) 1:9 | 231-45) 2-4) 21- 
Serum bilirubin © 1 OF: 0 +0 |-0 e.. |.. a 0 
wx calcium Su OE ee! eee 97 195] .. | 0 ni 
» Cholesterol .. |82 |77. | 40 72 100 |62 |73 | 82 
Heemoglobin % 54° |82 {72 |66 |68 |104)58 |57 


` Units in mg. per 100 c.cm. except where otherwise stated. 


In table v, typical examples of n 


- 


types of wounds. In cases with low cholesterol, anæs- 
thesia would restore the values to normal temporarily. 

The outstanding feature of the urinary findings was the 
high total nitrogen. In table VI are given 8 examples. 
The creatinine, creatine, and urea would seem to account 
for the nitrogen output. | es, 
` TABLE VI—EXAMPLES OF URINARY FINDINGS IN CASES WITH 
s: SYSTEMIO REACTIONS i 


PRENE EREE 


| Cabe an 
a Y a eee One eee nar Aaa BUGNA 
| 21 | 12 | 6 | 22 |715 | 18 |°20 | 3 
Vol. (c.em.) .. |1895 | 1600 | 1530 | 1460 | 2220 | 2460 | 1200 | 1420 
Urea % a. | (2°0) | (2:2)| | (27) | (1-9) | (2-4) |(3°04)} (4°3) 
Microscop.. NAD eara ael ad bana Red 
` Creatine (mg.) a 2750 | 2865 | -905 | 2570 | 1707 | 1762 | 1450 ` 
Creatinine (mg.)~ | 1412 | 1486 | 2238 |1719 | 2220 | 1930 | 1230 | 1890 
_ In. phosph. (g.) 0-6. | 0-99 | 2-18 | 1-49 | 1-68 | 1-89 | 1-32 | 0-82 
- Total phosph. (g.). 1-06 | 1-4 | 2-55 | 1-72 | 1-74 | 2-05 | 1-43 | 0-98. 
` Potassium (g.) | 1:55 | 2°56} 3-4 | 3-3 |33- | 2-46 | 3-46 | 6-6 
Urobilinogen .. /1/10 | 1/10} 1/20 | 1/710 | 1/10} = | 1/10] 1/10 
OR RL ae 
Urobilin Pe eS 
Total nitrogen (g.): 18-6 | 18-1 | 27-9 | 18-4 | 25-2 30-5 104! ar- 


| 


Total chloride (g.)! 0-25 | 0-27 | 1-07 | 1-82 
l | . 


| 24| 4-1 0-62 | 7 


_ Almroth Wright (1917) considered acidosis to be a 
_ consequence of severe clostridial infection. In any 
severely wounded man, however, profound upset takes 
place in electrolyte balance. Renal function may be 
temporarily changed as in shock, or more permanently 
'- damaged.as in cortical necrosis (Jeffreys and Scott 
Thomson 1944) or the crush syndrome (Bywaters and 
Dible 1942). With this impairment of renal function 
further upsets of electrolyte balance may take place, with . 
` the consequent production of acidosis. “As will be seen in 
table Iv, mild degrees were frequently seen in all types 
-= of wounds. | han . . nye 
A. further factor in producing changes in electrolyte 
balance is hyperpnoa associated with moderate degrees 
of fat-embolism; seen in both severe clostridial infections 
and, fractures. Furthermore, a primary CO, deficiency, 
_ Which might be due to hyperpneea, may be followed by a 
secondary compensatory change in blood bicarbonate to 
readjust pH. The pH values in our cases, even in those 
with low CO, values, are relatively normal. The issue 
is also complicated in these cases by the fact that 
sulphanilamide inactivates carbonic anhydrase (Hartman 
1939, Mann and Keilin 1940). 4 
OT FLOCCULATION REACTION dw 
The technique used for the flocculation reaction has 
been described in our previous paper. ‘Of 148 sera 
examined, 36' were strongly positive, 29 incompletely . 
positive, and the remainder negative.. In all but one 
case the reaction became negative as the other signs 
-of systemic reaction’ disappeared. This flocculation 
reaction cannot be' regarded as in any way specific for 
clostridial infection, and its significance is still obscure. 
j Discussion 
It is clear.that the systemic reaction in all our series of 
76 cases cannot necessarily be attributed to the effects 
of clostridial toxins. These were, howéver, almost 
certainly a major factor in the two fatal cases (eases 10 
and 11), and it seems possible that they played some part 
in the systemic reactions in the 7 severe cases and 18 
moderate cases, in which the histopathological picture 
was one of clostridial myositis. -In the remaining cases 
it seems likely that the part played by the clostridia in the 
production of the systemic reaction was negligible. 
Clostridial toxins might cause systemic reactions either 
by the direct action of circulating toxin on the body 
tissues and fluids or indirectly through the liberation of 
tissue breakdown products from the site of infection. 
In the former case it would be expected from our experi- 
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-= urobilin in these cases. 


` some of these symptoms were due to fat-embolism. 
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' mental studies that circulating toxins might cause severe 


haemolysis; floceulation of chylomicrons, splitting of 
plasma lipoprotein complexes, or visceral changes, such 7 
as demyelination in the central nervous system. Ifthe ` 
indirect mechanism ‘is. involved, then some evidence of 
liberation of breakdown products must be sought—of 
these, fat is one with which we have been particularly 
concerned, and which is relatively easily demonstrable. 
With these general considerations in mind, our observa- 
tions may now be reviewed with special reference to the . 
two fatal cases. > = ©.» cr ee d 
Clostridial infections in man have long been recognised 
as associated with severe anemia (Klotz and Holman 
1911, MRC Report 1919, Henry 1919, Nikolskaya 1943,, 
MacLennan 1943). Filtrates of Cl. welchit are hemolytic 
in vitro and in vivo (Bull and Pritchett 1917). Gordon 
and colleagues (1940) showed that type A Cl. welehii 
toxin produced a rapid fall in red cells, while in type D 
there was a progressive rise in hemoglobin concentration.’ 
In some.of our cases there was a well-marked bone- 
. Marrow response with relatively stationary, or decreasing, 


hemoglobin. We did not obtain/adequate data on the 


serum-bilirubin, but there’was an increased excretion of 
| It is possible that this may 
indicate increased blood destruction, in the absence of 
any obvious source of blood loss: Similar findings have 
been found in non-clostridial infections and have also been 
described associated with other types of fat-embolism 
(Sophian ahd.Scharles 1938, MacLachlin, Harris, and 
Perrett 1939).. Cholesterol prevents the action of many - 
hemolytic agents in normal blood (Schulman and Rideal 
1937), and it is possible that the low blood cholesterols 
found in these cases may be significant in this connexion. 
It may be. concluded that severe Hemolytic ansemia, 
such as might be caused by circulating lecithinase, was not 
a feature in any of our series, even in the severe and fatal 
cases. | i Da: 
Flocculation of chylomicrons is readily caused by 
Cl. welehii: lecithinase (Elkes and Frazer 1943), and — 
the reaetion is entirely prevented by specific antitoxin. 
The sera from many cases in the severe group also cause 
flocculation of these fat particles, but the reaction is not 
regularly preventable with antitoxin, nor is it specific 
for clostridial infections. Whatever may be the cause 
of this reaction, it cannot be attributed to the presence of 
circulating Cl. welchii lecithinase. With regard to the 


splitting of plasma lipoprotein complexes, it is impossible 


to demonstrate this reaction (Nagler) with sera from any 
of our cases, although it will occur with a toxin 
concentration much less than that required to produce 
flocculation of chylomicrons. | ee ees a a 
 Demyelination in the central nervous system has been 
demonstrated in our two fatal cases. In one of these 
blindness occurred before death, and extensive demy-. 
. elination of the optic nerves was demonstrable at autopsy. - 
We have. no evidence of neurological lesions in any of the 
other cases. Demyelination can be produced experi- 
mentally in animals after injection of toxins, but it is not 
comparable in degree to that seen in case 11. Further 
investigation is: required before these changes can be 
safely attributed to a direct action of clostridial toxins. 
Extensive fat-embolism involving the lungs and other 
organs was demonstrable at autopsy in both our fatal 
cases, one of which had ‘no fracture. Similar findings 
have also been obtained in a case of clostridial infection 
of the bladder, not included in this series, where neither 
wound nor fracture was involved. Fat-embolism can be 


' demonstrated experimentally following the injection of 


clostridial toxins into guineapigs and rabbits. The diag- 
nosis of moderate degrees of fat-embolism -is difficult in 
cases which survive, but a raised respiration-rate was 
: present in all the severe and many of the moderate group- 
Dry cough was often present, sometimes associated with 
pleuritic pain. One case had a mild purpuric rash. 
Three cases developed bronchopneumonia, and in one of: 
these the sputum was examined for fat and ‘showed 
abnormally large fat globules. It is not impossible that 
Though the occurrence of fat-embolism has been known 
for many years, it was regarded as a pathological rarity 


until recently (Robb-Smith 1941, Rowlands and Wakeley 


1941), many fatalities in which fat-embolism may have 
been an important factor being attributed to heart- 
failure, pneumonia, pulmonary embolism, concussion, 
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coma, or. uræmia (MRC Report 1919, Lenner 1940, 
Jeffrey and Scott Thomson 1944). E a yer, Le 
' The embolic fat in clostridial infections in man may 
be derived from the site of infection and from the blood 
fat—in either: case it must be regarded as an indirect 
effect of the clostridial toxins. . As described in our first 
paper, the fat-embolism in guineapigs can only be 
derived from the site of toxin injection. | ak 

' From the limited number of our clinical observations, 
and in view of the fact that we have particularly studied 
the effect of the Cl. welchié toxin lecithinase on certain 
lipoid tissue elements, and have not investigated the 
action of other components of this toxin, it is impossible 


to come to any conclusions on the nature or etiology of 
systemic reactions in clostridial infections,, but we may.. 


_ perhaps indicate certain possibilities. 


The balance of evidence presented suggests that the 
products of tissue breakdown may be a more important 
factor in the systemic reaction than circulating toxin. 
This would be in accord with the difficulty. experienced 
by many workers of demonstrating the clostridial toxins 
in the blood-stream (McClean and others). It might also 


account for the general similarity in the systemic reac- 


tiohs encountered throughout our group of cases, since 


tissue destruction was a common feature. The import- 
ance of anaérobic myositis (MacLennan 1943) might be 
the great increase in the extent and speed of tissue 
breakdown resulting from a spreading clostridial infection 
of muscle, although ‘the possibility of a change in the 
type of breakdown products liberated” and the dis- 
semination of toxin under these conditions cannot be 
excluded. a 

Such a conception of the nature of the systemic 
reaction in clostridial infections would lend support to 
the view that adequate gical removal of necrotic 
muscle from the wound is the most vital measure in 
treatment of the systemic reaction. The lack of drama- 
tic effect with antitoxin would be expected if break- 
down. products are largely responsible for the systemic 
reaction, but antitoxin given early and in large doses 


might have some protective effect, since it prevents the. 


breakdown of tissues by clostridial toxins in vitro. It is 
clearly impossible to attempt any assessment of the value 
of chemotherapy in these conditions ‘from this small 
group of cases, but it seems probable that their efficacy 
will be limited in the absence of adequate surgery. 


Summary 


From a series of 2680 wounded men from the Western 
Front a group of 76 cases with systemic reactions have 
been studied. All but 4 of this group showed evidence 
of clostridial organisms in their wounds. It is suggested 
that this group consequently. includes the majority of 
true and potential ‘‘ gas-gangrene ’’ cases. | 

The group has been further subdivided on the basis of 
the severity of the systemic reaction into four sections of 
increasing severity, the last consisting of 2 fatal cases. 

The 2 fatal cases, 7 of the severe, and 18 of the moder- 
ate group gave a histopathological picture of clostridial 
myositis. i E os. 

Possible significant features in the biochemical findings 
were low blood cholesterol and high urine creatine levels. 
Acidosis did not appear to be greater in this group than 
in-other wounded men. | E 
* While the hematological studies showed evidence of a 


-hemolytic process in some cases, severe hemolysis was 


not a feature in any case. | i 


'Flocculation of chylomicrons occurred in a number of 


cases, but this is not specific for clostridial infection, nor 
can it be attributed te the direct action of clostridial 
toxins. | l i 


_ At autopsy in the 2 fatal cases extensive fat-embolism | 
of the lungs and other organs was demonstrated and 


demyelination was found in the central nervous system. 

The possible relationship of the clostridial infection 
to the systemic reactions described is discussed. . 

We are indebted to the honorary and whole-time surgical 
staff of the Queen Elizabeth Hospital, and to Prof. Haswell 
Wilson for their coöperation, and to Major J. D. MacLennan, 
RAMC, for valuable criticism. We also wish to thank Dr. 
Margaret Thompson for her help in the collection of clinical 
data and Mr. J. Parkes, ARIC, for technical assistance. 
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-. ATYPICAL PNEUMONIA 


tion failed to clear up or some other pulmonary 


that seen in 


' far more common at 


ne ka 
_ R. W. D. TURNER, MD OAMB., MROP 
LIEUT.-COLONEL RAMO 


.- PRIMARY atypical pneumonia, virus pneumonia, or 


pneumonitis has only been described during the past 
nine years; but there is no reason to suppose that this 
infection is of recent appearance, and- much clinical 
evidence suggests the contrary. The greater number of 


‘cases being diagnosed may partly be due to an actual 


increase in incidence but is largely due to more thorough 
investigation since the possibility of atypical pneumonia 
has been kept in mind. In the past it has not been 
customary to examine the chest radiologically in cases 
of influenza or fever of unknown origin unless the infec- 
con- 
dition or complication was suspected. If the blood was’ 


. examined at all, a normal white count did not lead to an 


X-ray examination of the chest unless pulmonary tuber- 


‘culosis was to be excluded. In the present series, these 


two investigations established the diagnosis on a firm 
basis and prevented unnecessary and possibly harmful 
treatment, besides relieving much anxiety and abolishing 


the need for more elaborate investigations. 


This report gives a clinical description of 286 cases 
in British Service men in Italy during the first 8 months 
of 1944.. All degrees of severity were encountered. - 
Reading’ through the case-sheets makes it obvious that 
many cases were missed before the condition was clearly 
recognised. With increasing experience we were con- 
vinced that many formes frustes of the infection, without 


‘actual pneumonia, were occurring and formed one group 
‘of the inevitable ‘‘ pyrexias of unknown origin.” i 
this period cases of 


. | During 
pneumonia were diagnosed as . 


follows : | | 
Pneumonia, atypical .. "4. 286. cases 
-Pneumonia, bacterial fe e OT gy, 
ee v 21 99 ` F 


Pneumonia, ? type | 

| | CLINICAL PICTURE, , | | 
The patient’s general appearance did not resemble 
in bacterial pneumonia. of corresponding 
severity. It is true that in the. years before the war 
the picture of pneumonia seemed.to be changing and the. 
once: familiar chart of about 7 days’ high fever falling 
by crisis or pseudocrisis. was becoming rarer. However, 


in this age-group of healthy young men bacterial pneu- | 


monia could often still be diagnosed from the end of the 
bed and by .the sister in charge. The characteristic 
picture of a man, propped up in bed, with dry skin, 
difficult grunting respiration, expanding als Mase, 
irritative cough, and fear of breathing from pleural pain, 
did sometimes occur.. Physical signs in.the chest might 
occasionally be delayed but were usually well-marked 
within a day or two, and nummular rusty sputum was to 
e expected. , oar | | 
This picture was in striking contrast with that of the 
ical pneumonia, in which the . 
patient might be ill and have the symptoms assoviated 
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_ with high fever, but the breathing was easy, there was no 


special desire to be propped up, and there was little.. 


-= or nothing to attract attention to the chest. After some 
days or perhaps a week or more, careful daily search was 
usually rewarded by finding the characteristic crepita- 


_~tions. Sometimes these signs did not appear, and often 


one was astonished at the. extensive X-ray Shadow. 
On going’ back to examine the chest after seeing the 
X-ray films one still failed to. find more obvious signs 
‘and we learnt not to be humiliated. 

High fever at the onset . (104° -105°'B), ‘persisting 
withqut swing for 7-10 days and then falling gradually, 
was the familiar picture in a case of average severity, 


but, as has been said, all degrees of the infection were | 


seen and. the temperature chart varied accordingly ; 
no case fell by crisis. The pulse-rate varied with the 
individual response, but. on the whole tachycardia was 
- definitely less than wit 
_ pneumonia. | 


* SYMPTOMS AND’ SIGNS 


Malaise, shivering, sweating, and anorexia were the 
commonest early . symptoms, followed by headache, 


general aches, and dry cough. An actual rigor was rare. — 


Headache may be very intense and accompanied by 
sufficient neck rigidity to warrant lumbar puncture. In 
such cases there may be delirium too. Anorexia may be 
as complete as in infective hepatitis. Upper respiratory 
catarrh was never a well-marked feature, and in fact was 
usually absent. Cough was also often absent in the 
early days, gradually becoming more pronounced and 
then productive of characteristic sputum, until it became 
obvious that one was dealing with a chest case. Some- 
times persistent dry cough was a distressing feature. 
Pleural pain did sometimes occur; .more often. the 
~ patient complained of a dull ache in the affected part of 
the chest, but usually there was no pain at all. - 
The characteristic sputum in our cases was a blood- 
stained mucoid jelly, and this is noteworthy because in 
other series blood-staining is not specially mentioned. 
‘Moreover, now and again, frank hemoptysis of pure 
‘blood was seen. As might be expected the laboratory 
did not find any predominant organisms and usually 
reported a mixture of the customary flora of the mouth. 
Later on in the disease there may be admixture with 
< purulent material from secondary infection. The sputum 
did not resemble that of influenzal pneumonia, nor that 
usually. seen in bacterial pneumonia. Mucopurulent 
sputum in these cases may be accounted for by the fact 
that the alveolar exudate becomes mixed with the sputum 
‘from an accompanying purulent bronchitis.’ This view 
-is supported by the physical signs in the chest and by 
‘the autopsy findings described by Longscope 1—the 
alveoli were filled with a loose exudate consisting of 
coagulated serum, red cells, and many mononuclear 
_cells ; polymorphs were almost entirely absent from the 


alveolar exudate but might fill the bronchioles or bronchi. 


Herpes labialis was seen in only a few cases. The 
spleen was frequently palpable a the febrile stage. 

‘he blood-sedimentation’ rate was raised to the degree 
that might be expected, and is of no special value except 
possibly as an additional guide to convalescence. 

Physical signs in the chest.—The characteristic sign is 
the appearance of an area of persistent crepitations, 
usually heard at one base or in the axilla. These crepita- 
tions are neither very fine nor very coarse and are perhaps 
. best described as ‘“‘ sticky.” They were rarely present 


until several days had passed—sometimes not for as- 


many as 10 days—and tended to last well into con- 
valescence. Sometimes impaired percussion note and 
_ decreased air entry were found. Occasionally bronchial 
breathing or frank signs of consolidation appeared. 
This may indicate some degree of secondary infection, 
` in that these added signs were sometimes accompanied 
by a rising white-cell count (10,000-12,000 per c.mm.) 
and an increasingly purulent sputum. ' Evidence of 
bronchitis (diffuse rhonchi) was common, especially in 
the early stages, though clinically it was never thought 
to be sufficient to account for the severity of the illness. 


IN VESTIG ATION S 


Of the 286 cases, an X-ray examination of the chest 
and white blood-count were done in 129, an X-ray 


1. Longscope, W. T. Practitioner, 1942, 148, 883. 
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corresponding fever in bacterial — 
The respiration-rate was also less raised. 
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examination only in 39, and a white count only in 30 
cases. . 
ş White blood-count. —During the fore stage, the white 
count is essentially normal. In 90% of cases, it was 


between 4000 and 10,000 per c.mm. Of the few in- 


stances‘in which it was over 10,000, in only 3 was this 
during the first week, and in the remainder sputum had 
become semi-purulent or an effusion. had developed. 
This investigation is therefore of great importance in 
differentiating from bacterial pneumonia and as a guide 
to treatment. The differential count is variable and of 
no assistance. In cases of bacterial pneumonia, which 
were being treated at the same time, the white count 
was consistently between 15,000 and 35,000. 
_ The initial white count in 159 cases were as follows : 
in 23 cases the count was repeated and in 18° of these 
was still less than 10, 000 per ¢ c.mm. 


White cells 
(thousands per c. mm. )| 2-4 | 4-6 6-8 8-10]10-11 11-12 12-13 13-14 
No. of cascs . 


3 |46 50 ac? 2: 1 1- 


| X-ray. aaNet oe est.—The characteristic X-ray 
finding is an opacity isproportionately ‘greater’ than 
would be PT from the physical signs, not of lobar 
distribution, and: of uniform’ density resembling ground 
glass or a fine hazing. The shadow may be of any size,. 
often vaguely outlined and irregular, and occasionally 
circumscribed. It may occur in any part of either lung 
or be multiple or occasionally migratory. A diagnosis 
of primary atypical pneumonia can usually be made from 
the film, but not always, because a patchy dense opacity 
like that seen in bronchopneumonia is sometimes seen. | 
Differentiation from bacterial pneumonia can then only 
be made by the absence of leuco¢cytosis and failure to 
respond to chemotherapy. When the opacity is situated 
in the upper zone, diagnosis from. pulmonary tuber- 
culosis may be impossible without serial films. The 
shadow may persist long after the patient has clinically 
recovered. Several cases were sent to us for evacuation 
to the United Kingdom as having unresolved pneumonia 
but cleared completely in two tọ three-weeks more. 

When cough is not a prominent symptom and there 
are slight or no abnormal signs in the chest, an X-ray 
examination is invaluable. The characteristic picture 


is presumably formed by. the coagulated serum -in the 


alveoli. The radiological distribution: of ODACI in 
168 cases was as follows : 


R. 


Zono n. | |B L. nB. mii | Mixea 
affected lower'lower S mid, ! mid. tiple | tiple L.&R 
No. of | "| | | | 
cases | 42 ` 31 18, 9 |12, 3 | 12 | 14 17 
DIAGNOSIS. : 


Diagnosis on clinical grounds may be extremely 
difficult and constituted a real problem, but it was made 
easier for us because during most of this period of the 
year malaria was almost confined to benign tertian 
relapses, the short-term summer fevers such as sandfly 
had not begun, and infective hepatitis with -a pre- | 
liminary febrile stage'had become rare. The less com- 
mon fevers which were occurring, such as brucellosis, 
amoebiasis, and kala-azar, can rarely be diagnosed in the 
first 10 days anyway. 

In many instances the chart closely resembled that 
seen in typhoid fever, as did the white count, and to 
make matters more difficult some cases had crops of 
‘‘rose spots ’’ on the trunk. At this time non-specific 
rose spots were occurring in other infections, including 
malaria. The subsequent course revealed the diagnosis 
but some were fully investigated to exclude such infec- 
tion. ` At this time there was no epidemic of cases 
compatible with a diagnosis of influenza. It is true that 
early on some of the patients were so labelled and we 
were fortunate in having Major Stuart-Harris admitted 
in March (with an atypical throat !) and his observations 
on this point were most helpful. Bacterial pneumonia 
was occurring too, but the general picture, sputum, and 
high leucocytosis served to differentiate it. 


‘to an X-ray examination and a white 
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+ The chief point in diagnosis is that even though there 


does not appear to be ‘‘ much in the chest ” in patients 


with, high fever for no obvious reason, ‘any degree of 
cough and even.scanty signs in the lungs should lead 

| count being carried 
out before chemotherapy is started.. | 


- In many cases high fever of 104°-105° F persisted for 
8—10 days and then fell by lysis. The chart in an un? 
diagnosed patient can be frightening, but if the diagnosis 
has. been made and confirmed by a normal white count, 


N 
w 


confidence is justified and any further temptation to 


give sulphonamides should- be resisted. It must be 
mentioned that occasional deaths have been published 
elsewhere. In moderately severe cases the fever falls 
to 102°—103° by the third to fourth day and to normal 
by the sixth to ninth day. In a few instances fever 
persisted for 2-3 ‘weeks. 

Secondary infection in the sense of a bacterial pneu- 
monia or Some septic complication following the original 
illness -was not seen. There is certainly a tendency for 
the white count to rise a little as the condition progresses, 
but this may be the normal reaction to the original 
infection. An increasingly purulent sputum and white 
count of 10,000-12,000 sometimes followed although 
fever had subsided. de Soes: 

Complications.—Convalescence tended to be rapid and 
complications were rare, Pleural effusion occurred in 
some cases and is discussed below. Some men were 
seriously ill but none died. Relapses were rare. Second- 
ary infection was only suggested by the sputum and white 
count and not by the clinical state. One of the cases 
developed a: transverse myelitis possibly due to the 
(presumed) virus of atypical pneumonia, or perhaps to 
the lighting up of a separate latent virus. 

Treatment should be symptomatic. Oxygen may be 
needed in severe cases. Chemotherapy is contra- 
indicated but the temptation to give it is rarely resisted. 
It is difficult to prove that chemotherapy does actual 
harm but certainly the patients feel and look worse with 
sulphonamides, and seriously ill men recover satis- 
factorily without them. Sulphadiazine,.sulphathiazole, 


and ‘sulphapyridine were tried in full dosage and proved | 


valueless.: In cases which develop an effusion it may 
be wise to give a course of some sulphonamide prepara- 
tion with a view to preventing an empyema. Iks 

. Ætiology.—There was little opportunity for investi- 
gating- the ætiology. ‘Blood-cultures were sterile. No 


‘unusual organisms were isolated from the sputum. 


Nq animals were available for virus inoculation tests. 
Serological studies for antibodies were: not practicable. 
However, an attempt was made to show the presence 
of cold-agglutinins for group “O” cells. Captain 
Robins of the US Army Pathological Service kindly 
coéperated and investigated similar cases in US patients. 
‘The results were most disappointing. In only 1 out of 
39 cases was the test positive and several controls gave 
doubtful results. -No member of the medical or nursing 
staff developed the infection, nor did‘ any patient 
admitted to hospital for some other disease. This 
suggests low infectivity once the disease can berecognised. 
Cases of infection of the respiratory 
during the same period were as follows: l; 
Pneumonia, 


Tonsillitis, pharyngitis .. 639 bacterial ) - 
at IA je - 227 Pneumonia, ? type Pes 107 


te bronchitis 
ae Pneumonia, primary aty- i 


dry ee 7 28 
Pleurisy, primary with effu- pical .. 286 
sion ee e e e * 10 


It will be appreciated that only cases of upper respiratory 


tract infection severe enough to warrant admission to 
hospital under Service conditions are included, whereas 
most cases of primary atypical pneumonia are probably 
sent to hospital. As has been suggested) however, it 
seemed certain that many minor degrees of the infection 
without actual pneumonia were occurring. 


PLEURAL EFFUSION ` 


` 


The number of cases developing fluid is interesting 


because little seems to have been published on this 

subject. In the present series there were 11 cases of 

undoubted primary atypical pneumonia which developed 

an effusion. ‘There may well have been more, but owing 
i ‘ 


\ 


tract admitted | 


to pressure of work in'the specialist departments not alj 
of the patients were sufficiently investigated in 'the 
pneumonic stage to be sure of 'the type of infection 
present. -A number were admitted having already been ` 
diagnosed as pneumonia and put on chemotherapy, so 

it was impossible to tell if a subsequent pleural effusion 

might not be an aborted empyema following a bacterial 
pneumonia. Only those cases have been ‘included in 

which evidence for the primary condition seemed con- 

vincing. During the period under review there were . 
33 cases of.pleural effusion of all types : 

Primary pleural effusion.. 10 


Pneumonia, primary atypical 11. 
\Pneumonia, bacterial a 3 


In 5 of the atypical pneumonia cases the effusion was 
small and left to absorb without paracentesis. In 5 
cases in which the fluid was examined, 4 had yellowish 
green semi-opaque sterile fluid, and one a blood-stained 
sterile fluid. Some examples of pleural effusion in 
atypical pneumonia follow : l l l tos. 3 

CasE. 1.—Age 33. Gradual onset over 10 days. Admitted 
severely ill. Temperature swinging up to 105° F. Cough | 
with blood-stained mucoid sputum. Characteristic crepita- . 
tions left lower lobe with dullness at extreme base. Next 
day (llth) X ray showed atypical pneumonia left lower zone 
with small pleural. effusion. White «ells 6650 per omm. 
Signs of effusion increased. Second Xray showed large 
effusion. On 18th day,. 13 oz. of clear yellow fluid were 
‘removed. Fluid showed occasional lymphocyte and mono- 
cyte; no organisms; sterile. Patient remained. very ill 
for the next fortnight and continually, brought up very blood- 


“Prieumonia: type .. 8 
Empyema, pystpneumonic 1 


stained sputum. He was given 55 g. of sulphadiazine in ` 


case he developed an empyema. On 28rd day, white cells 
13,450, on 27th day 7000, on 33rd day 8000, and on 38th day 
6900 per c.mm. . On 32nd day chest was tapped again and . 
similar fluid found. Sputum repeatedly negative for tubercle 
bacilli. He. then slowly improved and was given a prophy- 
lactic course of sulphadiazine. Afebrile by 48th day. On, . 
58th day Xray showed resolving pleural effusion and con- 
solidation of underlying lung. By 75th day evacuated home 
much improved, Effusion absorbing well. = 

Case -2.—Age 28. Admitted after 7 days’ malaise and 
shivering. . Few signs in chest but. diminished air entry and 
impaired note at right base. Three days later, when still 
febrile, white cells 6400 per c.mm. Xray showed area of 
consolidation at right base with small pleural effusion. Normal 
recovery. No paracentesis; no chemotherapy. 

CasE 3.—Age 21. Onset with headache, malaise, shivering, 
and sweating. Temperature 103° F. Pulse-rate 120 per min. 
No signs in the chest by 4th day, but pain right lower chest 


. and dry cough. Xray showed patch of atypical pneumonia. 


White cells 5800 per c.mm. Then developed signs of fluid. 
Second Xray on 12th day showed considerable effusion 
(right) with consolidation of underlying lung. Yellow ‘trans- 
lucent fluid aspirated ; no cells or tubercle bacilli. Prophy- | 
lactic course of sulphadiazine (60 g.) then given. Fluid 
gradually absorbed. Sent to convalescent depot on 57th day 
and reviewed a month later as outpatient. Well; chest 
clear; X ray normal except for thickened right basal pleurà. 
Case 4.—Age 29, Onset of malaise and left pleural pain. 
Admitted 4th day. Temperature 103-8°F. Pulse-rate 88. 
Blood-stained sputum. Rub and crepitations at left base. 


- On 6th day, temperature 104°-105°; white cells 8300 per 


c.mm.; signs of patch of-consolidation left lower lobe, and 
multiple crepitations left lower lobe ; seriously ill; course of 


-sulphadiazine begun.’ On 10th day temperature still 103° ; 


X ray showed consolidation of whole of left lung. On 12th 
day consolidation spreading to-right side; very ill; white 
cells 12,600; sputum, no special pathogens, no tubercle 
bacilli. On 14th day, Xray showed- consolidation in all 
zones of left lobe and small right pleural effusion. On 18th’ 
day, delirious, very ill; temperature 100°-102°. On 24th day, ' 
temperature 101°; white cells 7800 per cmm.; Xray 
howed consolidation of left lower lobe, right lung now clear ; 
improving ; sputum becoming purulent ; gradual resolution ; 
no paracentesis. Afebrile by 26th day. Began to sit up on 
36th day. Chest clear. Normal convalescence. 
‘SUMMARY , ; 
The purpose of this paper is to encdurage a more 
widespread recognition of primary atypical. pneumonia. 
A clinical description is given based on the study of 
286 cases in Service men. ` 7 . 
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l and- treatment of intracranial infections. 
` especially useful after compound fractures of the skull 


_ which 


_ patients receiving 


- have attracted attention from this aspect. 
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Diagnosis may be impossible without accessory 


inethods of investigation. The- importance of the- 
X-ray findings and the white blood-count is explained. 


Chemotherapy is contra-indicated. 
An account is given of 11 cases complicated by pleural 
effusion. 


My thanks are due to the members of the medical division 


and the staff of the X-ray and pathological departments of ` 


the hospital for theit help with the cases, and to Colonel 


W. J. F. Craig for permission to papin this report. 
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SULPHADIAZINE has been much used in the prevention 
It has been 


with penetration of the dura, particularly if the patient 
cannot immediately be given surgical treatment. 
effectiveness of the drug is probably due to the ease with 
a high concentration can be produced in -the 
cerebrospinal fluid (CSF). The CSF level ‘is usually 
60-80% of that of the blood—a higher percentage than 
for any sulphonamide, other than sulphanilamide itself. 
‘Unfortunately, owing to the insolubility of sulphadiazine, 
is substance may show crystalluria, 
hematuria, renal colic, obliguria, and even urinary 
suppression with uremia. The tendency to these 
complaints is increased by dehydration and the acid 
urine commonly seen in warm climates, and is decreased 
if fluids and alkalis are given in large amounts (Peterson 
et al. 1943). Other sulphonamide derivatives are being 
continually investigated in the hope of. finding one. of 
equal potency without this tendency. to precipitate in 
the urinary channels’ Two derivatives of sulphadiazine 
Sulpha- 
merazine (monomethyl-sulphadiazine) has been ii 
inthe USA (Hageman et al. 1948), and sulphamezathine 


: . (dimethyl-sulphadiazine) has been used in this country, 


’ reaction of the urine is Jess im- . 


`S 


. method of Bratton and Marshall) of 


- intervals throughout thetreatment. 


The great solubility of sulphamezathine and its sodium 


salt led us to use these drugs in cases of head injury. 


The Medical Resear ch Council memo on the sulphonamides 
i oe gives the solubilities of the free drugs in mg. per 
c.cm. as: 


a l  Waterat 87° C roe at 37°C 


| | © -P PH 7:5 
Sülphadiazino | 15 od 8” 52 
‘Sulphamezathine .. 190 191 297 


This indicates that appreciable quantities of. sulpha- 
mezathine can be‘ excreted in the urine without fear 
of precipitation, and that the 


portant than it is in sulphadiazine 
therapy. 

In this study, 67 patients received 
sulphamezathine in doses of 6-18 g. 
in 24 hours. The total quantity 
was in each case divided into doses 
given 4-hourly. The intravenous 
and oral routes were used, but 
doses of 18 g. daily were always | 
reduced after 3 days. In nine 
-patients estimations were done (by 


N 
uw 


the free and total sulphonamide in 
blood, lumbar CSF, and urine at 


© 


(In one case the ventricular fluid | 
level was found to be the same as 
that of the lumbar fluid.) Control 
experiments showed that the use 
of ‘Novocain for spinal puncture, ` 0 
and the systemic or intrathecal > 
administration of penicillin, had no ` 
appreciable effect on the results. 


SULPHAMEZATHINE (mg. per 100 ccm.) 
wm 


The | 


ee eee = HOURLY 


) na KESULTS - | i i 
During ‘the investigation no toxic symptoms were 


found. There has been nothing more than occasional | 


. nausea, and‘ no vomiting. There were no drug rashes, 


drug ‘fever, or blood changes. In spite of the high 
urinary concentration there was no hematuria, renal 
colic, or oliguria, whatever the reaction of the urine. 

The regularity of the results justified the drawing of 
conclusions from this small series of estimations. Fig. 1 
(A and B) shows the variation of the sulphamezathine 
level of blood and OSF in two typical instances, and 
fig. 2 shows the effect on blood and CSE of a single large 
intravenous dose. ` ~ 


DISCUSSION 


* A high blood-level of sulphamezathine is readily 
obtained in oral therapy; apparently absorption from 
the intestine is rapid. Excretion is almost as rapid as ~ 
absorption, for it is impossible to maintain a high level 
on a reduced dosage. . Twenty-four hours after the 
administration of the drug is stopped there, are only. 
traces in the blood, and the urinary concentration has 
fallen greatly. There does not appear therefore to be 
any retention within the body of this drug as there is of 


. sulphadiazine, the, excretion of which may continue for 


three or more days after the last dose. 

The concentration of sulphamezathine in the lumbar 
CSF does not correspond with that in the blood. Very 
rarely does the CSF concentration exceed 50%, and more 
often it is about 40% of the blood concentration. The 
passage of the drug from the blood. to the CSF is not 
affected by frank meningitis. 

The rapid rate of acetylation is shown by the blood 
changes caused by a single dose. (fig. 2), when an 
appreciable quantity of the acetylated form is found half 
an hour after administration. - In both the blood and 
the CSF a high proportion of. the drug is in the inactive 
acetylated form. In the urine 60-80% is acetylated. 

‘It is interesting to compare the solubility and CSF 
pau artition of sulphadiazine and its two methylderivatives. 

e solubility and rate of acetylation increase with 
addition of the methyl groups (Clark et al. 1943, Welch 
et al. 1943), but the ease of passage from blood to CSF . 
decreases. blood-brain barrier is probably related 
to the degree to which the drugs are bound to protein. 
It has been shown (Gilligan 1943) that 50-60% of 
sulphadiazine, and 70-80% of sulphamezathine in blood 


is bound to the plasma proteins, and, according to Davis 


(1943), only the unbound form can reach the CSF. It is 
surprising that the more protein-bound of the two drugs - 
is also the more rapidly excreted in the urine; perhaps 
the greater solubility outweighs any hindering effect’ of 
the protein-binding. 

In assessing the. value of the drug for treatment of 


- head injuries, it is important to know the absolute 


concentration of the free drug in the CSF which can be 
produced by a given dose. The bacteriostatic effects in 


vitro of sulphadiazine and sulphamezathine' are about 


the same (origan; 1943); and for sulphadiazine the 


x 
~ 

x 
1 2 3 4 5 #6 


Fig. I—A and B. Typical “variations in sulphamezathine levels in blood and CSF, wich howe adminis- 


tration by mouth or intravenously. 
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clinically effective concentration in CSF is 10-15 mg. 
per 100 c.cm. (Sako et al. 1942). In this work it was 


impossible to maintain such concentrations, and. since | | 
our patients were, being given penicillin at the same time 
_we could not tell whether the low CSF concentrations of 


sulphamezathine were having any effect. 

In general, this study. confirms the recent work on 
sulphamezathine by Clark and others (1943), who also 
found a rapid rate of acetylation and excretion. From 
their observations of the blood/CSF partition of the free 
drug, however,.they concluded that it was readily 


306 g. INTRAVENOUSLY 


e——— TOTAL 
w----9 FREE 


x x TOTAL È 
x=-=—=—-x FREE }esr. 


} BLOOD 


SULPHAMEZATHINE (mg. per 100 cem.) 


3 5S 9 â Rl i5 68 2i 
HOURS AFTER DOSE 


. - Fig. 2—-Sulphamezathine levels in blood and CSF after a single dose of 6g. . 


intravenously. a 
; 


diffusible into the CSF; this conclusion is not justified 
by their published figures. | 
| SUMMARY AND CONCLUSIONS 


Patients suffering from cranial injuries were treated 
with sulphamezathine and its sodium salt, given intra- 
venously and by mouth. No ill effects were observed. 
Estimations of the drug in the body-fluids of 9 of these 
patients were performed at intervals during treatment. 
It was found that: rates of absorption, excretion, and 
acetylation were rapid, arid that only a relatively small 
proportion of the drug reached the cerebrospinal fluid. 
With the doses employed it was impossible to maintain 
concentrations in the CSF of 10-15 mg. of the free drug 
per 100 c.cm., which, by analogy with sulphadiazine, are 
necessary for effective therapy. fe ; 


We have to thank Brigadier H. W. B. Cairns and Mr. 
J. R. P. O’Brien for valuable help and criticism throughout 
this work, and Lieut.-Colonel L. 8. C. Roche for permission to 


use the hospital records. | 
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Lord Woorron will be installed as chancellor of the Uni- 
versity of Manchester on Wednesday, May 16, Those on whom 


the honorary degree of doctor will. be conferred after the 


installation include Sir Wilson Jameson, chief medical officer of . 


the Ministry of Health.: 


Sir JOSEPH BARCROFT, FHS, will deliver the Harben lectures 
at the Royal Institute“of Public Health and Hygiene, 28, 


Portland Place, London, W1, on Monday, Tuesday, and 


Wednesday, Dec. 10, 11, and 12, 1945, at 3 pm, He is to 
speak on the respiratory function of the blood.. 


A MEETING of the subscribers of the Naval Medical Com- 
passionate Fund will be held at 3 pm on April 27 at the Medical 
Department of the Navy, 64, St. James’s Street, London, 
SW1, to elect six directors. =. . l 
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In a few earlier experiments, briefly mentioned by . 


Abraham et al. (1941), M. A. Falconer and one of us 
(D. S. R.) applied one of the early preparations of the 


sodium salt of penicillin (containing approximately 30 . 
units per mg.) in a 0-1% solution in isotonic saline’ 


to the rabbit’s brain. An injection of 0-1 c.cm. of the 
solution was also made into the exposed cortex. The 
three animals so treated-showed no postoperative dis- 
turbance and were killed after 1, 2,and 4 days. Histo- 


. logical preparations of the brain closely resembled those 


from ‘control specimens treated with normal saline. At 
this time an examination was also made of thè brains of 
two other animals killed 2 days after a similar solution 
had been injected into the cisterna magna. ` As already 
reported (loc. cit.) these animals showed no unfavourable 
their brains 
appeared normal: there was.no meningeal reaction and 
the ventricular ependyma appeared normal and well 
preserved. l , 

, Recent experience with hyman meningeal infections 
(Cairns et al. 1944) points to the desirability of using 
more concentrated solutions of penicillin than ‘those 
employed in these earlier tests. “Moreover in the treat- 


ment of battle wounds in forward areas a powder is more . 
convenient than a solutiom. We have therefore made 


further tests with penicillin‘ and with a penicillin- 
sulphamezathine mixture. The technique used has been 
described in earlier reports (Russell and. Falconer 1941). 


CONCENTRATED SODIUM PENICILLIN | 


. Since sodium penicillin is deliquescent it cannot .be _ 


applied to the tissues as a powder, but it was used: because 
a suitable sample of the calcium salt was not available 
when these tests were made. 
solution of sodium penicillin (Pfizer) (500 units per mg.) 
containing 10,000 units in 1 c.cm., provided ` 
Duthie, was applied on soaked pledgets of lintine to the 
surface of the brain after injecting 0-1 c.cm. of the 
solution into the cortex. After 10 minutes the lintine: 
was removed, the pericranial flap replaced over the gap 


in the bone, and the scalp sutured. The four rabbits | 


so treated appeared somewhat torpid after recovering 
from the anzesthetic and two refused to eat. A pair was 
killed after 2 and 4 days respectively. 
Macroscopic examination—All showed an undue amount 
of hemorrhage and :bloodstainéd effusion beneath the scalp 
and into the tissues about the site of operation, including the 
‘leptomeninges over the exposed cortex. The cortex was 
somewhat swollen and, in one animal, was diffluent, pinkish- 
Y, and necrotic. .The puncture wound’ was identified in 
the other three animals and was not accompanied by any. 
further macroscopic changes. oe 
Microscopic examination.—In. one animal, as already noted, 
there was massive necrosis of the exposed part of the brain, 
extending to the wall of the lateral ventricle. 
tive changes were present along the borders of the necrotic 
area. The ventricle contained a few red corpuscles and large, 
mononuclear cells. The other three animals showed less 
severe reactions. In two the puncture wound showed no 
extra changes, while in the third a patch of necrosis with 
smail hemorrhages, measuring about 1-5 by 0-5 mm., occu- 
pied the site. The meninges contained an excess of red cor- 
puscles and polymorphonuclear leucocytes over the exposed 
area. In one example the arachnoid membrane had under- 
gone fibrinoid necrosis. In the two animals killed after 4 days 
the meninges contained, in. addition, a good many spindle 
fibroblasts and large mononuclear cells. The adjacent cortex 
in all three animals was cedematous, while the pyramidal cells 
throughout the superficial third had- undergone necrosis in 
one animal, and severe ischemic degeneration in the other two. 
Reparative changes, including vascular proliferation and 
mobilisation of macrophages, were in progress in the example 
showing necrosis (killed after 4 days); in a second the outer 
part of the cortex was fragmented by hemorrhage, while in 


Therefore a concentrated | 
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_ the third it was extensively infiltrated by clumps of poly- — 


morphonuclear leucocytes, many. of. which. were collected 
about the bodies of degenerating neurones. 

It was conchided from these observations that con- 
centrated preparations of sodium penicilin have an 
irritant effect when directly applied to the brain. It was 
therefore proposed that experimental trials should be 

. made of a mixture of calcium penicillin with one of the 
‘sulphonamides. Sulphamezathine (sulphadimethylpyri- 
-midine) was selected because it is more readily available 
in this country than is sulphadiazine, and the indications 
for its clinical use are similar to those both of sulpha- 
diazine and sulphathiazole. It-is sparingly soluble in 


| the tissue fluids. Solutions in normal saline have a pH 
of between 5-0 and 6-0 (Dr. Liston, of Imperial Chemical 


Industries, private communication), thus having a con- 
siderable advantage over the more alkaline sulphon- 
amides. | l 
SULPHAMEZATHINE | i 
A preliminary estimate was made of the effects of this 


` substance on the rabbit’s brain in a series.of six animals. 


The arachnoid membrane over the exposed area: was 


` lightly scarified in a few places with the point of a needle, 


and enough of the powder was sprinkled on the surface 
to form a complete layer. The pericranial flap was then 
reflected over the area and the wound closed. _ 

All the animals appeared perfectly normal on recovery 
from the anesthetic, and remained so until killed. 
Three were killed after 2 days and three after 4 days. 

Macroscopic examination.—A small quantity of the powder 
persisted beneath the pericranial flap until the 4th day. The 
brain appeared normal apart from slight focal hemorrhage 


. incidental to the operation, and the cortex was normal on 


section. 3 is 

Microscopic examination.—At 2 days the cortex atthe site 
of application was slightly oedematous, and superficial neu- 
rones were shrunken and hyperchromatic. The adjacent 
meninges contained a slight excess of red corpuscles and 
-polymorphonuclear leucocytes. There was no necrosis. At 
4 days oedema had disappeared from the cortex and hyper- 
chromatic, shrunken neurones were fewer. 
apparent loss of neurones.’ Thus the cortex appeared almost 
normal. In the meninges there was some multiplication of 
fibroblasts,‘ with adhesion tothe overlying pericranial. flap. 
Inflammatory cellular infiltration was sparse. No necrosis 
was present. a i 

` From the histological standpoint therefore the applica- 
'tion of powdered sulphamezathine is without any per- 


- manent damaging effect upon the brain. There was no 


clinical evidence of any functional disturbance. _ 


-© PENICILLIN-SULPHAMEZATHINE MIXTURE 


. In a further series of four rabbits the exposed brain 
was similarly powdered with a mixture of calcium peni- 
cillin and sulphamezathine (2000 units of penicillin to 
1 gramme of sulphamezathine) ‘kindly prepared by Dr. 
Duthie. GAN, | l 5 J 

After recovery from the anæsthetic all the animals 
appeared normal. A pair was killed.after 2 and 4 days 
respectively. oo 

Macroscopic examination.—Slight hemorrhagic effusion was 
found beneath the scalp in three animals, and more extensive 
hsemorrhage in the fourth. -Yellow granules of the powder 
persisted about the margins of the cranial opening up to the 
4th day. ` Focal hemorrhages mottled the leptomeninges in 

\the exposed area and corresponded, on section, to occasional 

vertical streaks of hemorrhage descending into the cortex 
in two of-the animals. In the remaining two the cortex 
appeared normal.’ | l 

Microscopic examination.—The leptomeninges throughout 
the éxposed area contained slight or moderate effusions of red 
corpuscles associated with slight polymorphonuclear cell 
infiltration and, in the specimens obtained at 4 days, mono- 


= nuclear cells and fibroblasts. In one of the latter examples 


there was also some fibritous exudate and the arachnoid 
membrane was coated, in a few places, with polymorpho- 
nuclear leucocytes. The blood-vessels appeared normal. 
The subjacent cortex” was cedematous and the superficial 
layers of pyramidal cells had undergone severe ischemic 
degeneration. In one specimen, at 4 days, there was some 
‘fragmentation. of the molecular layer by an interrupted zone 
of subpial hemorrhage, and some of the more superficial 
neurones had undergone necrosis.. x 


There was no. 


i J “DISCUSSION = o‘ 

From the histological observations in these tests it 
appears. that concentrated penicillin alone cannot be 
recommended as a. local application to the brain. 
Although it might be argued that the single instance in 
which massive necrosis of the cortex occurred was. for- 
tuitous, the animals in this group as a whole showed an 
amount of hsemorrhage and cortical degeneration that 
compares unfavourably both with ‘our earlier controls 
(Russell and Falconer 1941) and with the group in which 
sulphamezathine alone was used. The latter is remark- 
ably bland in its effects and is indistinguishable in this 
respect from sulphanilamide and sulphapyridine (Russell 
and Falconer 1940). These three sulphonamides may 
be considered as optimal in the various tests upon anti- 
bacterial substances that have been conducted in this 
department during the present war. Sots 

The histological effects of penicillin-sulphamezathine 
mixtures are, as might be anticipated, of an intermediate 
character: they are less injurious than penicillin alone 
but are more irritant than pure. sulphamezathine. 
‘Nevertheless, where clinical conditions demand such 
a mixture, it might well be considered that the relatively 
trivial irritant effects of the mixture are outweighed by 
the advantages of its use. : In any event it will obviously 
be necessary to re-assess the histological effects of peni- 
cillin when this is obtainable in a pure form ; the irritant 
action observed in the above experiments may be due 
to the impurities that are known to form a considerable. 


proportion of even the best samples at present available. 
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FIXATION OF SKIN-GRAFTS 
WITH HUMAN PLASMA AND THROMBIN 


A. M. CLARK | =. J. P. Topp 
. MC, MA OXFD, CH M GLASG. PHD GLASG, PHC | 
SURGEON, GLASGOW ROYAL’ PROFESSOR OF. PHARMACY, 
INFIRMARY _— ROYAL TECHNIOAL COLLEGE, 
G. R. MILNE, PHO GLASGOW; REGIONAL DIREC- 
LECTURER IN THE SCHOOL OF TOR, GLASGOW AND WEST 


PHARMACY, ROYAL TECHNICAL OF SOOTLAND -BLOOD- 
COLLEGE, GLASGOW _ TRANSFUSION SERVICE | 


From the Burns Unit, Glasgow Royal Infirmary - 


Ir is generally agreed that skin-grafting should be 
done as early as possible in! the treatment of extensive 
burns involving skin loss. Even where the burned area 
is capable of re-epithelialisation, early debridement and 
skin-grafting will lead to better results and shorten the 
period in hospital (Patey and Scarff 1945). One of the 
main difficulties in carrying this early grafting into 
practice is the oozing of blood which follows the excision 
of the slough and interferes with the fixing of the graft 
in position. : l st 

Sano (1943a) has described a method of fixation of 
skin-grafts, in which ‘this difficulty is largely overcome 
by the hemostatic action ‘`of plasma, which quickly 
controls the oozing of blood when applied to the surface 
to be grafted. In Sano’s method the plasma also acts 
as an adhesive which fixes the skin in position by means 
of the fibrin ge] produced when a suspension of the white 
cells in Tyrode solution is painted on the graft. This 
rendefs unnecessary the use of stitches to fix the graft, 
except in larger. grafts. E 

In our experience, the main disadvantages of Sano’s 
method are the rather troublesome laboratory procedure 
needed before operation, and the difficulty and‘upset to 
the patient, particularly when dealing with children, 
in withdrawing the necessary quantity of blood. This 
method having been tried with success, we decided that, 
no new principle being involved in the mechanism by which 
the clotting of fibrinogen is induced, equally good 
results should be obtained with freshly drawn citrated 
plasma. In addition, the hemostatic and adhesive effects 
could be obtained as satisfactorily by using thrombin solu- 
tion in place of Sano’s cell extract, thus obviating the dis- 
advantages of the original method. Sano (1943b) has 


$ 


_ the fixation of skin-grafts apparently with success. 
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also shown that autogendus plasma i is not necessary for 


successful results, but since the experiments were carried: 


out on guineapigs it did not follow that successful results 
would be obtained with the human subject when plasma, 
from other human sources was used. 

. On the other hand, relatively pure fractions of human 
plasma, including fibrinogen and thrombin, have been 


available to workers in thi field in the USA, following 


the fractionation of human plasma by Cohn and his 
co-workers (1944), and these fractions have been used i oe 

o 
far, stable fibrinogen and thrombin from this source are 
not generally available in this country, and we therefore 
prepared thrombin by a method described by Herbert 
(1940), later. also producing fibrinogen by a similar 
method. The fibrinogen, however, proved to be very 
unstable, even at the temperature of the refrigerator, and 
we reverted to the’ useof human group AB eraten plasma 
instead of the isolated fibrinogen fraction. i It may 


ultimately be oe oved that the stable isolated clotting 


fractions will place other fixatives. Freshly drawn 
whole plasma offers at least one advantage, which should 


not be overlooked, especially in an area not freshly. 


excised, or necessarily sterile—namely, the power to 
inhibit the growth of a great many micro-organisms. 
In our work, this property seemed to offer advantages, 
which we considered sufficiently important to offset the 
advantages which ‘might be gained by the use of fractions 
not possessing this SER EE : 

We have now carried out over sixty grafting operations 
using, as fixing agents, plasma and thrombin supplied 
by the Glasgow and West of Scotland Blood Transfusion 
Service, and have been encouraged by the success of the 
results to present this report: on the results of this method. 


PREPARATION OF THE PLASMA 


The plasma used is obtained from blood from a group 
AB donor. -Itis separated from blood after the necessary 


serological and grouping tests have been carried out, and 


not later than 48 ‘hours after withdrawal from the 
donor. The plasma is withdrawn aseptically into 


a sterile container of suitable dimensions (50 c.cm. ) 


without any treatment.. No tests for sterility are done, » 
for the storage conditions would prevent the develop- 


ment of any accidental contaminant, and in any case - 


the results could not be obtained in time to be of value. 
In some of our earlier work we added 1 in 1000 of 5- 
aminoacridine as a bacteriostatic agent, but this seemed 
to affect the viability of the grafts to some extent, and its 
use was Wiscontinued with an immediate i increase in the 


number of completely successful grafts, even in wounds 


in which the presence of staphylococci had been reported, 
Plasma belonging to group AB was chosen because it . 


was thought that the absence of the a and # agglutinins .. 
might be an adwantage. So many other blood factors 
are involved that there is probably little point in this, 


but so far we have not used plasma belonging to the other | 


ABO groups. It is specially important that processed 
plasma as normally supplied by the blood-transfusion 
services throughout the country nore not be used, 
for this has been treated toremove the clotting elements. 


' PREPARATION OF THROMBIN 


_ The thrombin used to initiate the clotting reaction was | 
. prepared and stored frozen in the refrigerator till 


required ; its activity is retained for some months under 
these_ conditions. 
method (loc. cit.), carbon dioxide is bubbled through 


fresh plasma, to reduce the pH to thé isoelectric point at. 


which | ‘prothrombin and fibrinogen ‘are precipitated 
together. The addition of calcium chloride to the mix- 
ture of prothrombin and fibrinogen obtained after 
centrifaging produces a fibrin clot from which the throm- 
bin can be recovered in calcium solution by decanting 
the solution from the clot. ‘The presence of the calcium 
ion is not a disadvantage, and it therefore need not be 
removed. 

~ The thrombin solution may be sterilised by: passing 
through a Jena ‘“‘ 5 on 3 ” type sintered glass filter, the 


filtrate being collected aseptically in small glass tubes, 
` which -are ‘closed ‘with sterile rubber stoppers, and, if: 


desired, sealed with sterile hard paraffin. The sintered 
glass WES filter: causes no loss through sig ae of 


l a 


and washed with ether. 


In preparing thrombin by Herbert’s - 


. i 
the thrombin, but the Doulton candle filter should not 
be used fór with this type it was found that considerable 
loss occurred. A Seitz type of filter may. be used if the 
first runnings are rejected, but in all cases the activity of 
the preparation should be checked.” 

Thrombin prepared in this way is very active, and 
clotting usually begins about 6 seconds after contact 
with a little fresh plasma on a glass slide. Clotting can 
be delayed by dilution with sterile saline, the clotting- 
time being proportional to the dilution. 


PREPARATION OF DONOR AND RECIPIENT AREAS | 


In the preparation of the donor and the recipient areas 
the skin is washed with a 1% solution of ‘ Cetavion,’ | 
which is washed off with saline. The skin is then dried 
When the granulations on the 
area to be grafted are exuberant they should be: cut 
down with a sharp razor, and should not be scraped with 
a spoon. The plasma is then applied with a sterile 
camel-hair brush. As previously stated, the bleéding, - 
which may be troublesome, is quickly controlled when 
the plasma is applied. The area to be grafted may also 
be dusted with sulphanilamide powder, since this does 
not interfere with the taking of the graft. 

4 


4 
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j CUTTING THE GRAFT 


‘In the cutting of these grafts the dermatome was used | 
throughout. The cement supplied commercially did 
not. prove successful in our. hands, and after various 
trials we finally adopted a solution of pure Para rubber | 
(5% in carbon tetrachloride). This was most effective 
if applied thinly and allowed to become almost - dry 
before cutting the graft. 

Our practice has been to paint the donor area with the 
rubber solution, and by the time the drum i is coated with 
rubber and ready for use the donor area is almost dry 
and ready for the cutting of the graft. The raw surface 
of the graft is. painted with the solution of thrombin 
before application, and it is then applied to the recipient 
area, which has been previously painted :with the 
plasma. When dealing with large grafts, it is advan- 
tageous to insert a few stitches to anchor the graft, and 

so prevent slipping when pressure is applied. When'a 
thin Thiersch graft is used with plasma and thrombin, 
the fixation is rapid and secure and no stitches | are 
necessary. 

After application of the graft, movement within a 
reasonable period does not lead to permanent loss of 
adhesion, for thrombin is theoretically capable of clotting 
a large excess of fibrinogen, and, if the originally formed 
fibrin gel is disturbed, a new-one is gradually formed by’ 
the exudate from the ‘patient’ s own tissues. 

During the past year 318 cases of burns were admitted 
to the wards of the Burns `unit, and the outstanding 
feature has been the elimination, to @ very large extent, 
of the hamolytic streptococcus, so frequent a source of 
` trouble in grafting operations. So far; no.case showing & 
ete piorooral. infection has been grafted. 


' DISCUSSION 


There is no doubt in our minds that the meod, 
described-is an advance in grafting technique, for the 
following reasons. 

Complete and continuous contact of the. skin and the 
underlying tissues is secured. Oozing of blood is con- 
trolled and the skin is fixed.in position by means of a 
medium favourable for tissue growth. The method is 
` quicker, since it largely obviates ‘the need for stitching 
the graft in position. It is not, necessary to obtain 
blood from the patient before grafting, for the materials 
are readily available from the local transfusion services 
in a form ready for use. 

A possible development in this method, using dried 
thrombin and plasma dissolved’ in sterile water as 
required, is being tried. The ability to store these sub- 
stances in a form ready for immediate use by simple 
solution would be a convenience, i in small 
= hospitals in more remote areas. 

' SUMMARY 

Over sixty burns have been successfully skin-grafted 
by a method in which human plasma. and: thrombin are 
used to fix the skin in position. ` 
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‘Tuberculosis of the Ear, Nose and Throat 


ancluding the Larynx, the Trachea, and 
Mervin C. MYERSON, MD, New York City. 
Pp. 291. 30s.) 


Tus book i is largely based ona personal and detailed 
study of over 2000 cases of tuberculosis of the upper 
respiratory tract seen among 18,450 cases of pulmonary 
. tuberculosis. Italso has agood bibliography and the views 
of other writers are given full value in the text. Many 


the Bronchi. 


of the black-and-white figures of pathological speci- 


mens give no real picture of the conditions, and perhaps 
‘deserve colour in a second edition. The’pathology is 


- well described ;. Dr. Myerson believes with others that 


localisation in the larynx is an allergic phenomenon 


following reactivation of a focus in the lung, a defence 


mechanism against bacilli invading the larynx from the 
blood-stream or possibly directly from infected sputum. 


He divides his laryngeal cases into two groups—active. 


and inactive. Generally speaking, active disease is 
managed by inactive treatment, and inactive disease 
by active treatment. Vocal rest is the most important 
measure, and next in’ effectiveness are the galvano- 
cautery, artificial light therapy, and injection or séction 
of the superior laryngeal nerve where pain is severe. 
Interesting chapters cover pregnancy complicated by 
tuberculous laryngitis, and the uses of bronchoscopy 


..in pulmonary tuberculosis. 
Supervoltage X-ray Therapy _ 


- RALPH PHILLIPS, MS LOND., FRCS, DMRE, medical officer 
i/e radiotherapy department, St. Bartholomew’s 
_ Hospital, London. (H. K. Lewis. Pp. 141. 16s.) 
Mr. 
G. S. Innes, describes the work carried out in the years 
1937-42 in the Mozelle Sassoon supervoltage X-ray 
therapy department at St. Bartholomew’s Hospital. 
The reasons for selecting the Metrovick constant- 
‘potential continuously-evacuated equipment for this 
important research are set out, and the installation is 
clearly. described and illustrated. The chapter on 
operating experience and resulting modifications 
records the difficulties encountered before the X-ray 
tube could. operate at a million volts. Field current 
in the X-ray tube gave much trouble until intermediate 


electrodes were provided and hemispherical stress | 


distributors fitted. A study was made by pinhole 
camera of the focal spot for various electrodes at various 
voltages. Protection had been studied and Mr. Phillips 
is able to record that the permitted tolerance dose for 
the exposed staff was never exceeded. The physical 
investigations have provided. reliable foundations for 
further research into supervoltage therapy. Mr. Phillips 
believes that in the supervoltage range the most suitable 
material. for half-value layers determination is unit 


density material, and for filters lead with lighter materials. 


such as copper and aluminium between the lead and the 
patient to absorb characteristic radiation. - Percentage 
depth doses were measured in phantoms of unit density 
wax or *‘ Presdwood,’ and isodose charts were constructed. 
It is claimed that at 1000 kV there is less scatter of the 


X-ray beam outside its geometrical limits than at 200 | 


kV—an advantage in therapy. While this is certainly 


true recent observations suggest that scatter outside 


MR. CLARK AND OTHERS (continued from previous page) : 
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the beam is less than. certain workers s supposed even. at. 
lower voltages. - 

The clinical section of ‘the book is relatively short. 
Patients: selected for treatment by supervoltage were 
mostly those with cancers in difficult sites—rectum 144, 
upper air and food_passages 109, bronchus 87, brain 56, 
breast 49, cesophagus 36, bladder 32, and some smaller - 
A comparison is made between the cases 
treated by ordinary, deep therapy before 1939 and those 


‘treated by supervoltage therapy. As would be expected 


the greatest advantage is obtained in the type of case 
where a deeply-placed tumour receives the higher þer- 


` centage depth dose of supervoltage from a number of skin 


portals. The results in cancer of the rectum are par- 
ticularly striking because of the known failure of deep 
X-ray therapy in these cases. Cancer of the œsophagus 
and of the bronchus remain highly. intractable, but new 
methods offer hope of improvement. 

This outstanding piece of research was carried out’ 
at a time when every difficulty was increased. The 
building ,in which the supervoltage installation was 
housed was several times: damaged by bombs., l 


Physiology of the Nervous System S 


‘(2nd ed.) Joun FARQUHAR FULTON, MA, MD, D PHIL, D SC. 
(Oxford University Press. Pp. 614. 38s. ) 


THE .old gibe about the inverse ratio between the- 
content and extent of a specialist’ s knowledge finds a . 
new application today: for now within a. specialty 
there are subspecialties with techniques so specialised 
that the general practitioner (so to speak) of the specialty 


, can hardly understand them. Thus neurophysiology — 


a subspecialty of neurology—embraces electro-encephalo- 
graphy and the electrical study of conduction in the 
nerve-fibre, and both must be interpreted to the neuro- 

logist. who has to apply these mysteries to his clinical 


work. The second edition of Fulton’s book is therefore k 


timely. Progress in this field has continued during the 
war and the new edition. covers recent work on the 
interaction of the various areas of the cortex, cerebellar ` 
localisation, -conduction and regeneration in the peri- 
pheral. nerves, and the functions of the cutanedus 
Professor Fulton presupposes a good deal of ` 
neurological knowledge in the reader. A poet is some- 
times described as a poet’s poet: this is a neurologist’s 


“neurophysiology. 
Old Age in the New World 


Emy D. Samson. (Pilot Press. Pp. 60. 4s. Gd.) 


As Miss Samson declares in the opening senten¢e of her 


book, there is a curious lack in this country of systematic _ 
knowledge about old age. This lack cannot be remedied 
in 60 generously illustrated pages, but Miss Samson goes a 
surprisingly long way towards indicating the salient 
problems old age presents to a kindly and Beveridge- 
minded community. The book opens with a concise 
statement of the aged of old people—economic security; 


‘suitable housing and home-helps, care in sickness; and 


opportunities for playing a part in the life of the com- 
munity. These needs are not peculiar to the old, but for 
no other large class of the’ population are they so seldom 
satisfied. A detailed, partly historical, review of the 
position in regard to old-age pensions and supplementary ` 
pensions; a brief consideration of how Sir William 
Beveridge proposed in his report to deal with. the pro- 
blem; and a summary account of old-age pension schemes ` 
in other countries, cover the topic of economic needs. In 
a section called Homes of Their Own the inadequacy of 
existing provision of houses, and the design and planning 
of dwellings to meet the varied requirements of the 
elderly, are carefully examined. -The section on Occupa- 
tions begins with a timely reminder that “ it is a AEA 
to think that old people are happy doing nothing ’’—a. 
mistake into which some of those who conduct infirmaries 
and homes for the aged manifestly fall. After sections © 


on social amenities and care in sickness and infirmity | 


comes a final statement, at once forward-looking and 


‘matter-of-fact, on the practical needs which-must be met 
_ ifthe elderly are to enjoy such happiness as we would wish ` 


for them—as much, in fact, as we shall wish for ourselves 
when we grow old. Throughout this book there is much 
to make the reader feel that the spirit of the enlightened 
reformers of the last century is again Wackive’y at work i ina 


- changed society. 


- 
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_ Cartels, -Hormones, and Sharp‘ Practice | j 

A CARTEL is a. combination of producing companies 
with common interests, who enter into an agreement 
to regulate competition and allocate markets, often 
interchanging their technical knowledge and patent 
rights, but retaining their independence apart from the 
agreed limitation. Such cartels were severely criticised 
in the House of Lords last month, when Lord Woot- 
TON, agreeing that some were harmful to the public 
interest, promised a.. Government. Bill .to check 
abuses. . Most of us look on these things as the con- 
cern. of the financial giants, and of no conceivable 
interest to medical men. Yet a glance at the minutes 


of a committee set up by the United States Senate 


under the Sherman Anti-Trust Laws will show that 
this is far froni the truth. A, whole volume,} : for 
instance, is taken up with their inquiry into the 
international hormone cartel, and no-one interested in 


keeping financial power politics away from thera- 


peutics would find it dull reading. 
l International cartels have been accused of fortifying, 


monopoly, parcelling out the globe into spheres of- 
influence, -keeping up prices, and unscrupulously . 


excluding competitors: These accusations are sup- 
ported by the well-documented evidence based on 
the investigations of the US Department of Justice. 
It is-the Gèrman influence in the, cartel system 
which first strikes the eye. Mr. WENDELL Brera, an 
assistant attorney-general, provides chapter and verse 
for the general remarks in the House of Lords debate 


on the Germans’ use of their patents system for dis- 


couraging manufacture and research in countries not 
normally inhabited by-the Herrenvolk. He shows. also 
how during this war German firms have been helped 
by -their .trade -associates to evade the British 
blockade ; how they have used “ paper corporations 
and dummy consignees”’ to counteract the black-list in 
Latin America ; how they have, among other devices, 
elaborated deceptive labels. and packages so as to 
preserve markets for Germany in the post-war years, 
and have managed to restrict the supply of synthetic 
products like desoxycortone which can contribute to 
the treatment of military casualties. i 4.43 

While they would not deny to German chemists 
legitimate credit and reward for their discoveries, the 
United States hold the Damoclean sword. of the anti- 
trust laws poised somewhat uncertainly over all com- 
mercial combinations which can be deemed ' mono- 
polistic. Our own law may be more tolerant: our 
patent laws, the LORD CHANCELLOR has lately said, 
' are better than those of America. Be that as it 
~ may Mr. Breren’s analysis exhibits dangers which the 
British legislature must. somehow avert. The hor- 
mone cartel.consisted of five large European companies 
—the “ world leader ’’ in Berlin, one firm at Mann- 
heim, one ih Basle, one in Holland, and one.in France. 

~Tha German infiltration process is gradual. The 
| 1. Hearings: before & subcommittee of the Committee on Military 


Affairs, United States Senate. Part X (Dec. 9,.1943): Mono- 
poly and Cartel Practices The Hormone Cartel. Washington 
1944, 0 oye 


Lo 
; l i 


T ` CARTELS AND: HORMONES 


ft 
\ 


German firm first sells itd exports overseas to all: who 
= will buy ; ‘then, as sales:develop, it makes a local firm - 
its sole agent ;. next it sends out-a German expert to -~ 
: take charge; then it constitutes its own. company | 

_ managed from Germany with Germans. or German 


sympathisers in all key positions ; finally it builds its 
own factories ìn the most important countries while 


` still maintaining a strong central control. In the 


United States before the war the German interests in 
the subsidiary companies were disguised under ‘a 


neutral. camouflage. As war approached the sub- 


sidiary- would take over personnel and facilities from 
the controlling firm in’ Berlin, supply the latter’s 


. markets, and create new subsidiaries to handle busi- 
ness in the British Empire, Latin America, and so on. 


So an ingenious organisation arose to keep German 


‘goodwill flourishing and German markets open until 


Germany was once more free to appear uncamouflaged 

before its customers. — < e 
An even more serious revelation which emerged in 

the Senate’s inquiry was the possible use of the cartel 


: system to erect a barrier between the patient and new 


medical discoveries.: To take one’ example, cestro- 
genic. hormone before the war was produced exclusively 
on the Continent from- concentrations of the urine of 
pregnant mares. The cestrone was separated, and then 
was hydrogenated to-convert it to estradiol. Hydro- 
genation was essential because it increased the potency 
about. five times, but the process was registered 


in all European and American countries. This gave 


the German members of the hormone cartel complete 
control over the production and. marketing of pre- 
parations containing cestradiol, since no-one could 
compete without the German patent.. All went 
pleasantly along until the synthetic cestrogen, stilb- 


œæstrol, was produced in 1934 by Prof. E. C. Dopps - 


and his colleagues of the Courtauld Institute at the 
Middlesex Hospital, the research being largely financed 
by the Medical Research Council. The synthesis was 


_ published without any question of patent rights and 
therefore anyone was free to make the drug, This . 


immediately jeopardised the . position of the cartel, 
and a minute among one of the constituent firms’ 


papers reveals their anxiety. Two firms wanted to 


have this compound “ just:to be able to knock it with 
physicians ’’—a phrase which the Departmentof Justice 
interpreted as meaning that they wanted stilbcestrol 


as their product so they would be free to tell doctors -_ 


that it was unsatisfactory, whereas, if it belonged to a 
competitor their crittcisms would naturally be dis- 
counted. It would have been a disaster if this topsy- 
turvy salesmanship had led to the disappearance of a 
drug of first-class and increasing importance. A few 


years later; in spite of:a favourable report by the | 


Therapeutic Trials Committee of the Medical Research 
Council, an American article? described the toxic 
manifestations of stilbcestrol. in such terms that it 


appeared suitable for nothing but. rat-poison. But ` 


fortunately stilbcestrol survived all attempts to 
“ knock it.” z 

: ‘Mr. BERGE’s summing-up was that, in this field of 
synthetic hormones, the cartel control had been detri- 
mental to United States interests.’ In Britain, accord. 
ing to the LORD. CHANCELLOR, seized German patents 
will not be allowed to revert to the defeated enemy 
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when the war ends—patentt, in fact, will be treated 


_ like other enemy property in the United Kingdom. 
‘Emergency. measures will thus, in the course of wind- 


i ing up the war, end the cartel by eliminating its 


German-created constituents. Will our laws allow 


a new hormone cartel to be built when the rubble of 


the old has been cleared away? Some degree of 


public direction and scrutiny seems essential, if such ` 


combines are to assist rather than pene the 
progress of medicine. 


Milk. Policy 


| THERE are two voices in milk policy—the producer's 


and the consumer’s. In the long run they ought to 
blend, but one cannot be sure that the self-interest of 
the producer, however enlightened, will fit exactly the 
The end in view is clean safe 
milk of high nutritional value, available to the public 
in sufficient quantity and at a reasonable enough 
price to tempt everyone to drink a pint a day. The 
present milk-supply in England is unsatisfactory in 


both quantity and quality. ‘Opening the stimulating | 


debate in the House of Lords on April. H, Lord 
BLEDISLOE put the- position bluntly : . In 
the matter of the general milk-supply, its quality, the 
individual milk consumption, the milk yield per cow, 
bovine disease, veterinary treatment, and the number 


and qualifications of our veterinarians, Great Britain 
compares unfavourably with most of the other ' 
` civilised countries of the world, including indeed some 


uncivilised. countries such as Germany.” During 
the debate it was generally admitted that the pre- 
valence of four bovine diseases—mastitis, contagious 
abortion, sterility, and Johne's disease—by reducing 
the annual preduction of milk by about 200 million 
gallons was responsible for an enormous amhual loss 
to dairy farmers and to the public health. In addi- 
tion, large numbers of cattle have to be slaughtered 
from time. to. time on account of . foot-and- mouti 
disease. 

During the war - the Ministry of Agriculture as 
taken active steps to augment the milk-supply. 
Milk was given the highest priority of any food pro- 
_ duced in this coufitry, and the cow had first call on 
available. animal feeding stuffs. Producers were 
assured of a market for all their milk up to the 
summer of 1948 at guaranteed minimum prices. The 


`- milk- recording scheme, suspended early in the war, 


was revived in 1944, and special attention has’ been 
paid, through artificial insemination and the licensing 
of bulls, to better breeding of the calves. The result 
of these measures is that the quantity of milk de- 
livered off the farms after six years of war is 12% 
_ greater than in 1939. With the object of improving 
quality the Ministry hopes to increase the number of 
TT herds by paying a special bonus of 4d. a gallon to 
producers of this grade. The National Milk Testing 
and Advisory Scheme was introduced in 1942 with the 
object of improving the methods of all who handle 
milk, in both production and distribution. Under 


this scheme the milk of 83% of all producers is. 


bacteriologically tested every fortnight throughout 
_ the year, the main war-time difficulty being to reach 
the remote producer-retailers. The difficulty, here 
as everywhere, has been shortage of staff. 

The loss of milk from cattle disease is a graver 


problem ; but the keys to its solution are clinical 
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examination and research. A voluntary scheme for 
the control of the four major diseases was introduced 
in 1942. Under this the veterinary surgeon under- 
takes, as part of a contract with the farmer, to 
examine the herd at least four times a year. The 


Ministry provides free laboratory diagnosis where 
necessary, free abortion vaccine, and’ sulphonamides = 


at a low price for’ the treatment of mastitis. _A 
second scheme—for the vaccination of calves against. 
contagious abortion—was introduced at the end of 
1944. The Ministry undertakes to provide for the 
vaccination of heifer calves at the‘low charge of ls. 
per calf. This scheme is not yet in full operation, 
but it is a good indication of the direction of post-war 
progress. The most serious hindrance to all ad- 
vances, however, is the lack of trained veterinary 
surgeons. Lord BLEDISLOE strongly supported the. 
recommendations of the Loveday report that 
veterinary study should be given full university status 
and that veterinary -research should be established in 
all training centres. His general recommendations 
deserve wide support:: (1) a proper survey of the 
incidence of cattle disease throughout the country ; 
(2) increasing the bonus given for milk from attested 
herds, and an intimation that, within a fixed period, 
milk from herds which are not'free from tuberculosis 
will not be accepted for human consumption; , (3) 
establishing a free State veterinary service; (4) 
marking cows eliminated from attested herds so that 
they cannot be sold into other herds and so spread 
disease without the purchaser knowing that the animals 
are affected ; (5) compulsory vaccination of calves 
against contagious abortion ; (6) a compulsory health 
service for cattle ; ; (7) establishing disease-free areas, 
gradually extending to cover the whole country ; and (8) 
a State abattoir service under veterinary supervision. 
These are admirable proposals, but from the medical 
standpoint they have two limitations which were 
noted later in the debate: by Lord Moran and the- 
Earl of ListowEt. \In the first place, they are long-_ 
term recommendations: wise and 
as they are, they do not meet immediate needs. 
Secondly, like many other suggestions madą by non- 
medical speakers i in the debate, they seem to assume 


_ that a clean milk produced from attested herds is by 


that token a safe milk. Itisnotso. Again, although 
it was frankly recognised that some 40% of our cattle 
are infected with tuberculosis, some speakers com- 
forted themselves with the cheerful reflection that 
only 0:5% or so passed tubercle bacilli into the milk. 

This complacency is unwarranted, for, as reportNo: 246 
from the Medical Research Council in 1942 showed; 

practically all bulked milk representing the produce 


of twenty.herds or more must be infected with living 


tubercle bacilli. In his recent book, The Pasteurisa- 
tion of Milk, Prof. G. S. WiILson points out that the. 


available figures suggest that “ Accredited milk is 


just as heavily infected with tubercle bacilli as un- 
graded milk ; and that Tuberculin Tested milk is just 
as heavily infected with Br. abortus as ungraded milk, 
One must reckon in addition with 
other sources of milk contamination from human 
beings, such as the direct infection ftom scarlet fever, 
septic sore throat, or diphtheria, as well as the dangers ~ 
from patients or carriers who are excreting typhoid, ' 
dysentery, or other disease-producing organisms which ` 
may be carried through imperfectly cleaned fingers. 
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interesting debate were to support the supply of milk 
that would satisfy the consumer—a clean safe milk 
of high nutritional -value—but the methods recom- 
mended were necessarily evolutionary ‘and slow. 
The needs of.the people are immediate. Suppose, by 
way of illustration, that a certain city finds that its 
water-supply is continuously polluted ; it is no answer 
for the local authority to say that it intends to 

construct a new reservoir—the public rightly demand 
that in’ the meantime the-water shall be made safe. 
The milk-supply stands in a similar predicament. On 
all sides it is admitted that milk is being contaminated 
to a greater or less degree. It is in fact unsafe and 
should be made safe without delay. Contaminated 
water can be made safe by chlorination ; contamin- 


ated milk can be made safe by pasteurisation, `h 
© reduced the-incidence of this disease but materially 


- Gas-Gangrene 
Ir is a common criticism of the clinician that his 
classifications of disease are arbitrary and. artificial, 


and bear little relation to the underlying pathology. 


To the pathologist gas-gangrene is a clostridial 
myositis—a specific infection of muscle by one or more 
of a group . of sporé-bearing anaerobes. But these 
organisms are so commonly found in wounds, and so 
many wounds involve muscle, that such a definition 
would. be too vague to be useful in diagnosis. More- 
over, a8 FRAZER and his colleagues point out at the 
front of this i issue, all degrees of involvement can be 
found, from a simple contamination of muscle tissue 
to a fulminating invasion, and the pathology of this 
transition is far from being. understood. To the 
pathologist, then; there will be a niass of cases border- 
ing on gas-gangrene, and the-dividing line will be 
difficult to draw. . To the clinician, on the other hand, 
such: difficulties scarcely exist.” Clinically all degrees 
of wound infection short of the massive involvement 
of muscle with clostridia produce a similar reaction, 
varying merely i in severity and extent, and iņ'assessing 
prognosis it is probably of little importance to know 
whether clostridia are present in such ‘a wound. 
. Once, however, a true anaerobic myositis develops 
the clinical picture changes entirely, and changes very 
abruptly. Since most, if not all, cases of gangrene. 
originate from simple wound infection with clostridia, 
it should be easy to detect the stage of transition ; 
but in practice this is rarely possible. It is like the 
start of an avalanche—for days one may watch the 
snow falling and fear that a catastrophe is imminent, 
‘but the chance of seeing those first few trickles of 
snow that immediately set the whole mountainside 
in motion is minute. To put it briefly, one never 
sees a patient . eunerie from 7 PED attack of 
gas-gangrene.’ ` 

In the present war the study of gas-gangrene has 
been intensive and fruitful. Much new information 
has been obtained about the clinical pictures, the 
bacteriology, and the pathology, and as ajresult both 
prophylaxis and treatment have greatly improved ; 
only diagnosis has lagged behind. It is true that 
various new diagnostic methods have been suggested 
—such as the test described by McCiean and his 
co-workers,! and the radiographic technique of Kemp? 
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355. 
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No doubt the aims of all who took part in this _—but these are more ‘Likely - to be useful in the 


elucidation of problems of pathology than as aids to 
early and accurate recognition. In the last war gas- 
gangrene was common, whereas in this the quicker 
evacuation of. the wounded, the excellence of the 
forward surgery, and the extensive use of antiserum: 
and (without doubt) of penicillin, have so reduced its 
incidence that few surgeons, apart from the small 
number. in advanced surgical units inthe field, have 
seen many cases. The growing ‘tendency of the 
experts to distinguish more closely between gas- 
gangrene and other anaerobic infections of wounds 
has probably muddled rather than assisted surgeons 
who have had little opportunity of seeing battle 
casualties. Thus the dangerous and unwarranted — 
belief has arisen that the introduction of more potent 
antisera and chemotherapeutic agents has not only - 


' modified its clinical picture, with ‘the: result that 
-almost any gassy or even smelly wound in a toxic 
patient is lightheartedly labelled gas-gangrene and 
treated accordingly. It cannot be too strongly | 
emphasised that the clinical picture of gas-gangrene - 
still conforms accurately with those vivid descriptions 
that have come to us from the surgeons of the last 
war.’ Indeed, where there is any reasonable doubt ` 
about the correctness of the diagnosis the condition 
is almost certainly not gas-gangrene. The criteria of 
diagnosis—the local pain and swelling, the rapidly 
increasing toxemia, the peculiar mental changes— 
are too well known to need further discussion ; but 
in the final resort the diagnosis must rest on the local 
reaction and the answer to the crucial question: Is 
dead muscle present, and is it certain that this muscle 
has not died from vascular damage or from direct 
trauma ? : In practice, of course, it matters little 
why a piece of tissue has died; if dead or mori- 
‘bund, it must be.extirpated. But for a true 
understanding of gas- gangrene the distinction must 
be made. . 
Karly in this war it was sata blished both by M. G. 
MACFARLANE? and by MACLENNAN 4 that antitoxin is 
of considerable value in the treatment of gas-gangrene 
—a point that had been in doubt since 1918. But 
the recent introduction of high-titre antisera apd 
powerful chemotherapeutic agents has accentuated 
still more the fundamental importance of adequate 
surgery. Skin and subcutaneous tissues showing 
reactive cedema and discoloration may safely be left 
behind at operation, but unless all the infected muscle 
is removed the patient will surely die: even very 
- large doses of circulating antitoxin will not save his 
life if excision is inadequate.5 As FRAZER and his 
colleagues in Birmingham suggest, this may well 
‘mean that the profuse toxemias seen in gas-gangrene 
are due less to the direct action of the bacterial toxins 
on vital centres than to the liberation of products of 
tissue breakdown. And not the least important | 
feature of their. work is the demonstration of the 
effect of lecithinase on lipoid tissue throughout the 
body, both in man and experimentally in animals. 
But, as ‘they point out, this does not indicate that. 
antitoxin is of little value ; only that-it must be given, 


early and in large amounts. \ 
3. Macfarlane, M. G: Brit, Med. J. 1943, ii, 636. 
1 MacLennan, J. D. Lanet, 1943, ii, 63, 94, 
. MacLennan, J. D. , Macfarlane, R. G. ‘Unpubliahed nioi to the 
War Office, 1944. 
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Annotations 


` SOLDIER TURNED CIVILIAN 


AN experienced professional student of war, Prof. 
Willard Waller, set out to show America the- size and 


‘complexity of the problems raised by the ex- soldier.? . 


After this war the problems raised by the returning war- 
rior, whether in victory or defeat, will be great in every 
country, and will call for careful and informed handling. 
Waller reminds us of the havoc wrought by disgruntled 
ı veterans throughout the world’s history : they are a 
weapon ready to the hand of any man or system, whether 
good or bad, which can use them. His book shows how 
the soldier is made, and how he becomes isolated and 
even alienated from the civilian world he leaves behind, 
so that on returning from war he finds himself at first 
unable to understand or speak the language of civilians. 
He has learned the profound satisfactions of comradeship 
in arms, and is loth to relinquish them. His training has 
_ taught him to be cruel, pitiless, and-competent in killing, 


' yet strangely merciful ‘and understanding to his enemy 


at one and the same time. By gaining the all-conquering 
courage which is virtue no. 1 of the soldier’s moral code, 
he has learned to live among horrors, and in the company 
One day the war ends and the soldier 
becomes a returning veteran, his military skills of a high 
order rendered useless and unimportant in a single 
moment. He comes back to a strange and alien home- 
land ; perhaps he is angry and bitter, a little coarsened 
and difficult to live with, having strange, almost inexplic- 
able swings of mood and sudden eruptions of temper : 

for in these ways the psychic strain of war shows itself in 
ex-soldiers during the difficult years when their swords 
must be beaten into ploughshares. The process of fitting 
them into family and industrial life will not be easy. We 
may say glibly that patience and understanding will be 
required ; but their practice is as difficult to imagine 


beforehand as is the practice of war by the untried 


recruit. Professor Waller would like to see a planned 


national programme, especially. for those veterans who 


may be disabled in body or in mind. He warns. against 
the pauperising effects of pensions, ‘and urges the need for 
a great national experiment in the resocialisation of. the 
soldier turned civilian. In sharp, simple, everyday 
language he outlinés the gize and urgeney of the problem, 
and gives clear and practical advice. 


PRIMARY ATYPICAL PNEUMONIA 
THERE can ‘be few Service physicians with charge of 
beds who are still unfamiliar with the clinical and|radio- 
Since its 
main features were described in these columns in Sep- 
tember, -1944,2? the American commission on acute res- 
piratory diseases has strengthened the case for a virus 
etiology by successfully - transmitting the disease to 
human volunteers.’ In this issue Turner describes a 
further 286 cases among British troops in Italy. These 
were mostly true to type, but he raises two interesting 
points : the difficulties of diagnosis in cases with a pleural 
effusion, and the negative results of cold-agglutinin 
tests. 
Pleural effusion was found in 11 of his cases; in 5 the 
effusion was large, and aspiration produced a ‘yellowish 


` clear sterile fluid with a few mononuclear cells in 4 of 


these and a blood-stained sterile fluid in-the other. It is 
clear that if these cases had been seen for the first time 
when the effusion was present it would have been strongly 
suspected to be tuberculous. The case-records show that 
X-ray evidence of pneumonia was obtained before, the 


! 
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effusion developed ; so the etiology was not in doubt. | 


But one wonders how mány men with pleural effusions 
‘1. Veteran Comes Bek Willard Waller. 
York. $2.75. - 


New 
Lancel, 1944, ii, 377. 
3° J. Amer. med. ABs. 1945, 127, 146. 


Dryden Press, Inc., 
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_and no such previous evidence have’ been labelled tuber- 


culous and discharged from the Services to clear up 
rapidly without any obvious residual lung lesion. The 


differentiation is evidently not simple, and Turner usefully 


reminds us of the possible alternatives. 


Some of the.recent knowledge about the diagnostic 


value of cold-agglutinations was summarised in our 
annotation of March 12 (p. 310). “The American com- 
mission * found that in atypical pheumonia the test was 
most decisively positive about the 18th day of the disease, 
but even then in only 31% of their cases was the titre 
sufficiently high to distinguish atypical pneumonia from 
other respiratory diseases. Humphrey ë also found the 
most certainly diagnostic titres between the 16th and 
23rd days of the illness. At this time, however, the 
patient has usually recovered clinically and X-ray films 
show resolution to be well advanced. McNeil’ has 
observed that not all outbreaks of atypical pneumonia 
produce cold-agglutinins. He used a correct technique 
and confirmed in all cases, as Stats and Wassermann and 
Stratton ? have recommended, that the agglutinins when 


present were reversible at over 30° C; in the autumn of 


1943 his results were similar to those of the commission, 
but in a second outbreak in the winter he could find no 
significant cold-agglytinins at all. The experience of 
Turner, Who has alsó reported positive cold-agglutinins 
in previous. cases, is thus confirmed. This variation in 
the findings still further limits the value of cold-agglu- 
tinins as a diagnostic test. The signs, symptoms, and 
X-ray findings in primary atypical pneumonia have now 
been so minutely described that it should be possible for a 


diagnosis to. be made with certainty on these grounds _ 


alone; of the laboratory tests, the relatively normal 
leucocyte count, contrasting with the polymorphonuclear 
leucocytosis of lobar pneumonia, is the most useful. . 


DEATH FROM CARBACHOL > 


A YEAR ago an RAF man died in an Oxford hospital 


from an overdose of ‘ Moryl’ (carbachol BR or carb- 
aminoylcholine), a drug sometimes injected . intra- 
muscularly or subcutaneously to overcome postoperative 


intestinal or bladder atony, or to improve ‘peripheral _ 


circulation, but also used in eye- -drops to lower intra- 
ocular pressure’ and applied by electrophoresis in 
rheumatic diseases. The official dose for injection is 
0:25 to 0-5'mg., and ampoules containing 0-25 mg. of the 
drug in 1 c.cm. of solvent are issued for this purpose. 
For external application moryl was issued as the pure 
substance, a white crystalline powder, and being hygro- 
scopic this was also put up in ampoules. At Oxford the 


doctor ordered the patient one ampoule of moryl, | 


meaning the solution with which he was familiar, but 
the sister who administered it injected an ampoule of 
the pure substance dissolved in water, which contained 


about 400 times the therapeutic dose, and the patient. 


died. It appeared that the. same instructions were 


enclosed .with the ampoules of powder as with those of , 


solution, the’ dose being stated to be }-1 ampoule and 
no warning being given that the powder was not intended 
for internal use. In the subsequent action for damages 8 
judgment was given against the manufacturers of the 
drug; the doctor, sister, and hospital authorities were 
exonerated. The manufacturers took immediate steps 
to recall all packages of powdered moryl which they could 
trace, and subsequently reissued it in airtight containers 
which no longer resembled the ampoules for injection 
and were accompanied -by directions that it was for 
external use only. By ill fortune there has now been a 
second death, this time at the Coventry and Warwick- 
shire Hospital. According to a report of the inquest 
the doctor again ordered an injection of one ampoule of 
4. Amer. J. med. Sci. 1944, 208, 742. 


5. Humphrey, A. A. Nav. ‘med. Bull., To” aas 43, 1117, 
a: McNeil, C. Amer. J. med. Sci. 1945, 2 
8. 
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moryl, and again an ampoule of the powdered drug was 
given with a fatal result. We understand that -the 
‘ ampoule used was one of a batch supplied for electrolysis 
in 1942—that is, before the packing and instructions 
were changed. 

Powdered moryl. ‘clearly has no business to be in a 


: ward drug cupboard, and hospital. authorities should 


send any that they find there to the dispensary, its proper 
place; the same applies to all potent drugs in powder 
form in quantities exceeding.a single dose. Moreover, 
any packages containing moryl powder In ampoules 
should be returned to the manufacturers for exchange. 
Another lesson must, however, be drawn from these two 
cases—that solid drugs i in solution should be prescribed 
by weight or in units, except where there is an official 
preparation of standard strength. 


FACTORS IN TUMOUR FORMATION 


Nor long ago when the Biochemical Society and the - 


Pathological Society met to discuss cestrogens and cancer, 
Prof. W. E.. Gye, FRS, spoke of the need to harmonise 


the apparent’ conflicting claimé of carcinogens and Viruses 


.in the causation of cancer. This view is reflected in the 
range of the work of the Imperial Cancer Research Fund 2 
of which he is director. 

. In experimental cancer research the present meeting- 
place of all competitors is the mammary gland of the 
mouse. In this animal the experimental material has 
been so standardised that in certain inbred strains all 
the mice are, so far as'‘man can tell, genetically uniform. 
In some strains almost every breeding. female develops 
mammary cancer: the reason for this is that the milk of 


the mothers contains a tumour-inditing factor (the milk: 


factor or tumour agent), which is. indistinguishable by 
present standards from virus. 
cancer strains exist, each with its own milk factor. 
Are these interchangeable $ L. Dmochowski provides 


experiments which show that even when derived from 


tumour tissue and injected into a foreign strain the milk 
factor is able in the strange mice to cause tumours. This 
is the case also when the foreign strain is a hybrid 
obtained: by mating any low-cancer-strain female with 
a high-cancer-strain male and thereby endowing the 
hybrid: progeny with hereditary susceptibility. 


Susceptibility is an essential condition for the appear- 


ance of the: tumour-producing activity of the milk factor. 
The seat and, nature of this susceptibility are, however, 
quite unknown. ` One condition for it might be identity 
of antigenic structure between milk factor and host, as 
in the case of cell transplantation ; but the success of 
transfer and passage through various strains and hybrids 
makes this condition improbable. Susceptibility must 
be sought elsewhere. It was been suggested that milk 
factor is effective only when supplied to young mice 
before the mammary glands are fully developed. It is 
true that young mice are more susceptible in the sense 
that a smaller dose of injected milk factor is effective in 
them ; but Dmochowski has found that older mice 
develop tumours though they require more of the agent. 
The tumour-producing activity of the milk factor thus 
depends on dosage, on chromosomal inheritance of 
susceptibility of unknown quality, and on the develop- 


. ment by cestrogen of the cellular basis of the tumour. 


All these conditions are products of Nature, but before 
we have found out how they combine together another 
competitor has come in: methylcholanthrene, acting at 
a distance from the mammary gland, is able to cause 

Mammary cancer even in ‘the absence of milk factor 2— 
a finding which has just been confirmed? Both 
hereditary susceptibility and oestrogen are still required. 
oe more. we know, the more complicated the cause of 
able fr Cancer Research Fund. 42nd Annual Report. Obtain- 
from the secretary of the fund at the Royal College of 

eons, „Lincoln; s Inn Fields, peonon; WC2. 


2. Path. Bact. 1943, 55, 
3. Butet J. J. Proc. Soc. exp. Biol. "Med. 1945, 58, 18. 
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Various inbred high- — 


cancér in its widest sense becomes. 


wonder is that any succeed in growing. Even syn- 
thetic agents as powerful as benzpyrene and methyl- 
cholanthrene can be thwarted, according, to observations 
made by H. G. Crabtree. 
lower sulphur metabolism in cells, tumour appearance 
is delayed and even prevented. The kind of encourage- 
ment by non-specific factors sometimes needed for 
tumour formation is such that it has led Rous and his 
collaborators in the United States to the idea that cells. 


may become cancerous without going on to multiply and — 


form tumours. The tumour-forming potentiality is 
sometimes revealed only by applying an additional 
stimulus. Further eviderice in favour of this view is 
provided by B. D. Pullinger. The encouraging quality 


of the non-specific stimulus appears to be its chronicity, . 


thus offering a basis for the classical observation that 
eancer is often preceded by chronic irritation. Never- 
theless according to this later idea the cell must already 
be cancerous. 

The very many factors that go ‘to make spontaneous 
tumours are probably simple in themselves. This we 


_ may conclude from all.that is known of mouse! mammary 


cancer and also from the success of E. Vasquez -Lopez in 
obtaining a neoplastic pituitary tumour in the rat. 
exactions lie in providing the right conditions in the 
right amount and order. Adenomatous. hyperplasias 


of the pituitary have long been known to arise in response ` 


to oestrogens provided in excess of normal. By causing’ 
a second -indirectly produced stimulus to act on the 
pituitary in addition to excess of cestrogen one of the. 
adenomatous hyperplasias became highly invasive.. 


‘The cause of sarcomatous transformation of the stroma 


of some mammary cancers is more elusive. R. J. 
Ludford and H. Barlow find that fibroblastic stimu- 


‘lation by lung tumours in tissue culture occurs mde: 


pendently of milk factor. . \ 


TH E UBIQU ITOUS TREPON EMATOSES. 


THE ubiquitous syphilis of the civilised world, caused 
by Treponema pallidum, is only too well known to the 
European doctor, but he is less familiar with tropical yaws 
due to. Tr. pertenue, South American pinta due’ to Tr. 
carateum, the Arabian disease called .bejel, ‘and the 
numerous syphiloids found in various parts of the world, 
differing widely in their clinical manifestations, but all 
caused by spirochetes which appear to be morphologically 
identical. Were these originally one single infection, 
which has gradually become modified by the habits of 
life and the environment of their host and by the climatic 

conditions -in which they now flourish? The war, by 
taking fresh minds to fresh places, may help to fill some 
of the gaps in our knowledge of these treponematoses, 
and there are plenty of outstanding questions to answer. 


Why, for example, is syphilis spread venereally, while . 


yaws and bejel are spread either by contact or by various 
insects feeding on the infected discharging sores? One 
explanation is that clothing has forced the parasite to 
adapt itself to the venereal spread in order to maintain 
its existence.’ Infection with one treponema probably 
affords some immunity against the others, and this is a 
point in favour of a common origin of these diseases. 
But the very extensive differences in the methods of 
infection, the clinical courses; the responses to treatment, 
and the end-results indicate remarkable modifications 
in the host, or more probably in the strains of organism. 
That such modifications can and do occur is evidenced by 
the effect of transferring a humid-valley-inhabiting native 
population suffering from yaws to upland localities of 
lower temperature and humidity. With the change in 
environment the yaws soon alters its manifestations. 
When the body is no longer continually sweating the 
florid lesions become less pronounced and flamboyant. 
There seems no reason why in many generations condi- 


N 


The appearance of 
a Spontaneous tumour is so highly conditioned that: the 


By using bromobenzene to _ 


The - 


- 
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tions of life and climate should not ultimately produce 


‘even the substantial differences met with in the -local 
treponematoses which keep coming to lght among 
backward and remotely situated peoples. Their investi- 
gation may tell us a good deal about the mutual adapta- 
7 tion between man and his parasites under varying 
conditions. 
describes his first meéting with- bejel on another page 
wonders whether all this group of diseases will respond, 


as ay poig has and yaws seems likely to ues to penicillin ? 


SHORTEN ING LEGS © 


- IN 1933 Phemister?! described a, method of compensating 
for unequal leg length by fusing the epiphysio -diaphyseal 
- junction at selected points in the sound longer leg while 

growth continued. The usual cause was infantile 
paralysis which had stunted one limb ; 
. operation was done at the main growing points of the 
` other leg—the epiphyses around the knee. Shortening 

has become fairly popular since then, and for other 
lesions such as fracture or disease. The two main 
methods have been epiphysiodesis, and deliberate re- 


section of the requisite amount of -bone from the sound 


femur or tibia after the end of the growth period. Both 
methods are probably preferable to lengthening the 


shorter side, because they are performed on healthy bone, 
and non-union, as far as shaft operations are concerned, © 


is therefore much less likely. However, the epiphyseal 
' procedure sometimes caused varus or valgus deformity 
from failure of fusion on one side of the junction, and the 
calculations of when ‘to do the operation for a particular 
discrepaney were intricate; by contrast, the shaft- 


shortening was exact, but it meant waiting until the 


penen: was 18-20 years old‘ 

' White and Stubbins? have described a simple technique 
of recording length discrepancy, and calculating age 
for operation and for the fusion itself, based on experience 
in 250 cases. . They prefer radiographjc records to 
clinical measurement. Teleradiograms are unneces- 
sary. The patient lies on a table with the feet pressed 
hard and flat on a platform, and the difference in the 
distance of. the femoral heads from a horizontal ‘line 
on a plam anteroposterior pelvic film gives the -dis- 
crepancy-in length. There is of course a standard error. 
If it be assumed—what is not strictly true—that the 
shortening occurs in the acute stage of the illness and 
- both limbs grow thereafter at the same rate, the problem 
. ig to retard the growth of the sound limb so that both 
become about equal when growth ceases at 16. The time 
available for this is known ; fusion of the lower femoral 


` . epiphysis retards growth by $ inch a year, and the upper 


tibial and fibular epiphyses supply a further t inch. In 
this way a fairly accurate estimate can be made of how 
much to do and how long before the age of 16 to do it 
—e.g., With 2 inches shortening at the age of 12, growth- -> 
arrest above and below the knee will produce approxi- 
mate equality at 16. 

At operation a square chisel is used to remove a block 
34-1 inch deep centred at the epiphyseal plate, on the 
lateral and medial sides of the large bones, and the lateral 
side of the fibula. The blocks are removed, the adjacent 
parts of the junction being | curetted, and are then re- 
inserted after rotation through 90°. They now act as a 
double bone-graft across the junction, the two halves 


of each graft separated by the piece of epiphyséal carti- — 


lage removed with them. The operation is essentially 
similar to Milgram’s rotation arthrodesis of the knee,’ 
where a large cylindrical block is removed from the bone 
ends at the level of the joint line and reinserted after 
right-angle rotation, enue oon as a double ae 
across the joint. 


/ 1. Phemister, D. J. Bone Jt Surg. 1933, 15, 1. ' 
2.. White, J. W., Stubbins, S. G. J. Amer. med. .4A33. 1944, 126, 1146. 
3 Milgram, J. E.. Surg. Gynec. Obstet. 1931, 53, 335. 
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And our peripatetic correspondent who 


and the fusion- 


ROOSEVELT , [APRIL 21, 1945 — 


‘The operation.is ingenious, and it must be fascinating 
to watch these long legs getting relatively shorter through: 
the years.. They should not be allowed to get too short, a 
but under-correction is the usual error. 
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FRANKLIN D. ROOSEVELT 


THE successes and failures of Mr. Roosevelt as- 
President of the Ubited States cannot be assessed by 
contemporaries, especially from a distance of several 
thousand. miles. No historian, however, can alter the 
fact that he carried the hopes of millions in this country 
as well as his own. His death at 63 comes therefore as 
a blow; but it eaves us profoundly thankful that he 
died no sooner, and that he overcame his physical 
‘disabilities sufficiently to lead his nation. In 1921, 
when he was 39, he contracted poliomyelitis, and:despite 
great benefit from treatment at Warm: Springs in 
_Georgia he never regained the full use of his legs... His. 
attitude towards this handicap will long be an inspiration 
to disabled people in all walks of life, and his illness has 
also led directly to increase in knowledge of the disease ~ 
by which he was attacked. He founded the National 
Foundation for Infantile Paralysis and for the last 
twelve years he had celebrated his birthday by launching , 
an appeal for its funds. ‚The. proceeds of. the first 
birthday drive in 1934 were given to the foundation at 
Warm Springs. Other institutions benefited each year 
and later money was also set aside for research, emergency 
aid in epidemics, and the aftercare of victims. As 
an American of his day and generation he appreciated 
the value of scientific work. Last year, in a letter to 
the ‘director of the Office of Scientific Research and 
Development, he wrote : ‘ New frontiers of the mind are 
before us. If they are pioneered with the same vision, 
boldness, and drive with which we have waged this war, 
we can create a fuller and more fruitful employment and 
a fuller and more fruitful life.” These were always his. 
aims. | a: 
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THE two new MPs who won their seats at the Scottish 
by-elections last week are both medical men. Sir JOHN 
ORR, FRS, who will represent the Scottish Universities as 
an Independent, is a doctor of medicine and science of- 
the University of Glasgow, and won the DSO and MC in. 
the last war. Director of the Rowett Research Institute 
and’ the Imperial Bureau of Animal Nutrition, and 
temporarily professor of agriculture at Aberdeen, Orr 
has made the study of human dietetics his life-work, 
and was a British delegate to the Hot Springs conference: 
His thesis that the poorer half of our population was 
inadequately fed and that poverty and disease were 
linked by malnutrition was politically more novel in 
pre-war days when he produced his Food, Health and 
Income ; but his knowledge will still be invaluable at 
Westminster. Dr. ROBERT MCINTYRE, who becomes 
MP for Motherwell, graduated ` at Edinburgh in 1938. 
He is the first Scottish Nationalist elected to Parliament, 


Surgeon Captain MACDONALD CRITCHLEY, RNVR, will 
deliver the Croonian lectures at the Royal College of 
Physicians of London. on Tuesday and Thursday, 
May 8 and 10, at 4.30 pm. He is to speak on problemy 
of naval warfare under climatic extremes. 


RUSSIAN MEDICAL MESON: —A medical mission, consisting 
of two orthopædic surgeons and three engineers, has arrived 
in this country to study limb prosthesis and particularly 
the production of artificial limbs. The orthopedic surgeons 
are Prof. M. N. Polonski and Prof. G. F. Kalmykov, who 
are connected with the veterans and social security adminis- 
trations ‘in Moscow and Leningrad. ‘They have been to 
Canada and America, and are anxious to exchange ideas 
and experiences. They are making a tour of various British 
_ hospitals and taking particular interest: in. our methods for 

reabling wounded men. 
= 3 
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continue their specialist training. 
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Special Articles 


POSTGRADUATE TRAINING AFTER 
| -` RELEASE, FROM. SERVICES _ 
THe Ministry of Health and the Department of 


Health for Scotland have sent to the uhiversities the 
following memorandum on postgraduate training for 


: 


medical officers after demobilisation. . 


Need for further training or refresher courses.—The 
Government recognise that many medical officers who 
joined the Armed Forces during the war were unable to 
complete the postgraduate training usually received 
before entry into civilian practice, and that others have 


had their normal! professional experience interrupted or ` 


curtailgd in certain important respects over a period of 
years. It is clearly most important that every possible 
opportunity should ‘be given to medical officers when 
they are released from the Forces to continue their 
training, or to bring up to date their professional know- 
ledge, in those branches of medicine required in civilian 
practice, and accordingly, after consultation between the 

inistry of Health, the Department of Health for 
Scotland, the universities,and other interested bodies, 
arrangements are being made—of which it is hoped the 
officers on release will avail themselves to the greatest 


possible extent—for the provision of further training or . 


refresher facilities. | 
Classes of officers concerned.—The following are the 
classes of officers concerned— p o , 
1.—Those who joined the Forces within a year or so of obtain- 
ing a medical qualification, including those who joined 
the Forces after obtaining a diploma and would normally 
‘ have proeeeded to take a university medical degree, but 
were prevented by their recruitment from doing.so. > . 
ose who had become established in general practice 
before they joined the Forces. 


u1.—Those who were training for a specialist career when they 


joinéd the Forces or are accepted as suitable for such 


training on release. ~ Á s 
-~ The scheme in outline.—Class 1 will be offered resident 
salaried posts for up to six months at teaching hospitals 
or other hospitals approved by the universities, where 
they will have access to suitable clinical material and 
work under the guidance of senior members of the 
visiting staffs. Alternative arrangements may be 
adopted -by certain universities in Scotland. For 
class 11 refresher courses will be arranged at hospitals 
approved by the universities. For class III there will 
be posts of the “ registrar ’’ type in teaching and other 
hospitals approved by the universities where they can 


Procedure.—A medical officer in any of the above 


classes should, on his release, apply personally .or in ` 


writing to his university or medical school, or to the 
university nearest to where he is living, or to a central 
office to: be set up by the University of London, which 
will act not only for all the London medical schools but 
also as a clearing-house for England and Wales. There 
will also be an associated Scottish clearing-house, set up 
c/o the Dean of the Faculty of Medicine, The University, 
Edinburgh. At each university a committee for post- 
graduate medical education is being formed, with a 
dean or director, to assist officers on release from the 
Forces, and their addresses and that of the central 
offices in London and Edinburgh will: be published in 
the medical press or can be obtained from the Ministry 
of Health, Whitehall, London, SW1, or Department of 
Health for Scotland, St.. Andrews House, Edinburgh. 


The class I applicant will then be considered for a suitable 
hospital post, and, if there is no post vacant at a suitable 


- hospital within the normal establishment, the creation of a 


post additional to the establishment will be considered. 
Those who qualified on a diploma and now wish to proceed 


. to a university medical degree will be placed as far as possible 


at teaching hospitals. "i 

For class 11'a refresher ‘course will be arranged by the 
university at a suitable hospital where sufficient clinical 
material and suitable staff are available for the purposes of 
instruction and.demonstration. These courses may be either 
concentrated into a period of two’ weeks, or spread over a 
period of about three months on (say) 2 afternoons a week. 


’ 


! 


‘failed owing to a speech 


counties, 


direct speech therapy for the aphasic. 


B. They would be available at any time within a year of the 


practitioner’s release. l 


. The requirements of class 111 will be met partly within 


existing vacancies, and partly by the creation of new posts 
which will be set up in aecordance with the recommendations 
of the Goodenough Committee. . a wes 


Finance.—The posts available to class 1 will mainly be 
junior B1 posts at the rate of £350 per annum, plus board 
and lodging or £100 in lieu. In the case of those with 
family commitments, assistance under the Further 
Education and Training Scheme may also be available. 
An officer not holding a salaried hospital post—e.g., 
an officer studying for a qualification such as the DPH— 
would usually be. eligible for such assistance. The 
refresher courses for class 11 would be free of cost, and 


travelling and subsistence: expenses, together with the ` 


expense of paying a locum tenens where necessary, would 
be repayable up to a specified. maximum. The posts 
available for class It would usually be senior B1 posts 
at the rate of £550\a year plus board and lodging or 
£100 in lieu. E s d Pa vi A 

Further details will be available on inquiry in due course. 


COLLEGE OF SPEECH THERAPISTS 


l \ , 7 
THE cpllege held its first conference in London from 
April 4 to 7. Sir FARQUHAR BUZZARD, FRCP, who pre- 
sided over the inaugural session, remarked that over 
many years he had become more and more aware of the 
value of speech therapists to the doctor. He believes 
that the comprehensive national health service now 
proposed will not be. able to function completely owing 
to shortage of doctors, and that for a long time to come 
difficulties must be met by making greater use of medical 


auxiliaries, including speech therapists. The history of | 


speech therapy from ancient times was traced by Miss 
JOAN VAN , and more recent progress by Miss 


EILEEN MACLEOD, chairman of council of the college. | 


Speech therapists, Miss MacLeod noted, have now got 
their organisation ; the profession“ has gained its status 
in relation to the medical profession, and the standard 
of training given by the college has been accepted as the 
only portal of entry.’ , — l 
Mr. ZACHARY COPE, FRCS, president of the Board of 
Registration of Medical Auxiliaries, remarked that 
none of the universities have .a professor or lecturer in 
speech therapy. -Local education authorities, he felt, 
should regard speech as béing. at least as important as 
grammar. Nine out of ten doctors, if asked where they 
should send a patient with defective speech, would be 
unable, he said, to,give an answer; as an examiner in 
surgery he has known many candidates who might have 
: efect had it not been for a 
particular effort at understanding on the part of the 
examiner. He thinks there should be a speech therapist 
at all major hospitals,.and mentioned that outside 
London there are only 25 hospitals with a speech thera- 
pist attached to them. At present the new college has 
only 200-300 members, but he believes twice or three 
times as many as that are needed in the country. Many 
including Cornwall, Dorset, Cumberland, 
a aaa and Shropshire, have no speech therapists 
at all. E ae a i o 
Prof. SAMSON WRIGHT, FRCP, said that knowledge of 
the physiology of speech'and voice has not advanced 
far enough to be of great use in practice.’ But speech 
is only a special, though important, example of a complex 
series of voluntary movements, and. he believes that 


speech therapists will serve the needs of their patients ' 


best if they do not worry too. much about theory and 
mechanism, but concentrate on helping people to speak 
well. Mr. V. E. NEGUS, FRCS, who presided at this 
session, agreed with him that it is unwise to attempt to 
simplify the problem. . ae oe: 


Miss KINGDON WARD, principal of the London Hos- 


pitals School ‘of Speech Therapy, spoke on the treatment 
of ‘aphasia and dysarthria. 


in treating aphasia, it must be placed equally firmly on 
the psychological aspect. But this does not rule out 
attention to the psychological aspect of dysarthria, nor 
In treating motor 
aphasia it is important to avoid any urging, hurrying, or 
insistence, the use of negatives, and obvious expectancy. 


In treating dysarthria, she | 
_ said, emphasis must be placed on direct speech therapy ; 


\ 


\ 


! 


E Speaking on difficulties of speech -įn. school-children, 


` 


508 g THE LANCET] ` 


Dr. Mary SHERIDAN said that the association between 
the child’s ability to acquire speech and his mental 
capacity had so long been recognised that to a large 
extent we judged his intelligence by his accuracy, of 
articulation and fluency of language. . The child whose 
linguistic development is delayed for any reason is.at a 


` severe disadvantage, and by examples drawn from her 


own studies she showed that this delay is not always 
due to mental backwardness.. | í l 


\ 


RESTORATION OF HEALTH’ SERVICES IN 


LIBERATED RUSSIA 


' HEARING only brief reports from liberated Soviet 
territory, it has been hard for us to imagine the chaos and 
pestilence left in the wake of the Germans. Nevertheless 
these reports reveal an extraordinary concerted effort 
by the Russian people to restore services of which they 
were justly proud. | ne Bi 

The Nazis seem to have. deliberately wrecked public 
utilities of all kinds.. Clinics and hospitals were burned 
or plundered of all furniture and fittings, and ambulances 
were enh Water-supplies were polluted by 


. dumping of sewage into town reservoirs, of ' corpses 


into wells; water sources were minédd. In all’regions 


infectious diseases had increased during the océupation. 


With lack of soap and baths, almost complete absence 
of medical aid, with destitution and starvation, it is not 


~- surprising that typhus became epidemic, and in fact it 


medical staff, and they had not enough time. 


+ 


became a grave threat to the Red Army as it advanced. 
In one liberated camp, of 35,000 women, children, and 
old men, 2000 were found to have typhus. 
“CONTROL OF INFECTIONS | 
To deal with these conditions there was not enough 
In two 
reports we find complaints that authorities failed to 
realise that in the first days of liberation anti-epidemic 


“measures must take precedance over everything else. 


The front-line emergency work was done by: anti- 
epidemic squads—special detachments with disinfection 
equipment. The Ist Byelorussian front, for instance, 
had 68 such detachments, with 107 doctors and 335 other 
medical workers. During. the advance the district 
organisation of sanitary work was replaced by an 
echelon system. aS i 

“ The lst echelon is the sanitary section of the battalion. 
On the basis of information received from this section, the 
epidemiologist and his staff who form the 2nd echelon try to 
localise and liquidate the sources of infection. A 3rd section 
have mobile laboratories, showers and disinfection units 
capable of a rapid turnover of work. Finally the sanitary 


detachment of the army and the base laboratory (which form 


the 4th echelon) send to the sites of infection military sanitary 
units which collaborate with civilians in the restoration of 
health organisations, and together they organise admissions to 
hospital. The organisation of work depends on the speed of 
advance. When the army is driving forward at high speed, 
the lst and 2nd echelons have not time to carry out extensive 


inspection and the larger part of the work falls on the 3rd 


and 4th echelons.” s: TO 
Units seek out -cases of venereal as well as other 
is later continued by the civilian sérvice. 
A series of recommendations made in one report to 
civilian authorities runs as follows : | 
(1) All medical men in the district should be mobilised. 
Transfer from neighbouring districts if necessary. 


diseases, and immediately provide for treatment, which. 


(2) Prompt attention to repair of baths; wash-houses, food 


centres. Call for volunteers. : 

(3). Visit all houses and flats after expulsion of the enemy, 

| to find' persons in need of immediate hdlp. Discover 
sick, and chief sources of infection, and pregnant women 
and newborn babes. Total search’is essential however 
difficult. Initiative must come from the doctors, . 

(4) After these preliminary tasks, establish reception centres, 
clinics, hospitals. | 


(5) Prophylactic injection of. all people “returning from 


| hiding. | : 
(6) Restore laboratories (contamination of water- and food- 
_ supplies). ` 


(7) Keep population fully informed of danger of infection, by 
, radio, press, talks, and total visitation of houses and flats. 


— 
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l‘open and grave cases of tuberculosis 
to tuberculosis institutions. | S E 
(9) Members of the medical profession must have a part in 
the replanning of ruined cities. = = = 
May we pray that here too doctors will have a voice in 
the replanning ! een SEE = 
Without wholesale mobilisation of all resources, rapid 
restoration of services in the liberated areas would have 
been impossible. We read that 12,500 medical workers 
have been sent to these areas, and that 1000 newly . 
qualified doctors were sent to the Ukraine and Byelo- 
russia alone. Medical research institutes and ,post- 
graduate schools, especially in Moscow,. sent groups of 
specialists. A group of doctors from the Centra] Malarial 


(8) Evacuation of all’ 


Institute took over the organisation of the anti-malaria 


work, a group of Moscow pediatricians are at work 
there, and another group organised by the Obukh Central 
Institute went to the Don Basin to help in anti-epidemic 
and hygienic measures. __ B — D 

A report from the Ukraine gives a picture of the stages 
of restoration of medical services. The first hospitals in 
liberated Ukraine ‘‘ were organised by gathering beds, 
equipment, and clothing from among the people. - In a 
very short time, however, we were able to adopt measures 
for real restoration work. The whole of the Soviet 
Union rendered us assistance.” By August I, 1944, the 
number of hospital beds had reached 48% of the pre-war 

N ; - 

Restoration of tuberculosis services is well under 
way: 164 tuberculosis dispensaries have been opened 
in the Ukraine, and steps have been taken to accom- 
modate in hospitals and sanatoria, more than 10,000 
patients. a : 

One report states. ‘‘ At Debazhevo medical workers | 
themselves repaired and adjusted the apartments of a 
hospital, clinic, and two medical stations}? Elsewhere 
a member of a medical mission to Russia has told how | 
one morning he came upon theatre sisters ‘helping 
builders in the hospital grounds, and in the afternoan saw: 
the same sisters assisting at operations in the theatre. 

A message from Moscow correspondent of the Times 
(March 19) tells of the alarming conditions found in 
Poland. Dysentery, typhoid, diphtheria, and especi- 
ally typhus, are widespread. ‘‘ The epidemics originated 
in the ghettos, where the Germans crowded the sick and 
healthy together in appalling conditions . . .. Warsaw, 


a chaos of ruins above a labyrinth of underground pass- > 


ages choked with unburied dead and rotting food pro- 
ducts, is an idéal breeding place for vermin, and vermin 
may easily carry disease to the ring of overcrowded 
villages around Warsaw and to Praga, with its 300,000 
inhabitants living on unfiltered water from shallow wells 
in a town without a sewage system.” In view of the 
destruction of Polish medical services, the Soviet 
authorities are tackling the problems of localising infecti- 
ous diseases and providing medical supplies. , The former 
Polish director of the State Institute of Tropical Diseases 
in Gdynia has been given wide powers to organise anti- 
epidemic work. 7 7 ; | | 

: AN EARLY FUTURE 


In the two decades before this war the public health 
services of the Soviet Union had developed remarkably ; 
indeed they led the way ‘in some of their schemes of 
health education, and reablement, and child-welfare 
services. They were the object of intense civic and 
national pride. While their‘destruction must have been 
heartrending to those who had helped to build them, 
there can be no doubt of their rapid restoration and the 
attainment of a higher level than before in the plans of 
the Soviet Union, not for a remote post-war world, but 
for a very near and practical morrow. | 
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_ British EMPIRE Leprosy RELIEF Assocration.—Colonel 
Oliver Stanley, Secretary of State for the Colonies, will be 
the chief speaker at a meeting to be held at the Mansion 
House, London, on Thursday, April 26, at 3 pm, to mark 
the 21st anniversary of the foundation pf the Association. 
The Lord Mayor will preside, and the meeting will inaugu- 
rate a campaign,to raise a sum of £210,000—or £10,000 
for every year of the Association’s existence—in an intensified 
effort to eliminate leprosy from the Empire, which contains 
some two million sufferers. | 
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___ In England Now 


A Running Commentary by Peripatetic Correspondents 

IN the villages round Bagdad they will say of a child 
—“ No, he’s not had it yet,” as in England:we might 
speak of the measles. As you arrive and they know 
you want to see bejel the children crowd up with mothers 
n fathers and. soon you are surrounded by an eager 

ong. 
diffuse scattered: rashes with some glands and little 
constitutional upset ; no primary has ever satisfactorily 
been seen. About the same time there are profuse 
mucous patehes on tongue, lips, tonsils, and sometimes 
severe mucocutaneous sores around the mouth. Spiro- 
chetes, indistinguishable from T. pallidum of syphilis, 
teem in these sores. Later lesions of the skin are large 
crusting rupia-like areas, often symmetrical, which leave 
bad scars, or diffuse scaly patches which clear and leave 
a healthy skin behind. Gummatous lesions in the mouth 
cause gross destruction with perforation of the palate, 
and the uvula or the nasal septum and nasal bones may 
be completely eaten away. Bony changes are common 


and cause thickening of the tibiæ, or ends of bones, but - 


neural and aortic lesions do not seem to occur. 
After seeing yaws in its abundance in Sierra Leone in 
the early part of the war, and syphilis in its profusion 


in rather more civilised parts of the world, the localised __ 


disease bejel is a fascinating problem. Limited in 
distribution, arising in infancy (I saw babies under a 
year old with florid mucous patches), with a spirochete. 
apparently identical with that of syphilis, the relation 
to syphilis and yaws is intensely interesting. It is 
possible that like the medieval syphilis with its extensive 
skin and mucous lesions this-is an ‘‘‘ early ”? form-of the 
same disease. Like yaws it is contracted in infancy and 
like yaws responds well to arsenic or bismuth. Unlike 
yaws I saw no plantar keratoses and fissures on the 
feet, and few of the impetiginous eruptions frequent in 
that disease. ae i 
What a scope for penicillin and what a field for further 
work! It would be nice to be the first in the field to 
treat bejel with penicillin. | , _ 
. = * ex å o eR 
When Able Seaman Abel was disabled 
- |The Admiral was able to invoke . ' \ 
The Reablement Department, so he cabled 
For an Abler—an able sort of bloke. 
“I will not have a Rehabilitator 
_ ` On any ship of mine,” he said. ‘In fact 
I ducked one once, when crossing the Equator, 
And have no reason to regret the act. 


“ Had Abel suffered dishabilitation | 
' (A thing no Able Seaman would have done), 
I’d have ordered every rating to his ‘station 
And blown him, though dishabiled, from a gun. 
“ But Abel is an Englishman, and stabler 
-Than to countenance so orotund a term.- 
When disabled, he’s reabled by an Abler— 


Vu, 


As, when able, AB Abel will confirm.” y 


t 


* * mm: 


These appalling antenatal clinics—what a menace they 


must -be—no sense of responsibility—never know what 
happens to their patients—and the doctors who run them 
have not seen a baby born since they were students, for 
their only postgraduate training isa DPH. How extra- 
ordinary it is that some LCC hospitals allow a large pro- 
portion of their antenatal work to be done at the clinics 


provided by the boroughs—sce report of the London 


Maternity Services (Veluntary Organisations) Joint 
Committee. Surely. this is risking their' good name. 
Yet the mortality-rate in LCC maternity units for booked 
patients, excluding abortions, seems quite creditable 
to all concerned : 0-87 per 1000 in 1938 for all obstetric 
causes (as quoted in the report on A National Maternity 
Service by the Royal College of Obstetricians ‘and 
Gynecologists). Can it be that the municipal clinics 


, are not as: bad as they are painted ? From the critics’ 


strictures one would expect that they are contributing 
more than their share of the stillbirth and’ maternal 
deaths, and that the hospitals get their serious obstetric 
emergencies from them; but is there any eviddnce that 
this is the case ?. we 


hy 


I 
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e early stages are like the roseola of syphilis : 


things ? ” I asked. 


“yt 
[APRIL 21,-1945 509 

The two reports I have mentioned are planning for 
the future, and, to plan wisely it seems essential -to be 
sure of the present facts. _ 

p H MEORE Te m E 
“The most spectacular feature is the “ Rotolactor,’ | 
invented by H. W. Jeffers, which is a giant rotary milking 
unit 60 feet in diameter, holding fifty cows and moving at 
. the rate of 15 feet a minute. On this 240 cows are 

‘washed dried, disinfected and milked every. hour—a com- 
. plete herd of 1680 cows in 7, hours. The Rotolactor is 

housed in a lactorium in which temperature and humidity 

are controlled. ~ All workers are under medical super- 
vision. Not only the milking but the feeding of the 
cows is scientifically studied and controlled in order to 
< maintain the cows in health and enable them to produce 

a milk of high vitamin content.”—Food, Manufacture, 

Dec. 1, 1944. a | 
Far from being a prophetic dream of H. G. Wells this 
monstrosity is already in operation in the USA and held - 
up as an example for us to ‘admire. . But, taking the 
long view, how about the effect on bovine psychology ? 
There should be a good’ opening for the enterprising 
student who studies for a qualification as Bovine 
Psychiatrist to deal with maladjustments in cows who ° 
remember sweet pastures and languorous days... 

a] x x * - 

“ The old idea of Air Reconditioning,” said Polycarp 
in his usual emphatic way, ‘‘ was complete and utter 
tripe. ‘You know the sort of thing—nice, clean, warm, 
sterile air as from top of Mont Blanc.”. I had dropped 
into his laboratory at this time not entirely by chance, 
for I knew he'was addicted to the awful habit of 
“ elevenses,’’ and even as he spoke a commendable lab. 


.boy entered, carrying an old crusty bottle of Vinum 


Futurum—aAh, and that vintage year 1950 too!—and 
two tactful glasses., a - 

‘‘ Now this little gadget here,” he continued later, 
smacking his lips and showing me a little pocket affair, 
“ which I hope' will be fitted into every bus, cinema, 
schoolroom, and doss-house in the country, not only 
filters the air of its impurities but returns all the bacteria 
and viruses back into circulation—dead as mutton. A 
sort of continuous aerial vaccine.” ‘‘ But do you think 
the mucous membrane can deal with them to our 
advantage ? ” I asked, feeling I must earn my nip. 
“ Lord, yes. They. knew that even in the twenties.” 
He picked up an old book, Bray on Allergy, and showed 
me two references: pollen absorbed rapidly by non- 
gensitives, slowly or not at all by sensitives ; also pollen 
lysed_by the blood of non-sensitives. ‘‘ Of course, those 
old chaps had the wrong angle. They tried to raise a 


- race of Pirquet-negatives and succeeded in making 


TB flamingly epidemic instead of potteringly endemic. 
They used to come the heavy with the sulphas ; and the 
poor patient never got any immunity. Nowadays we 
use the sulphas like a fly-rod—for playing.”’ , 

Polycarp filled: his glass again and went on. “‘ The . 
great thing nowadays is to have a little patch of Peni- 
cillium—one of the new varieties, grandiflorum or 
fragrans for choice—growing on one’s own person. 


Then one can be as naughty and unhygienic as one 


likes.” ‘‘ But doesn’t it rub off with the clothes and 
‘““Not if you put it in an out-of- 
the-way spot. ,I’ve got a patch behind my left ear and 
another in the arm-pit, That wily old bird, Professor 
Winkle, the Government Pathologist, who las to handle 
all sorts of muck, he’s planted a whole lot of varieties in 
his umbilicus.’ ,‘‘ Like a ‘rock garden,” I remarked 
rather fatuously. l 3 
Polycarp ignored my simile, finished his glass, and 
summed up. ‘ The extraordinary thing is that those old 
boys in the forties didn’t realise that in a predominantly 
bacterial and virose world—bar the glacial regions—our 
only possible policy is symbiosis.” - : 


-~—— ee amŘaaamaamaamaaIManis 


SELECTIVE WEED-KILLER.—Imperial Chemical Industries 
have devised a substance of the plant hormone type which is 
harmless to cereal crops and grasses but kills weeds such as 
yellow charlock, wild radish, corn buttercup, and pennycress 
if applied at a rate of 1 Ib. per acre. _‘ Methoxone,’ as tho 
‘weed-killer is called, is now undergoing trials by the Ministry 
of Agriculture. m a 


a 
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aA Parliament 
or 
ON THE FLOOR OF THE HOUSE 
| . MEDICUS MP , 3s 

THE House was deeply. shocked by the news of the 
= sudden death of President Roosevelt, and on Friday 
adjourned after a session of .only eight minutes. The 
proceedings were reduced to. a bare statement by the 
Prime Minister, but a statement showing deep emotion. 
The passing of the great President and war leader such 
a short time before the assembly of the World Organisa- 
tion Conference at San Francisco is a misfortune to the 
United Nations and indeed to the world. The announce- 
ment of the new President, Mr. Truman, the Democratic 
senator from Missouri, that the Conference wil] take 
place as arranged gives confidence. But the shocks 
of peace may be as great as the shocks of war. | ; 

Talk and speculation as to the date of:an election in 
Great Britain continue and the political ground is no 
longer so steady under the feet of Parliament as it was. 


And when a decision as to the date is made it will - 


probably be made suddenly. _ g 
- - Questions to the Minister of Health attempting to 


probe the mystery of the half-unveiled negotiations - 


between him and the medical Negotiating Committee 
did not bring any clear reply. And probings will 
continue. 
progress in these white-paper negotiations. For ‘unless 
the main lines of the comprehensive medical service, as 
far as domiciliary work, consultants and hospitals, 
are laid down soon, difficulties in starting the service will 
When any large number of doctors are de- 
mobilised and wish to begin, as many will, professional 


work on their own account in civil life is there to be a | 


comprehensive service in which they can take part ? 
Or are the present arrangements, or lack of arrange- 
ments, for private practice and hospital work to con- 
tinue? An interregnum of this kind would complicate 
the building of a comprehensive service on which the 
Government and the medical profession are both largely 


agreed. An early general election may mean that these 


complex professional and administrative problems become 
an issue in election politics. From any standpoint, 
medical, local authority, or national government, in- 
formed opinion in the House' hopes that this may be 
-avoided. Delay at present is not: only dangerous in 
itself but will actually create more difficulties for the 
future. | ni ; 
Debates on housing have taken place in the Lords 
and the: Commons and tempers are rising in -these 
debates. The shortage of houses will evidently be a 
major feature of all election discussions and in many 
areas it may well be the major issue. The tactics of 
war are not yet being applied to the housing battle of 
peace ‘and the demand for more vigorous action is 
_ becoming strident. Bs la SEE. 
The House, like the nation, is awaiting the proclama- 
tion which will mean that the war with the German 
. army is over and that the guerrilla fight ison. But the 
prospect is bleak. In Europe there are many millions 
of displaced persons—slaves, 
volunteers—and the fields of Europe will give but a 
reduced yield at the next harvest. The strategy of 
peace must be as bold, as far-seeing, and as courageous 
as the strategy of war, or there is a danger that peace 
may be a way of continuing war by other means. | 


.* FROM THE PRESS GALLERY 
Cows and their Milk 


` In the House of Lords on April 11 Viscount BLEDISLOE 
asked. the Government what steps they were taking to 
augment the country’s pure milk output, in the interests 
of national health and physique ; whether they endorsed 
the view that the prevalence in Great Britain of bovine 
diseases involved an avoidable, underproduction of 
milk, estimated by experts at 200 million gallons a 
year; and if so, whether they contemplated any reme- 
dial measures capable of being put into immediate 
operation. Our individual milk consumption, our 
general milk supply, its quality, the milk-yield per cow, 
the incidence of bovine disease, and the number and 
qualifications of our veterinarians, compared unfavour- 
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ably, he suggested, with: most other civilised countries. 


The unreliability of our milk was tacitly admitted by 
enforced pasteurisation in most of our great cities, and 
its inadequate consumption was admitted by the 


‘welcome State provision of milk for children and nursing 


mothers. But these were palliatives, and the problem 
must be tackled at its source—animal disease. _ 
Mastitis, contagious abortion, sterility, and Johne’s 
disease were largely responsible for.the low milk-yield of 
our dairy cattle. Tuberculosis, though most talked 
about, was, he considered, the least objectionable 
disease from the standpoint of milk supply. Although 
nearly ‘half the cattle of the country reacted to the 
tuberculin test, only’0-5% yielded milk containing bovine 
tuberculous germs. All these diseases were, in the opin- 
ion of veterinarians, preventable. Their steady increase 
in recent years were due in no small measure to lack of 
veterinary supervision and control, the relative paucity 
of veterinary practitioners, their non-employment by 


- many stock-owners, and the lack of adequate training — 


and professional status of many who engaged in veterinary 
practice. - : 
There were dpproximately 3 million dairy cattle in 
Great Britain, with an average annual yield of 500 
gallons each. The pre-war daily consumption of milk 
per head was 0:45 ofa pint. It was now 0-58, an increase 
of 30% on avery low yield. He suggested that the 
lowest target to aim at was 0:75 of a pint, with rather 
more for children and nursing mothers, and expert 
opinion favoured one pint. On this basis, the national 
consumption would be over 2000 million gallons a year, ` 
the product of over a million additional cows at the 
present level of yields. | - 4 = 


\ ` DISEASE-FREE MILK 


To increase our supplies of disease-free milk quickly, 
Lord Bledisloe suggested that there should be a survey 
of the incidence of disease throughout the country, an 
increase in the bonus given for milk from attested herds. 
and an intimation.that within a fixed period, say 5 or 10 
years, milk from non-attested herds would not be ac- 


-cepted for human consumption. . A free State veterinary 


service should be established. Cows eliminated from 
attested herds should be marked, so that they could not 
be sold into other herds and spread disease. There 
must be compulsory vaccination of calves against con- 
tagious abortion, and a compulsory health service for 
cattle instead of the present voluntary panel scheme. 
Disease-free areas should be established and gradually 
extended until they comprised the whole country. 
A State abattoir service under veterinary supervision 
should be set up. If the production and control of milk 
were brought under the direct supervision of the Animal 
Health Division of the Ministry of Agriculture Lord 
Bledisloe held that the early diagnosis of disease would 
be materially facilitated. i 

The Duke of ‘NORFOLK, Joint Parliamentary Secre- 
tary of the Ministry of Agriculture, said that milk 
delivered-off the farms during the last six months was ` 


.12%, more than in the corresponding months of 1939-40. 


There were some 17,000 attested herds with approxi- 
mately 635,000. cattle and the milk produced by 83% 
of all producers was tested every fortnight. Among 
producer-wholesalers ‘the proportion was 92%, and 
although efforts were being made to get at the other 8% 
the small dairies caused difficulty. Every effort. was 
being made to contact, the producer-retaileys, and 
whereas only 16% were tested in 1943 the figure now was 
over 37%. The category C producers, who were pro- 
ducing the lowest-quality milk, had been reduced since 
December, 1943, from: 5:5% to 37%. He agreed that 
they might reduce the losses by*disease considerably, 
and the Government had already introduced some new . 


‘measures including the ‘scheme for the control of the 


diseases of dairy cattle, the scheme for the vaccination of 
calves against contagious abortion, and the provision 
of expert assistance to veterinary surgeons on sterility 
problems. i a ake 

He feared that it might well be some time before they 
could get the numbers of veterinary surgeons that 
they would require. ` The essence of the report of the 
Loveday Committee on Veterinary Education was that 
certain universities should take a larger part in the train- 
ing of veterinary surgeons. These recommendations 
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were now under. the consideration, of the Royal College 


of Veterinary Surgeons, the universities, and the two 
Agricultural Departments, and proposals were to be laid 
before the council of the college this week. . ? 


T VIRTUES OF MILK. nas 
_Lord Moran, president of 'the Royal College of 
Physicians, quoting Sir \Clifford Allbutt, said that man 
began life on milk and ought to end life on it. That 
was sound physiology, and they were all united in want- 
ing people to drink more milk. 
It was really a matter of what was possible. If they took 
0°8 of a pint a day as a target they would need a total 
production of 1650 million gallons a year; whereas if 
they took a pint it meant 2000 million gallons a year. 
Taking the lesser target it meant a 75% increase in our 


winter production and a 30% increase in our summer 


production. That increase could only come from: an 
addition to the existing herds, or from an increased 
yield. It was computed that if all existing knowledge 
was utilised in about 5 years the additional yield from 
cows would supply 40% of the increase desired. The 
other 60% would have to come from an addition to our 


herds.. ‘He urged that the National Milk scheme should 


become permanent after the war and that every adult 
“ Should be 
able to” raised the question whether the consumer 
would be willing to buy milk in competition with other 
| If not, Lord Moran asked, 
would the Government be willing to go on with the 
subsidies now given in the interests of the health of the 
nation? > S S ek 

Bulls had been selected in the past largely by appear- 
ance instead of by the milk-yield of their progeny. He 
was glad to hear that there was some chance of the 
reintroduction of the licensing of bulls which, had been 
suspended during the war. The cow had 
problem like her master, but he hoped housing would 
not be used as a pretext for saying that nothing could 
be done in the way of getting more pure milk until the 
building question was dealt with. More important than 
the housing question were the conditions under Which 


the farmer and his farm-hands worked.. If farm-workers 


went on working a seven-day week, in 20 years the most 
vigoroys and intelligent elements now in the industry 
would have left it. 
thedicine they called a locum for the farmer’s holidays ? 
Why, not a pool of workers for milking ? _ 7 


BIOLOGICAL AND VOCATIONAL EDUCATION 


Education fell into ‘two parts. Lord Moran looked 
forward to the da 
years of school life would do some science, including 
biology. That would mean that the farmer and the 
farm-worker would know what they were doing, and 
why they were doing it. But there was also vocational 
education. He understood that of the 6000 annual 


entrants to this industry every year less than a quarter - 


could find places in the agricultural] institutions. There 
were, it was said, fewer than 50 research-workers in 
England and Wales. That wassurely utterly wrong. We 
must have people who could do first-class research. 
Milk-recording in the pool had apparently only, applied 
to a small minority, whereas it must be universal. 
There had never been any incentive to the farmer to 
He must 
eventually decide to sell milk by its nutritive value, and 


not by its volume. A lot more research had to be done . 


on feeding-stuffs to see how they affected the yield. 

. Lord Moran applauded Lord Bledisloe’s exquisite tact 
in not mentioning pasteurisation. It had always seemed 
to him that. if milk contained organisms, or was con- 


. taminated by them, and if those organisms produced 


disease, then the public, when it understood the position, 
would demand that those organisms be removed. ‚The 
only person who knew how they could be removed was 
the bacteriologist, who had laid down that pasteurisation 


` did not affect the nutritive quality of milk. Our target 


must therefore be to sell milk free from disease, or to 
pasteurise it.’ If it was sold and bottled on the farm 
where there was no disease then pasteurisation would 
die a natural death. At any rate at present this process 
must be continued. Pasteurisation had been a long 


But how much more? _ . 


, housing 


Was it possible to provide what in > 


‘bacteriological side. 


y- when every child in the last three - 


l. 


controversy because as a nation we suspected experts. 
He. bhad never been’allowed during his working life to 
forget that medicine was one of those professions which 
any intelligent layman could understand and speak on 
with authority. When there was an epidemic of. 
typhoid fever at Croydon, due to the introduction bf 
typhoid bacilli into the water, it caused public disquiet 
and there was an‘inquiry. It was not easy to under- 
stand why microbes in water caused such alarm and 
dismay ,to the public while microbes in milk were 
accepted with equanimity. ve 
ee . CATTLE DISEASES! sf Th 4 

The size of the problem of cattle diseases had been 
made abundantly clear in the debate. We were putting 


an unnecessary tax on the kind of milk sold, and if we 
could get rid of these diseases the life of the cow would. 


“be dowbled. And the last link in keeping milk safe was 


in preventing its contamination by the personnel who 
handled it: What seemed to matter most, Lord Moran 


_ -concluded, were first the education of the farmer and his 
- workers, and the veterinary surgeon ; secondly, research ; 


thirdly, that they should really go into the question of 


selling milk by its nutritive value; and fourthly, that. — 


they should gò into the effect of feeding on the milk. 


Af pure milk could be sold to everyone who wanted it at 


a price that he could afford, that would go a long way to 
safeguard the future health of the nation, and incident- 
ally the future of. British agriculture. — 
Lord GEDDES affirmed that mastitis was becoming 
more and more of a scourge, and it did not look as if 
research, ‘conducted as it had been mainly from the © 
bacteriological angle, had got. very near to the heart of 
the problem. Many ofthe artificial stimulants of 
growth now used made a tremendous demand not only 
on the humus in the soil but also on the minerals in the . 
soil, and he suggested that a great deal of animal ill 
health resulted from such disturbance in the ‘mineral 
extraction from the soil. Comparatively small defici- 
encies in some of these trace contents produced a food 
which increased the susceptibility of man or animal to 
bacterialinvasion. The work being done at, for example, 
the Imperial Bureau of Animal Nutrition, near Aber- 
deen, supplied plenty of evidence of disturbances _ to 
resistance in animals through the inadequacy of mineral 
content in the soil, and he suggested to Earl De La 
Warr, who was chairman of the Agricultural Research 
Council, that there was now an opportunity to approach 
these problems from the nutritional:as well as the ` 


tg REPLY TO THE DEBATE = >. > 
-: The Earl of LISTOWEL, replying to the debate on 
behalf of the Ministry of Health, said despite the rise in 
milk consumption during the war we could not be satis- 
fied until we had reached an average consumption of at 
least one pint per head-of the whole population. The 
Government were vividly aware that much avoidable 
illness, deformity, and infection could be traced to un- 
clean milk. But taking into consideration war-time 
difficulties what had been achieved already under the 
1942 scheme of the Ministry of Agriculture was credit- 
able, and they hoped to improve on the present record. ` 
The Food and Drugs Act 1944, under which the adminis- 
trative responsibility for provisions of the existing law 
relating to minimum conditions of hygienic milk pro- 
duction on farms would pass in due course from local 
public health authorities into the hands of the Ministry 
of Agriculture, would make possible the enforcement 
throughout the country of a high and uniform standard 
of dairy farming, and it might be expected to reduce 
still further the serious loss to the milk supply due to 
impurities. But this Act could not be implemented 
without a substantial increase in the Ministry’s staff. 
The release of man-power after the end of the European 
war would not, he feared, bring any immediate allevia- ` 
tion, for many veterinary experts in the Services would 
still be required in the Far East. Available statistics 
did not expose the whole extent to which public health 


_had already been undermined. But a committee of the 


Medical. Research Council on tuberculosis in war-time 
sounded a grave warning in a report published in 1942 
which showed how widespread tuberculous infection was | 
among cattle and the sad toll it had already taken in 


\ 
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child health. In 1931 the Cattle Disease Committee 


had estimated that 2000 human deaths in England and 
Wales were due to this cause. But, of course, the death- 
rate did not by itself give any real indication of the 
ravages of non-pulmonary tuberculosis, which was not 
a killing disease. It was not known how many children 
had grown into hunchbacks and cripples from this cause, 
but the number must be considerable. And. the ill- 
effects on the health of the public did not stop at this 
point. The full extent of the human infections trans- 
mitted by those who handled the milk was also not 
known. But 113 outbreaks of epidemic disease, affecting 
14,000, people in this country between 1913 and 1937 
had ‘been proved to be milk-borne. 


HEAT TREATMENT OF MILK 


Lord Listowel was anxious that the debate should 
bring out the plain fact, lamentable as the admission 
might be, that our dairy cattle were riddled with disease, 
and that appalling damage had already been done to the 
health and efficiency of thousands of people, mainly in the 
rising generation. Unless these elementary facts were 
constantly in the public mind, the Government would 
lack the support they needed for effective action. The 
most effective prophylactic method at present devised 
attacked the disease-carrying germ not in the animal 
but in the product. he Ministry of Health had long 
taken the view that adequate heat treatment of milk 
was desirable in a widely extended form. The Cattle 
Diseases Committee of the Economic Advisory Council 
recommended in 1934 that large towns should have 
powers to prohibit the sale in their areas of any but 


‘certain innocuous classes of milk. <A provision to that 


effect was included in the Milk Industry Bill of 1938, 
but that Bill was dropped owing to opposition. The 
urgent need for more pasteurisation was emphasised 
again in 1942 by the committee of the Medical Research 
Council on tuberculosis in war-time. The Government 
decided to act in accordance with this wide consensus 
of instructed opinion, and issued Defence Regulation 
No. 55G which was administered by the Ministry of 
Food. This regulation laid down that the Minister 
might specify certain areas in which milk might not be 
retailed or given away unless it was either tuberculin- 
tested milk, accredited milk from single herds, or 
specially treated so as to have lost the dangerous bacilli 
that it might originally have contained. The actual 
specification of suitable areas under this regulation could 
not take place. however until certain preliminary in- 
quiries had been completed. As an interim measure the 
Ministry of Food had decided to pay to milk retailers, 


‘ wholesalers, and dep6t proprietors as from Nov. 1, 1944, 


an allowance of 3d. a gallon in respect of all milk sub- `. 


mitted by them to heat treatment. It was estimated 
that the average cost of heat-treating milk was 4d.‘ per 
gallon. Inthe margin allowed in fixing the price of milk 
iw England and Wales, provision had been made for the 
cost of heat-treating milk to the extent of jd. a gallon. 
This provision in the margin, over and above the actual 
cost of distribution, of jd. a gallon, plus the direct 
payment of jd. a gallon now made by the Ministry to- 
gether made exactly the jd. a gallon that was needed to 
cover the cost of heat treatment. The Government 
could fairly claim that the quantity of milk being heat- 
treated in existing plants was likely to be considerably 
increased with the introduction of this heat-treating 
allowance. It was a solid inducement and was already 


producing results. Meanwhile, the necessary prelimin- : 


ary inquiries for the application of Defence Regulation 
55G, on which future’ ministerial action must depend, 
were already under way. The factual surveys in the 


great majority of the 621 areas in England and Wales 


were being drawn up and of these 216 had already been 


completed. The Ministry of Health was satisfied, after 
the most careful inquiry, that heat treatment properly 


‘carried out destroyed the germs without materially 


affecting the nutritive quality of the milk. It was 
clearly in this direction that any hope of a really effective 
stamping out of. milk-borne disease must lie. | 
On the following day the Earl of LISTOWEL said that 
the passage in his speech in which he stated that our 
dairy .cattle. were ‘‘ riddled with disease” went con- 
siderably beyond what the facts justified. The Minister 


_of Agriculture had naturally lost no time in drawing his 


i 


attention to the full implications of those words. An 
unfortunate impression had been created in the public 
‘mind about the health of our dairy cattle, and this was, 
of course, far from his intention. He therefore with- 
drew the offending passage and substituted the words 
“an appreciable portion of our dairy cattle are infected 
with disease.”’ : : T 7 


, QUESTION . TIME 
National Health Service 


Dr. E. SUMMERSKILL asked the Minister of Health, (1) what 

- purpose had been achieved by issuing the white-paper on 
the health services, in view of the fact that he had now, in 
résponse to representations from the BMA, proposed an 
alternative structure fundamentally different from that out- 
lined. in tHe white-paper; (2) why the proposed salaried 
‘medical service operated from health centres and offering a 
new advance in medical practice had been dropped at the 
request of the BMA; and (3) what was the purpose of the 
experimental health centres contemplated in the alternative 
proposals to those contained in the white-paper, in view of 
` the fact’ that they would provide accommodation from which 
doctors could conduct private practice more conveniently but 
on the same terms and lines as those practising from their 
honies.—Mr. H. WILLINK replied: The proposals in the white- 
paper were for discussion before the Government decided on 


the terms of draft legislation. Discussion was invited with - 


all the major professional and other organisations affected, 
and this discussion has been—and is still—taking place. In- 
the course of it various possible modifications of the detailed: 
proposals have been discussed by the Secretary of State for 


Scotland and myself with the several organisaticies pamaina" 


what the discussions were for. Soon the Segetary of State 
for Scotland and myself will consider witlf our colleagues 
some of these alternative metheds of achicfing the white- 
paper’s objective, `a comprehensive service of health for the 
nation. The Government will have then tofdecide whether 
these—or any of them—are desirable alteifatives or not. 
Before informing the Government of their views on these 
possible alternatives, the various organis§tiona—medical, 
dental, voluntary hospital, local authority—fpre considering, 
on reports from their representatives who tok part in the 
talks, the matters which have been discussed It is to some 
of those reports, no doubt, or to varying rumaurs about those 
reports, that recent references have been m:fde. When the 

_ views of the different organisations are available the Govern- 
ment will decide upon the content of draft legislation for sube 
mission to the House, while discussion of mugh detail which 
may not need to be included in the Billitself wall go on. ‘Until 
then the three stages of the procedure originally laid down— 
the white-paper, discussion of the white-pape and final pie- 
paration of draft legislation—are being adhefed to, and tke 
objects of this second stage have been those which were clearly 
set out in the introductory paragraphs of thefwhite-paper. : 
Dr. SUMMERSEILL: Is it not a fact that Before a white. 
paper is published full dis¢ussions have alres 
between the people interested, and that so far fs this question 
is concerned the BMA, and other medical orghnisations, had 


(J 


already threshed out every question of priifeiple with the - 


Ministry ? (Cries of “ No.”) The Minister Baid that only 
details are being altered, but is it not a fact the$ in this report, 
which has been published and is in the hands pf every doctor 
in the country, and many lay people, too, evefy fundamental 
principle laid down in the white-paper has befn altered ? 

` Mr. Writtrmk: The hon. Lady is, under afcomplete mis- 
apprehension with regard to the function of white-paper. 
A white-paper in such a case as this represenfs 
of discussions, but it also affords a new focusffor discussion, 
particularly after the white-paper has been dfcussed in this 
House. The white-paper “itself contemplatId that there 
would be such discussions. She ts .under $ further mis- 

apprehension, as | understand the facts, whe she refers to 
the publication of this report.. My informatio&N is thnt every 
copy of this report was marked “ Not for PubReuuicn. She 
is under a third misapprehension when she reftry to anythin % 
having been dropped. My answer makes it berfoct} ae 
that the Government as a whole have not consfdereq ihe t 
come of these discussions. d EUS 


Dr. RusseLL Tuomas: Is not the real fa; 

. . 9 . é i ; 3 ason fi d 
Minister's change of mind the realisation that t,i; oa 
has no mandate to enslave a free professian ? | 


Mr. F. W. Peruick-LawrEnce : Has the Mir$ 


sati . ae stor gi 3 
indication to the medical authorities that |} Sv ran 


be himself will 


Hy taken place | 


the outcome ` 


! 
3 


support these particular proposals with his colleagues in the 
Government ?—Mr. WILLINK : In the course of discussions 
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of this kind I should certainly not éxpress an attitude to any . 


particular proposals which might embarrass the Government's 
ultimate decision on them. Discussions such as this give rise 


to alternatives.and modifications for consideration by the 


Government.  _— 


Dr. SUMMERSKILL said that, in‘ view of the unsatisfactory | 


nature. of the Minister’s replies, she would raise the matter 
on .the adjournment of the House at the first oppor- 
tunity. a i E E ae ee 

Later Mr. ARTHUR GREENWOOD, on the question of the 
future business of the House, said that as it appeared that as a 
result of negotiations between the Minister of Health and the 
organisations of medical men and women there had been some 
departure from the white-paper, would the Government 
arrange for a white-paper to be issued showing what departures, 
ifany, had been made from the white-paper which was dis- 
cussed and approved by the House, because this document 
published by the BMA was not available to members of the 
House ’—Mr. AntHony EDEN, Leader of the House, replied 
that no-conclusions whatever had been reached ‘as a result 


of the purely exploratory conversations. ‘(There is not 


the slightest Hesire to be discourteous to the House in this 
matter, nor do-I think any dbnormal procedure is being 
followed.... When we have come to a decision, we will 
consider how most fairly to present our conclusions to the 
House, so that the House may have a full and fair opportunity 
to‘express itself.” Š 
_ ‘ Shortage of Nurses 

Mr. R. W. Sorensen ‘asked the Minister ôf Health the 
approximate shortage of nurses in civil hospitals ; the number 
now training for the profession ; to what extent the deficiency 


| | was being reduced ; and what further steps would be taken 


he increase nursing, medical, and domestic staffs.—Mr. 
WILLINK replied: The total’number of additional nursing 


! ‘staff of all grades estimated to be required on Nov. 1, 1944, 


+ 
, iof student nurses in training in these hespitals was .38,343. 


| at civilian hospitals (other than maternity hospitals and 
| mental hospitals) was 12,355. On the same date the number 


¢ 


‘The overall shortage has not been reduced during the past . 


AS ‘the wastage having slightly exceeded the considerable 
intake, 
the Minister of Labour and. National Service, in consultation 
with me, to induce suitable women to undertake nursing and 
to redistributé the available nurses to the best advantage. 
The highest priority is also-given to the filling of vacancies in 
hospitals for domestic staff. Any general increase of medical 
itaffs is not possible at present owing to the heavy demands 
in the limited number of doctors available, but where special 
teed is shown the Central Medical War Committee is prepared 
9 consider an increase of the approved establishment. 


Tuberculosis Contacts | 


‘Mr. J. PARKER asked the Minister of Health whether he 
ould make it compulsory for all persons living in a house- 
į Id’ where a death from tuberculosis had taken plate to be 
' 3dicaHy examined.—Mr. WILLINK replied: No. Tuber- 
, losis authorities are well aware of the importance of super- 
‘ ing the home contacts of tuberculous persons, although 
: 8 work has been hampered by war conditions. 7 


_— ee ee _ 
4 


LOYAL Socrery OF MEDICINE.—At the section of odonto- 


v, on Monday, April 23, at 4.30 Pm, Squadron-Leader 
3. Macgregor will speak on actinomycosis ofthe mandible, 
- Mrs. Lilian Lindsay, Lps, on the recuperative power 
he dental pulp. On April 24, the section of medicine 

et at 4.30 pm*when Dr. Pbilip Ellman will read 
sper on tuberculous pericardial effusion, and Dr. R. S. 
‘© Pearson on mesenteric lymphadenopathy and steator- 


Robert Cruickshank and Wing-Commander J. C. 
worth-Davis will open a discussion on the use of peni- 
_and the sulphonamides in urinary disease. At 3’PM, on 
| 27, at the section of epidemiology and state medicine, 
Percival Hartley, D sc, FRS, will speak on diphtheria 
ens. On the same day, at 4.30 pm, at the section of 
se in children, Mr. Ian Aird and Dr. Martin Bodian will 
a discussion on penicillin in 
ren. 

a 


Every practicable step is being and will be taken by . 


the treatment of disease in | 


» At 5 pm, on April 26, at the section of urology; | 


' portion of the cases 


l ' l 
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+ Letters to the Editor 


; DORSAL DECUBITUS 

` Sir,—I was much interested in the remarks of one of 
your peripatetic correspondents who once wrote of the 
sufferings of hospital patients stretched flat upon their 
backs and held down by the bedclothes...I discussed 
this matter recently with the late Dr. T. H. Belt. We 
had been speaking of the frequency of antemortem 
venous thrombosis, and had agreed that it was usually 
undiagnosed during life and overlooked at the post- 
mortem examination. Dr. Belt told me that he had 
dissected the great veins in (I think) over a thousand 
cases, and had found antemortem thrombosis, commenc- 
ing in the femoral or, external iliac veins, in a large pro- 

examined—my memory is that it 
was between one and two hundred. I was reminded 
at once of the unnatural position which enfeebled patients 
are so often compelled to adopt and unable to resist 
when admitted to hospital. It is, I imagine, the last 
position which a patient would adopt voluntarily when 
desperately ill, and it seems that in the presence of some 
kyphosis it may involve a hyperextension of the hip- 
joints and a compression of the femoral veins between 
the tissues stretched over the joint and- the bedclothes 
stretched over the patient. I suggest that the matter 
is worth further investigation. If, as Dr. Belt believed, 
thrombosis is the actual determining cause of death in a 
great number of patients, it is possible that some lives 
could be saved, as well as much discomfort, if feeble 
patients were placed lin bed in a position more closely 


approximating to that which they would choose for 


themselves. 
London, W1. J. NORMAN GLAISTER. 


‘THE MEDICAL SUPERINTENDENT 


Sir,—In your issue of Jan. 20 the chairman of the 
London County Council advocates that the individual 
holding the post of superintendent in a hospital should 
be a qualified doctor. I have read and re-read his 
reasoning with increasing amazement and have tried to 
visualise his idea of the duties of. the post-and its place- 
in the hospital organisation. As,I understand him, he 
considers a medical qualification would help a superin- 


: tendent in dealing with complaints from patients and 


their friends, in the allocation of duties to. the medical 
staff and in carrying out the instructions of the committee 
of management in the use of wards or even of whole 


hospitals in times of rapid: change. Whether these ` 


objects are worth a five-year university course is a 


matter of opinion. Personally I very much doubt it. ` 


On thg other hand, Mr. Somerville Hastings admits 


that “a good clinician is but rarely a good adminis- , 


trator.” The superintendent’s clinical activities are there- 
fore to be limited to ‘‘ the medical care of the resident 
staff or some other branch of medicine or surgery in 
which -he is interested.” This is to ‘“ maintain his 
keenness and breadth of outlook.” He should not, how- 
ever, attempt the status of a ‘‘ pseudo-specialist ’’ lest 
he risk losing by indifferent. work the respect due'to him 
from thosé under his administrative charge. This 
would indeed be a pity because in addition to administer- 
ing his hospital ‘‘ it might be desirable for the medical 
superintendent of the hospital to act administratively 
as supervisor also of the consultant services of this unit 
(100,000 souls) and also of the health centres or other 


general practitioner services.” 


This indifferent clinician, then, who finds after a few 
years of practice that he is not so keen on the profession 
of his original choice as te be unwilling to leave it for 
a few hours a day to administer a large hospital, is to 
turn liis‘attention to other highly technical matters. He 
is to acquire an intimate knowledge of the law as it 
affects hospitals, and a considerable knowledge -of 
domestic engineering, accountancy, catering, and supply. 
Finally, being a medical man he is to sit as a member 
but not as chairman on the medical staff committee. 
If he agrees with the recommendations of this committee 
he may carry them out at once. If, however, he does 
not agree the recommendations are to be referred to 
the committee of management ‘“‘ and the superintendent 
will have to advise the committee of management, which 


is in complete control, and his responsibility will. be _ 


\by GO% 


pa 


a 
, 


, administration.” 


-= considerable opposition. 


. in the last 20 years. 
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great.” What an impossible position for the medical 
staff committee ! If this has been the usual practice in 
LCC hospitals, no wonder the chairman has been con- 
vinced by his ‘‘ some little experience ” that ‘' whatever 
his age a medical superintendent- ought to change his 
hospital fairly frequently.” 

I have misread him I should be grateful if Mr. 


- Somerville Hastings will clarify his meaning, for in times 


like these many will be interested in proposals from sO 
influential a quarter; 


If his proposals are as I have stated then I would enter, 


the strongest possible protest. They mean the domina- 
tion of practising doctors up to consultant status by 
colleagues who have either failed or at the least lost 
interest in their calling to a great extent. Our hospitals 
would be administered by men who have taken up this 
work as a second choice and are apparently required to 


have no further training or qualification for it than that © 


* they should be encouraged to take a diploma in hospital 
“What general standard of efficiency 
is to be expected from such men ? 

Let hospitals be administered by highly trained house- 
governors who. are laymen’and have made this most 
important: and: specialised profession their life’s work. 
The head of the hospital or group should be the chairman 
of the lay committee of management. He is responsible 
to the public he represents that they get the highest 
possible standard of hospital service. The medical staff 
committee should be purely advisory:'to their correspond- 
ing committee of management on technical matters and 
appointments. They should have the right ‘to publish 
their. recommendations and reports and to_pass them 
to medical committees on.a higher plane for information, 
and if need be for support. 


dent with a foot in each camp. W. A. LISTER. 


DISCIPLINE IN A MEDICAL SERVICE — 
Sir,— With the future organisation of medical services 


under discussion it is inevitable that a major a 


should be taken by the thorny question of ‘‘ control ”— 
crux from which radiate many subsidiary peoples. 


“Medicine is such an individualistic profession that any ` 


infringement on persomal liberty is bound to meet with 
It is therefore inevitable that 
in ‘considering hospital organisation the position of the 
medical superintendent should come under review. 
Conditions in municipal hospitals have changed. greatly 
In the old days. most of these 
hospitals were grossly understaffed, and the medical 


~ superintendent was often the only senior member of the 


staff, and consequently - had multitudinous duties to 
perform. Under the regime then existing thesqhospitals 
have grown and developed out of all_recogni ition until 
they now deal with a large amount of acute work, and 
have the confidence of the profession and of the publie. 
Many have, of course, played their part in this trans- 
formation, but among them is the medical superintendent 
—and if the internal hospita al oein had been wrong it is 


improbable that. such rapid strides would have been 


made. Asa result of the changed conditions now operat- 
ing it is natural that the functions of the medical superin- 
tendent. should change somewhat, and ‘the Medical 
Superintendents Society is well aware of this fact. 
Medical superintendents have a strong clinical interest, 
and desire‘to facilitate the fullest codrdination and co- 
öperation of all the clinical branches. 


probably have elected to enter the channels of a medical 
officer of health rather than continue to work in hospital. 
During the last 20 years there have been many oppor- 


tunities in municipal hospitals of building up an efficient | 


hospital out of very small beginnings, and this is what 
attracted many to the work in question. 

Some writers quote instances of an unsatisfactory 
state of affairs where the duties of a medica] superin- 


. tendent are envisaged in the old style and where re- 
. adjustments have not taken place. 


But isolated bad 
examples do not make a good case. There may be a few 
medical superintendents who carry on im the old tradi- 
tion, just as there may be a few. consultants and practi- 
tioners who do not conform to the general standard; 
but it is noticeable that whilst medical superintendents 
have been erased as a whole for some individual 


( 
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- notice. 


In such an organisation \ | 
there is no place for a mo ally qualified superinten- 


Had a man desired | 
a post of a purely administrative nature, he would 


‘the list of possibilities. 
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shortcomings, they have not entered into discussion by 
quoting cases on the other side which come to their 
The Medical Superintendents Society is in 
favour of the establishment of medical staff committees - 
in municipal hospitals. It is obviously better for the 


medical. superintendent to deal with major matters of | 


policy and hospital management after the combined 
views of such a committee have been ascertained. and 


agreement reached. Surely it is in this codperative 


way that progress lies. Thus a case such as is cited by 
Mr. Layton in his letter of April 7 would properly be con- 


sidered by the medical staff committee, who should, of 


course, be equally prepared to.deal with any question. 
affecting any other member of the medical staff, and 
support the medical superintendent in any action they 
thought he should take as a result of their decisions. 
The Medical Superintendents Society is also in favour 
of setting up committees of the non-medical members 
of hospital staffs, and bringing forward any suggestions 
they may have for the improvement of hospital routine. 
With the principle of the medical. staff committee 
accepted: as a sound one, it should also be mentioned 


_ that the medical superintendent has to deal with many 


day-to-day matters which arise, has many statutory 

duties to perform, and also has his duty to the lay- 

hospital committee. | ' 
In the case of voluntary hospitals, though somewhat 


. different, it is a matter for their consideration as to 


whether coérdination could be improved by having ` 
one of the existing members of their staff carrying out 
some similar duties euler to the een type of 


hospital. 
R G. COOKE. 


City Hospital, Derby. | 
OXIDE. DUST 


~o o IRON 
Sır, —Dr. Craw’s letter of April 7 about iron oxide 
dust in the lungs raises a number of points to which we 
should like to reply. 
\ In the first place, we regret that in our short review . 
of siderosis mention was not made of his article; but ` 
this was devoted to blood examinations of hematite 
miners and we felt that it was not entirely relevant to 
our theme. Dr. Craw in his article did not claim 
priority for the idea that accumulations of iron oxide 


‘dust in the lungs’ would throw X-ray shadows without 


the additional presence of fibrosis. Even in his letter 


-of April 7 he implies clearly that he does not altogether 


believe in the idea. Arguments: about claims to 


‘priority for new ideas are not very profitable, and the 


truth seems to be that several people at about the same 


‘time begin to think along the same lines, as for example 


Krogh and Lewis in their independent work zon the 
capillaries. - 

The credit for the idea that aggregations of i iron oxide 
dust in the lungs might cast shadows sitnply because | 


it is opaque to X-rays must go to E.' L. Collis (1923), 


whom we mentioned in our paper. He said that “ X-ray . 
photography has disclosed the presence of shadows 
suggestive of fibrosis.of the lungs of hematite miners, 
but the opacity of oxide of iron to X- “rays rather detracts 
from the, significance of these findings.” The difficulty 
of drawing<valid conclusions about lung X-ray shadows 
in hematite miners is that these workers inhale a mixed 
dust consisting of hematite and free silica, and that in . 

a proportion of cases silicosis. develops. As far as we ` 
are aware, the first suggestion that an X-ray picture 
resembling that of early silicosis ‘or military tuber- 


‘culosis might be entirely due to aggregations of opaque 


iron oxide dust without associated fibrosis and con- 
gestion came from, Doig and McLaughlin in 1936 in 
their paper on X-ray appearances of electri¢-are welders. - 
Craw’s article on hematite miners was published in 
1937, and Enzer and Sander’s in 1938. ‘The latter 
described the histology of the lungs of.an electric welder 
who had in life shown the characteristic X-ray shadows. 
They commented on Doig and McLaughlin’s ‘suggestion 
as follows: ‘‘ That the iron particles themselves might 
be causing the shadows without associated fibrosis was 
mentioned, but apparently this was considered a remote 
possibility ’’—presumably because it was put last on 
On the contrary, Doig and 
McLaughlin considered it to be the most likely explana- 


‘tion of the abnormal X-ray changes of electric arc 
_ welders’ 


lungs. In 1935 and 1936 other groups of 


THE LANGE?) .. 
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workers who also inhale iron oxide dust, such as carbon- promises’ to be of very great help? Public health 


arc and oxy-acetylene welders, silver finishers, makers 


authorities lay much stress on anti-diphtheria immunisa- 


of electrolytic iron oxide, and sinterers of iron ore, were: tion, and there is much talk of anti-pertussis immunisa- | 


examined and it was found ‘that they showed similar 
abnormal X-ray Jung shadows when the exposure to the 
dust had been ‘long enough. Short references to this 
work were made in the annual reports of the Chief 
Inspector of Factories for 1935 and 1936. * 

The rouge or iron oxide used by silver finishers is, as 

we stated, refined to a high degrte of purity (about 
99-9% iron oxide) and-does not.contain free silica. For 
this reason we are surprised to learn of Dr. Craw’s 
rouge packer who has been handling rouge containing 
“a considerable amount of sñica.” 
term ‘“rouge ” is applied to materials which may differ 
considerably in their constitution. We were dealing’ 
only with the pure iron oxide used in silver ‘polishing. 
_ We did not estimate the amount of silica in our rouge, 
because we relied on the makers’ analysis; nor did we 
estimate the silica in the lung ash, since there was, and 
is, NO reason to suppose: that these men are exposed to 
silica dust. It will be remembered, however, that we 
stated in our paper that “incinerated and acid-treated 
sections showed only fine traces of doubly refractile 
material ’’—i.e. of free silica or quartz. This was no 
more than is seen in the lungs of people who have not 
worked in a dusty trade. A sample of this rouge has 
been injected intratracheally into rats and kittens an 
intraperitoneally into rats. In ‘no case did it produce 
any fibrosis after being present for several months. 
As regards the lymph-nodes, we felt it unnecessary to 
record that there was no fibrosis suggesting a silicotic 
origin, since we were not dealing with a mixed dust such 
as hematite. | 

Nowhere in our paper did we state that iron oxide was 
innocuous. What we did say was that in the lungs of 
- aur silver finisher there were no fibrotic changes, either 
collagenous or reticular, set up by the inhalation of dust 
which consisted mainly of pure iron oxide; and that a 
worker who has inhaled radio-opaque dusts may have 
an X-ray picture of the lungs simulating early silicosis, 
miliary tuberculosis, or other pathological condition, 
and yet have no obvious physical disability. As you 
imply in your leader of March 17, there may be long- 
term effects from the inhalation of iron oxide dust, and | 
we do not deny the possibility. ' 

A. I. G. MCLAUGHLIN. 
| J. L. A. GROUT. 

University of Sheffield. i 


H. J. BARRIE. 
H. E. HARDING. 


PRIMARY TUBERCULOUS INFECTION IN A 
SANATORIUM STAFF 


Sır, —The Ministry of Health demands, besides clinical 
and radiological examinations, tuberculin-testing of 
prospective members of sanatorium staff. If this insist- 
ence on tuberculin-testing has any meaning at all, it 
obviously implies great caution in employmg negative 
reactors. The whole responsibility rests on the doctor in 
charge, for the Ministry is careful not to commit itself 
to giving any instructions what to do with negative 
reactors. . T 
~ Faced with this dilemma of either taking a. risk— 
which sometimes may be more serious than it appears 
from the lucky experiences described\by Dr. Peter 
Edwards and Dr. Clark Penman in your issue of April 7— 
or of being left without adequate staff, the scheme 


operating at the Cheshire Joint Sanatorium makes the . 
However, cases of | 


best of an unsatisfactory situation. 
primary tuberculosis in young adults do not always 
respond so favourably to‘early treatment. As tuber- 
culosis is still the disease without prognosis, is it not 
dangerous to conclude that with early diagnosis, and (if 
available) with early treatment, tuberculosis at last has 
lost its sting ? _ Surely early diagnosis followed by early 
treatment provides the best possible individual prognosis. 
But, other factors being equal, constitution, and natural 
and acquired resistance, or the lack of it, ultimately 
decide the patient’s fate. This fact is nowadays ignored 
in enthusiasm for mass radiography. 


Is there no alternative solution to the problem of - 


tuberculin-negative sanatorium staff? May I venture 
to suggest that BCG—after the very good results obtained 


by Calmette’s vaccination in Continental countries— 


_laboratory survive the Nazis ? 
It seems that the‘ 


tion, but people seem to be entirely indifferent towards 
tuberculosis prophylaxis. Even the Joint Tuberculosis 
Council report on reorganisation of the tuberculosis 
service does not mention the fundamental question of 
prophylaxis, though it has already become an outworn | 
slogan that ‘‘ prevention is better than cure.” - | 
What about the Medical Research Council’s investiga- 
tion on BCG vaccination, suggested some time ago by 
the Tuberculosis Association ? -Did Calmette and his 
If so, there should be the. 
chance now to establish contact with this pioneer of 
tuberculosis prophylaxis and to get the original BCG 
strain for culture and trial into this country. Apart - 
from the protection of staff in tuberculosis institutions a 
nation-wide prophylaxis against further spread of this 
scourge should become a “ target for tomorrow.” | 
Doncaster, Yorks. E. G. W. HOFFSTAEDT. 


‘THIS WAR AND THE LAST 


Sm,—From time to time comparisons are made 
between the mortality from, for example, penetrating: 
wounds of the abdomen, in this war and in the last. 
These comparisons. are, I suggest, misleading unless 


‘considered in relation to ia ‚measures available for 


resuscitation. | 7 = +e 
In this war transfusion therapy has been organised on 
a new scale, It is now a commonplace for a wounded 
man:to receive a pint or more of plasma at the regimental- 
aid-post ; to have more plasma, or perhaps whole blood, 


at the advanced dressing station; and then to have a 


travelling drip-transfusion set up which will continue 
while he is in the ambulance on the way to the casualty- 
clearing station,“ where he will receive further blood- ` 
transfusion. Sometimes a wounded man. receives as 
much as 12 pints (or even more) of blood or plasma 
before he is fit for operation. If he’is exsanguinated, 
two or three bottles of blood and plasma are run into 
three separate veins simultaneously. j 

The result of this excellent service is wholly beneficial 
from the point of view of the patient, which is all that 
really matters. From the viewpoint of the statisticiau- 
it renders any-comparison with the figures of the last 
war of little value. Clearly the proportion of patients 
who are very bad operative risks but who survive long’ 


‘enough to be operated on is far greater in this war than 
.it was in the last.. Bécause of this one would expect 
` that the mortality from any particular condition such 


as penetrating wounds of the abdomen would be greater 
in this war than it was in the last. The fact that it is in 
most instances a little better is a striking tribute to the 
advances that have been made in surgery—and perhaps 
more especially in anezesthesia—in the last twenty years. 
ao oo s * REX BINNING.. 


INGUINAL HERNIA 


Sir,—I wish to thank Mr. Harold Dodd (Lance, 
April 7, p. 447) for his kindly comments on my article 
and his- useful appendix. Ashe correctly: suggests, the 
article is mtended to cover the treatment of Army 
personnel, but at the same time it is an attempt to 
break a vicious circle of prejudice and self-complacency. 
Let us assume for a moment that there are a few surgeons 
whose successes are close on 100%; this still leaves a 
large number to operate on.an even larger number of 
hernis, sq that some method of repair must be devised 
which does not depend on the super-dexterity of the 
surgeon, or alternatively on a whim of Nature. Be! 

I suggested that after nearly fifty years of modern 
surgery no single method has proved pre-eminent—with 
the possible exception of simple herniotomy, which has 
a limited application ; and I pointed out that the one 
factor common to an otherwise highly variegated system 
of repair was the retention. of the original muscular 
internal ring. I mentioned by way of contrast that 
complete closure of this ring together with the rest of 
the canal after removal of the cord and testicle had 
proved uniformly successful even under the most adverse 
conditions.. From this I deduced that the internal 
ring was the potential source of weakness in all the well- 
known repairs and that a hernial sac once formed in the . 
manner I have suggested, would, im time, outflank and 


s 
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turn the most strongly defended posterior wall. But I 
did not give adequate proof that the new internal 
muscular ring is less liable to be stretched and forced - 
than the original one. This omission was due to lack 
of space and will be corrected. in ‘due course. The 
actual type of repair to the posterior wall, apart from 
the construction of the new ring, is purely the preroga- 
tive of the surgeon; but why use a niblick where a putter 
will suffice ? . 

Major Bernard L. Williams’s line of argument should 
find ample accommodation] in the Bassini coffin. 


-BLA ` W. J. M. BRANDON. / 


` 


OE Public Health 


Control of Medical Appointments 


THE Ministry of Health points out that a difficult 
situation has now developed in the staffing of the public 
health services of local authorities. ‘During the past 
five years there have been heavy calls from the Armed 
Forces for medical personne] both for the care of our 
own Services and, in the last few months, for the recon- 
‘struction and reorganisation of the liberated territories ;. 
organisations such as UNRRA have needed doctors ; and 
there have been a number:of deaths and retirements of 
public health medical officers. These losses have not 
been balanced by inflow of junior officers.” 

In future, permission to make appointments will 
be granted only in exceptional circumstances. Proposals 
to make any appointment additional to the establish- 


ment existing at the end of February, 1945, will be held . 


over for review at intervals, “when approval will be 
considered, within limits, in whichever cases the Minister 

judges to have the most pressing claims.” Approval 
` will not be given to appointments until every effort has 
been made to arrange for,the duties of the proposed or 
vacant post to be othertvise carried on. Authorities 
concerned are asked to consider the possibilities of 


postponing the retirement of officers reaching normal age- 


of retirement, reorganising the duties of the remaining 
medical staff, ‘making arrangements with a neighbouring 
authority for sharing the services of a ‘medical officer, 
-or making more use of the part-time services of private 
practitioners—-e. g., in clinics. It has been decided that 
doctors in the whole-time public health service of local 
‘authorities (as covered by para 3 of circular 2818) must 
obtain the Minister’s permission before applying for any 
other. post. , 
“The Minister is not unmindful of the special Jams 
_ that can be urged for certain services—e.g., tuberculosis 
and venereal diseases, and he recognises that the expedi- 
ents which he is now compelled to advocate involve some 
sacrifice of the standard of efficiency which is secured in 
normal times. 


aa aT RE wire eee 


years, and 19 (2) from influenza. 
oie are those for London itself. 


' ‘Birmingham reported 11 deaths from diarrhea ands enteritis, 
no other great town more than 4. 

The number of stillbirths notified during the week was 
174 (corresponding to'a rate of 26 per thousand total 
births), including 10 in London. 


The figures in paren- 
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He feels confident, however, that local 


` 


Major J. W. CAMÉBELL, MB CAMB., RAMC 
Captain MARGUERITE E. M. DAY, MB EDIN., RAMC 


Lieut. -Colonel J. N. HART, MRCS, RAMC 
MC 


JON 
I 


Captain A. J. CLAREE, MB, RAMO 


\ 


\ 


r 


MENTIONED IN DESPATCHES ei 


THE ARMY 


Brigadiers— _ 
G. J. V. CROSBY 
H. G. WINTER, MO 


authorities will appreciate the exigencies of the present . 


situation and will codperate. to the.full in securing the 
most economical use of medical man power.” The 
restrictive control involved will ‘be relaxed : as soon as 
circumstances permit. | 


\ Infectious Disease in PAT and Wales 
WEEK ENDED APRIL Ki 


Notifications.—The following cases” of ineens 
disease were notified during the week: smallpox, 0; 
scarlet fever, 1343 ; whooping-cough; 1043 ; diphtheria, 
453; paratyphoid, 3; typhoid, 5; measles (excluding 
rubella), 22,599 ; pneumonia ( rimary or 
693 ; puerperal pyrexia, 157 ; ‘cerebrospinal fever, 66 ; 
poliomyelitis, l; polio- encephalitis, 0; encephalitis 
lethargica, 0 ; dysentery, 306 ; ophthalmia neonatorum, 
67. No case of cholera, plague, or st ypnu fever was 
notified during the week. 
= In the week ended March 24, 1 case of typhus ae 
was notified at Liverpool port health district. 

The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on April 4 was 1195. ‘During the 


previous week the following cases were admitted : scarlet fever, 33 ; 
diphtheria, 27; measles, 184; whooping-cough, 2. 


Deaths.—In- 126 eat towns there were no deaths | 


from enteric fever, 1 (0) from scarlet fever, 15 (3) from 
measles, 6 (0) from whooping-cough, 5 (0) from diph- 
i theria, 16 (5) from diarrhcea and enteritis under two 
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DENIS JOSEPH COFFEY 
MB RUI, DSC, LLD “ate 
Dr. ‘Denis Coffey, former president of University 
College, Dublin, and vice-chancellor of -the National 
University of Ireland, died on April 3 in his 80th year. 
Born in Tralee, he went early to the local school, 


~ where his remarkable industry and capacity for absorbing 


polymorphous knowledge marked him for future 
distinction. In entering the now defunct Royal 
University of Ireland he,received the highest possible 


marks, and sin 1887 he took his MA with first-class . 


honours—the litteræ humaniores being his relaxation 
after many hours in biological laboratory or dissecting- 
room. In his career as a medical student he had but 
one rival, the late Dr. Edmond McWeeney, first of Irish 
bacteriologists. l . a 
During his early years of medicine in the old ram- 
shackle Catholic University Medical School in Crow 
Street, Coffey’s talents and personality won the confid- 
ence and affection of George Sigerson, who induced him 
to specialise in biology and at whose house he met the 
cream of literary Ireland. In those days there was little 
interest in biology in Dublin, but it awakened a) new 
enthusiasm in. Coffey, whose transition to physiology 
was speedy. Studying abroad, he was the pupil of His 
in Leipzig, and Ramon y Cajal in Madrid. In 1898 he 
succeeded Coppinger in the chair of physiology, but in 
1908, to the regret of many of his friends, he gave it up 
for the presidency of University College and ‘the vice- 
chancellorship of the new National University of 
Ireland. From 1921 he represented the National 
University on the General Medical Council, and he was 
president of the Medical Registration Council for Ireland 
In 1933 the French Government 


Pius XI conferred upon him the title of Knight Grand 
Cross of Saint Sylvester.. The Royal University had 
made him a fellow, and he received honorary degrees 
ayes Trinity College, Dublin, and Queen’s University, 
elfast. ! Te 


.. T. W. T. D. writes :— ` | 


‘* Coffey was one of the makers of modern Ireland. In the 
fifty years of his active life he had unequalled opportunities 
of influencing three generations of young men who came to 
study physiology in the medical school between 1890 and 
1908 or later in the president’s room in University College. 
His outstanding characteristic was a deep personal interest 
in men and women. He never forgot a name, and held in 
his mind the personal histories and relationships of many 
thousands of former students. He would spend hours 
advising and encouraging any one of them with a tireless 
patience which took no account of time or of the pressure of 
other work. In University College the President was every- 
one’s sure friend ; in Cecilia Street in the early days he was 
the ‘student’s professor.” His range of exact knowledge 
was quite exceptional. From study abroad, he came home 
to found a physiology school which, under one of his students, 
Prof. J. M. O’Connor, has developed into an active research 
‘centre. | 

“ But Coffey did not limit himself to physiology. He was. 
widely read in many branches of human knowledge, parti- 
cularly history, archwology, architecture and painting. His 
knowledge of university education was encyclopedic, and he 
had a rare faculty of recalling all relevant information without 
reference to. works or! records. His prodigious memory 
served him well, but it led him to neglect the devices which 
most of us need in the day-to-day routine of administratjon. 
Since he was always ready to say what had been done before 
and what should be done in the future, his long presidency 
involved him in an immense burden of detailed administra- 


tion.’ In some ways this was a pity, but it is probable that , 


no other man and no other method could have steered the 
college successfully through the very difficult period of its 
early growth. His life-work was University College. He had 
much to do with its creation, and his opinion weighed heavily 
in the choice of every member of the staff. The success of 
the college in the future will be the measure of his fame. 

“ But to those of us who grew up under his shadow, it is 


the memory ‘of his strongly marked personality which, more , 
~ than anything else, will remain as his legacy. A Kerryman, 


„extra 24 pints of li 


he was a strong man who eschewed heavy-handed methods, - 


He always knew what he wanted, and he never wanted the 
impossible. If he could not attain his end in one way, he 
patiently tried another, and only in the last resort would he 


consent to force an issue. He was never intolerant of other _ 


views, but he rarely changed his own, which were formed 


independently of current fashions or old prejudices. Quite - 


unmoved by the rapidly changing ‘trends of public opinion, he 


was equally unimpressed by modern scientific cosmologies. © 


His calm, ironic commentary on the modern world was a 


- precious influence in our country during the last half century.” 
For writing Dr. Coffey found little time, and a few ` 


papers on biological and physiological subjects are all 
his published contributions to medicine. As a con- 
versationalist, however, he was of the first order, and 
he was a good linguist. His philosophy was based on 
his religion, which was deeply, if unemotionally, Catholic ; 
his generosity was notorious and often imposed upon. 
Politically, he was an excellent liaison officer between 
Ireland and England. As a youth, his sympathies were 
revolutionary ; his anger was aroused by the stupidity 
of the absentee landlord of the ’80’s. But his attitude 


towards England changed, and during both world wars 


he was passionately Francophile and pro-Ally. 
Mrs. Coffey, much his junior, survives him with a 


A 


. daughter and two sons. . t 


GUSTAV ASCHAFFENBURG \ 
MD | 


Dr. Aschaffenburg, whose death at the age of 78 is 
reported from Baltimore, had been for 30 years pro- 
fessor of psychiatry at the medical school and university 
of Cologne. One of the many prominent pupils of 
Kraepelin, he will be mainly remembered for his pioneer’ 
work on the psychology and sociology of crime. In his 
book Das Verbrechen und seine Bekämpfung published 
in 1903, he was the first to apply psychological and 
psychiatric interpretation to criminal statistics. He 
founded and edited a journal (Zeitschrift fiir Kriminal- 


psychologie und Strafrechtsreform) with the object of 


advancing penal reform based on the delinquent’s mental 


condition and of promoting betterment and re-education. 
He was con- | 


rather then retaliation in criminal justice. 
sulted: by many governments when drawing up a modern 
criminal] code or reforming their prison services. More- 
over, Aschaffenburg was a prolific author in many 
branches of psychiatry and the editor of the first German 
system of psychiatry in 20 volumes. A vigorous worker, 
humane, progressive, and cultured, he could not stand 
the oppressive atmosphere of the Third Reich and 
emigrated in 1938 to the United States, where he was 
hospitably received and much honoured. ; 


ey 


_ Srmoran Foop ALLowaNnozs.—The Ministry of Food has 


madé the following changes in its arrangements for grant- 
ing special allowances to invalids and persons needing special 
diets : 


In future children holding the greén ration book RB2, who 


qualify for extra milk under classes I and 11 of the schedule of condi- ` 
tions set out in the Ministry’s booklet MED.2 will receive a total - 


weekly supply of 14 pints of liquid 


Mothérs ‘of children under twelve months who are partly breast-: 


feeding their infants and have surrendered the infant’s liquid milk 
allowance in order to obtain National Dried » may receive an 
3 quic milk a week for their own consumption on 
submission to the local food office of a medical certificate. , The 
grant will be made for four weeks only and will not be renewable. 
Patients with diabetic ketosis will, in future, be granted three 
sugar rations a week on the same lines as diabetics with.other 
intercurrent illnesses. The meat, fats, cheese, and bacon rations 
will be cancelled during the period when extra sugar is allowed. 
This arrangement will be made for one week upon submission of a 
medical certificate at the food office and will be renewable on sub- 
mission of further weekly certificatcs. , 7 
` Cases of ileostomy will in future be allowed one extra soap ration 
a week under class Ira of the schedule of conditions (MED.2) qualify- 
ing for extra allowances of soap. 


Emprmn RHEUMATISM CouNcIL.— From Dr. -Ralph 
Pemberton, president of the Pan-American League against 
Rheumatism, Lord Horder has received a letter congratulating 
the Empire Rheumatism Council on the decision of the 


British Government to include in their post-war health © 


policy adequate provision for the treatment of rheumatic 
sufferers. Dr. Pemberton. comments “this will influenc 
thought everywhere.’* . ` 


‘ 
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© Notes and News 


VISION IN INDUSTRY à , 


' Tum Association of Industrial Medical Officers met at the 
London School of Hygiene on March 24 to discuss ophthalmo- 
logical problems and visual standards in industry. Dr. W. 
Jeaffreson Lloyd ,maintained that industry has not given 
sufficient čonsideration to lighting, and that legislation in 
this matter has not been bold enough. Even. where there is 
good lighting, it is allowed to become inefficient. He believed 
that eye protection is largely a matter for the safety officer. 
Eye accidents, in his experience, seem to occur in‘batches and 
not continuously. To what extent, he asked, should the 
nurse deal with.foreign bodies in the eye ? Should there be 
a factory eye service? _ a 

‘Mr. Joseph Minton, FRCS, said there is no unified accepted 
system of visual standards in industry and no universal 
practice ‘of examining new entrants. 
_ examination of all workers would result in the creation of a 
huge pool of physically unfit requiring some form of direction. 
He hoped that in future.the direction of workers into jobs for 
which they are physically best fitted will be combined with 
the training of the physically handicapped. Examining 
surgeons should be given instructions as to visual standards 
required in the various branches of industry. People with 
all grades of vision and even the totally blind can be employed 
in modern industry. He showed a chart of visual standards 
and suggested grading the workers into five visual groups ; 
he then explained the type of work suitable for each visual 
group. Workers engaged in close work require’the examina- 
tion of ocular muscle balance and binocular vision. Myopes 
with good vision in each eye are fit to do close work (clerical, 
&c.), and there was no evidence that close work has any effect 
onthe rate of increase of myopia. One-eyed workers can be 
employed in most jobs, but the safety of the good eye should 
always be ensured. o S 

Mr. T. C. Summers, Frcs, remarked on the Jarge number of 
people with astigmatism. In his industrial experience, every 
type of eye disease has been discovered on routine examina- 
tion. He emphasised that the best first-aid treatment for 
glaucoma is to do nothing except refer the patient immedi- 
ately to an ophthalmic surgeon. He strongly condemned the 
use of a spud for removing a foreign body from the eye. 

He finds that hypopyon ulcer sometimes occurs after a foreign 
body. Penicillin has no effect on this condition, which, 
however, quickly clears up after the intravenous administra- 
tion of 500 units of vitamin C. There is a danger that an 
intra-ocular foreign’ body may be missed ‘unless an’ X-ray 
film is taken. High myopes should not be put on heavy 
jobs, since there is a danger of detachment of the retina. In 
his opinion lighting and colour schemes in factories are 
questions for the physiologist and physicist. - BOS 


Royal College of Surgeons of England 

At a meeting of the council of the college on April 12, with 
Sir Alfred Webb-Johnson, the president, in the chair, Dr. H. 
Guy Dain and Prof. Harry Stobie were elected fellows under 
the charter which permits the council to elect annually to the 
fellowship two members of twenty years’ standing. Mr. 
'- Ri P. Scott Mason was elected. a member of the court of 
examiners for three years. Mr. Eardley Holland was 
re-elected the representative on the Central Midwives Board 
and Air Vice-Marshal Geoffrey L. Keynes was nominated for 
reappointment as an external examiner in surgery for the 
Faculty of Radiologists. o A 

The Jacksonian prize for 1944 was awarded to Lieut.- 
Colonel Kenneth Starr for his essay on the causation and 
treatment of delayed union of fractures of the long bones. 
The subject for the prize for 1946 will be traumatic aneurysm. 
Mrs. Lilian Lindsay, tps, librarian of the British Dental 
Association, was awarded the John Tomes prize for 1942-44 
for her research work in the bibliography of dental science. 
The first award of the Begley prize was made to P. C. 
Conlon of the London Hospital. ! 

It was decided to institute two annual courses of lectures 
on surgery beginning this autumn. Lecturers will be selected 
by invitation. Fellows and members of the College will be 
admitted free, but there will be an admission fee of two 
guineas for others for each course of 12 lectures. 

The council confirmed its previous intention to grant a 
higher diploma in dental surgery which will be subject to 
obtaining power to revise the charters. It is proposed to 
entitle the diploma fellowship in dental surgery. 7 


1 


A complete medical 


_ Royal Institution of Great Britain 


Diplomas of membership were granted to W. McC. Ander- 
son, D. J. Atherton, and R. S. Jones. Diplomas in child 


health were granted jointly’ with the Royal College of 


Physicians to the following :— 


` Gwladys V. S. Aldridge, Florence H. Auckland, Annie C. Brown, 
E. A. Cachia, Marjorie E. Claye, Kathleen M. Corbett, P. D. A. 
Durham, P. G. Finch, J. H. Gibson, H. McO. Giles, D. B. Jelliffe, : 
Emmanuel Kost, Josephine M. Lord, Kathleen M. Miller, Dorothea 


_ B. I. Montgomerie, Moira K. E. Reaney, D. C. Thursby-Pelham, 


and Emanuel Tuckman. 

Scientific Film Association $ o * 
At 1, Wimpole Street, London, W1, on Wednesday, April 

25, at 5.30 PM, and at 8 pm the following films will be shown: 


A Cautionary Tale about Sepsis, A B O D of Health, The 


Treatment of Bronchiectasis in Childhood, and The New Lot. 


_Tickets may: be had from the hon. secretary of the medical 


committee, Dr. S. J. Reynolds, 14, Hopton Road, SW16. 


Association for Scientific Photography | 

The association has formed a medical group, which will 
hold its first meeting on Wednesday, April 25, at 6 PM, at 
BMA House, Tavistock Square , London,’ WCl, when 
Flight-Lieutenant H. Mandiwall, mB, will speak on visual 
education in medicine. The group may be addressed at. 
Tavistock House North, Tavistock Square, WCl. 


British Council Visitor i 


Sir Howard Florey, rrs, has left for Sweden, where at the 
invitation of the Swedish Medical Society he is to lecture in 


` Stockholm ,and other cities on penicillin. . He will also. visit . 


Finland. — 


‘ 


On April 27, at 5 pm, Prof. P. A. Buxton, FRS, will deliver 
the Friday evening discourse on the natural history of scrab 
typhus. Other discourses include Prof. H. D. Kay, Frs, the 
secretion of milk (May 18), and Lord Moran, courage and 
fear (June 8). | E ' 


Po 


"Appointments | l 
BARCLAY, R. C., MB CAMB. : RSO, Radcliffe Infirmary, Oxford. 
CHRISTIE: ELIZABETH N., MB GLASG., DPH: Child Welfare MO for 
asgow. ; . , ' 
McKELVIE, ALASDAIR, MB EDIN.: MO, Nigeria. x l 
Ross, K. A., MB ABERD. : outpatient surgical registrar, Hospital for 
Sick Children, Great Ormond Street, London. - 
Topp, I. P., Mp: RSO, Hospital for Sick Children, Great Ormond 
Street, London. f i 


VICKERS, A. A., MB LOND., DMR: asst. radiologist, Glasgow Royal | f 


mary. . 


Births, Marriages, and 


ee a ee 


ee 


BIRTHS 


-ADDISON.—On April 5, the wife of Major G. M. Addison, RAMC, of | 


Westgate-on-Sea—a daughter. ` : 
CoomsBs.—On April 10, the wife of Dr. C. J. F. Coombs, of Perran- 
_ar-Worthal, Cornwall—a daughter 
FawkKes.—On April 1, at Secunderabad, the wife of Captain M. A, 
FAWKES, IMS—&s0n. ~ , . 
HALL.—On April 7, at Birmingham, the wife of. Lieut.-Colonel G. 8. 
- Hall, RAMC—a son. ! 
HAMBLY.—On April 8, at Seer Green, the wife of Mr. Edmund 
Hambly, FRCS—a son. oe, - 
JONES.—On April 6, at Liverpool, the wife of Captain W.. J. 
Jones, RAMC-——a son. k : 
MacFi£.—On April 7, at: Wokingham, Berks, the wife of Dr. W. G.T. 
Macfic—a daughter. ; i , i 
MARRIAGES , 
FREER—HAYWARD.—On April 4, Anthony C. G. Freer, surgeon 
| lieutenant RNVR, to third officer Freda Hayward, WRNS. ; 
Macrar—Rvsson.—On April 12, at Dudley, John Oliver Farquhar _ 
Macrae to Jean Fellows Russon 


- TOBERT—-NOSKWITH.—On April 10, at Nottingham, Gerald Tobert 


to Alexandra Noskwith, MB. 


l DEATHS , 7 

Brrpwoop.—On April 14, at Walmer, Kent, Gordon Travers 
Birdwood, MA, MD CAMB., DPH, lieut.-colonel IMS retd., 
aged 78. : 

DENNING.—On April 13, at Epping, Essex, Charles Ernest Denning, 
LRCPI, aged 86. 

MACKIE.—On April 10, George Mackie, MB ABERD., of Wellington, 
Salop, aged 75. + ; : 

MUECKE.—On April 13, in London, Francis Frederick Muecke, 
CBE, FRCS. 

Morphy.—On April 11, in London, Ellen Theodora, widow of Sir 
Shirley Murphy, FRCS, formerly medical officer of health for 
the County of London, aged 87: . i 

RoBERTS.—On April 6, at Purley, Edward Augustus Roberts, MD ` 
LOND., formerly of Lowndes Street, SW1, aged 82. 

SHEPHEARD.—On April 12, at North Walsham, Norfolk, John 
Shepheard, BA CAMB., MRCS., aged 78. aY 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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ORDER AND DISORDER IN THE - 
`. LARGE INTESTINE * . ; 
= T Le Harpy, MD, FROP a 
HON. PHYSICIAN TO BIRMINGHAM UNITED HOSPITAL > 
.. My intention in these lectures is to give some account 


‘ 


` of the normal and abnormal activities of the large bowel 


and such disorders as. may be held to depend on distutrb- _ 


ance of function. I shall devote the first. lecture to 
certain aspects of the normal mechanism and to functional 
pathology, and the second to colon neurosis and ulcera- 
tive colitis considered mainly from the standpoint of 
setiology. — - | | | 
| . : NORMAL MECHANISM = 

The large intestine, or that part of the alimentary 
tract which lies beyond the ileocolic sphincter, comprises 


the cecum and appendix, the colon, rectum, and anal 


` 


canal. It follows the general, design of the alimentary 
tract but has itsiown special characteristics of form and” 
function and the departures from them which constitute 
its disorders. ,In using the word ‘f normal,” one. recog- 
nises the ‘wide scope of individual variation within the 
meaning of the term; variation somewhat tardily - 
recognised and imposing caution on those who would 
attempt to define the abnormal too narrowly. . The 
history of coldn disorders has been neither happy for 


the colon nor creditable to those who have exploited ite — 


misfortunes. A voluminous literature testifies to that . 
common human failing of trying to run before acquiring 
the more fundamental] art of walking. In comparison 
the literature of normal colon function is sparse, the known 
facts are/few, and their interpretation difficult, but untif 
we have a sound knowledge of normal physiology on 
which to build, disorder becomes a field for speculation, 
unhappily too often profitable, and progress must in- 
evitably be slow. The chief purpose of the large intes-: 
tine is the formation, transport, and evacuation of the. 
feces, and this involves the functions of motility, water 
absorption, and mucys secretion, each of which will he 
considered in some detail. 7 

The phylogenetic development of the colon has been 
determined by the nutritional requirements of the 
species, and morphologically the human . colon lies 
somewhere between that of the carnivora with a short 
straight type of colon and. rudimentary cæcum, and the 
long saccylated ‘colon with capacious caecum of vegetable 
feeders. Specially noteworthy in the human colon. 
as compared with other parts of the alimentary tract 
are its capacity and distensibility, the length of time it 
retains its contents, and the special arrangement of its 
musculature. The distribution of the longitudinal 
muscular: coat into tenis coli is an interesting and 
important feature of large intestine structure in man and_ 
certain other mammals. Being somewhat shorter than 
the. rest of the colon, the tæniæ produce the familiar — 
anatomical saccules, which, supplemented by the folds 


of the mucous membrane, provide an increased surface . 


‘contents. | 


for absorption. — _ bat . 

The mobility of the large intestine is considerahle, 
particularly that of the transverse and pelvic colons, 
whose mesenteries permit a very wide range of move- 
ment. cæcum, ascending colon, and hepatic flexure 
also ` possess ‘mobility to a considerable degree, the 
splenic flexure, descending colon, and rectum being 


relatively fixed. ,Barclay (1933) has always.emphasised 


the essentially floating character of the intestines which 


may show great variation in positioh in ‘response to 


posture, respiration, gas ‘distension, and particularly: to 
alterations in tone during the passage of the intestinal . 
= The recent history of the physiology of the intestinal 
movements in man is in large measure the history of the 
development of radiological technique and its application 
to the alimentary tract. This period is associated 


especially with the ‘names of Cannon and Hurst, whose 


numerous and original observations in physiology, 
medicine, and radiology have laid the foundations of 
our present knowledge. One must recognise that the 
motor Function of the colon is still very incompletely 


understood, due in part no doubt to technical difficulties 
è The Croonian lectures for 1944, delivered at the Royal College of - 


Physicians of London. The second lecture will appearnext week. 
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.remarkable range of movement. 


` in the study of the movements peculiar to the large 
intestine and also to a tardy appreciation and acceptance 


of normal variation. It is chastening to reflect that it 
has taken nearly forty years for the wave of enthusiasm - 
which produced the kinks, ptoses, hyper- and hypo- 


' mobilities, fixations, and redundancfes, with the many 


ingenious methods for their repair, to exhaust itself in 
the ultimate realisation that most of these were but 


variations of the normal and compatible with good health. | 


' ~ Filling. and Emptying of the Colon .. 
The filling of the terminal ileum begins from 35 
minutes to 5 hours after the oral ingestion of barium, 
and its rate of progress through the Hedcolic sphincter is 
proportional to the rate of gastric emptying. According © 
to Oppenheimer (1940) the terminal ileum is emptied — 
by a tonic stripping contraction, a modified mass 
movement, which starts some 12 cm. from the sphincter 
and forces its. contents into the. cecum under pressure 
in from 10 to 20 seconds. The movement occurs at 
intervals of 3 to 15 minutes as long as food remains in the 
stomach, being under the control of :the gastro-ileal ` 
reflex of Hurst. The cecum prepares for the ileal con- 
tents by what has been described by Cannon, (1911) and 
Lyman (1913).as reciprocal relaxation, an absence of all 
movement and of haustral segmentation. .The cecum, 
ascending and transverse colons fill slowly and to a large 
extent passively by methods which are at present obscure. 
No sudden change of picture is observed and/‘no reliable 
observations. of peristalsis and anti-peristalsis have 
been recorded, the general appearance over long periods - 
being that of. an impressive immobility.: Oppenheimer 
(1941) has described the course of events as follows : 
the caecum relaxes to meet the ileal stream, its shadow 
enlarging and descending sometimes as much as 15 ¢m. ; 
thereafter the tone gradually increases, the cecum 
narrows and. rises somewhat, and its contents are pro- 
pelled onwards to the ascending and transverse colon, 
a phase lasting 4-24 hours. In a similar manner the 
transverse colon fills, irregularly at first, and as it fills 
comes to occupy a lower position. Full relaxation and 
‘haustration of the trarsverse colon is attained 4-15 
hours after its filling begins. A ae | 

I have recently studied, with' the assistance of Dr: 
Cecil Teall, colon function in a series of healthy medical 
students, male and female,’! with normal bowel’ habits, 
Films were taken in the upright position every:2 hours 
over a 12-hour period and at a varying time after a 
standard meal of 4 oz. of barium: sulphate in 6 oz. of 
water. The object was to see if, by taking frequent 
films, some common mechanism of colon filling could’ be - 
discerned. Without going into details; the results, 
while confirming Oppenheimer’s general conclusions, 
suggest that the process of colon filling is haphazard, 
showing neither rhythm nor reason, and with almost as 
many variations as there were individuals. The rate 


of filling, the mode of filling, the haustral formation and 


rate of passage, showed extreme variations and an entire 
absence of any ‘recognisable mechanism or uniform 
pattern. The transverse colon, too, Showed at times a 
One can only conclude 
that colon filling depends partly on the force of contrac- 
tion of the terminal ileum and partly on the tone of the 
‘cecum: and ascending colon with perhaps some other 
mechanism: hitherto unrecognised. rr se eee 


\ HAUSTRATION 


` Haustration begins to appear -soon after the ileal. 
contents enter the czecum and is seen at its best in the 
familiar appearance of the transverse colon when well 
filed with barium meal or barium enema. Serial 


photographs taken at intervals of a few seconds by several 


observers (Hess Thaysen 1916, Spriggs 1930, Hurst 1935a) 
have shown that very: slow movements and alterations’ 


‘in the shape and position of the haustra are constantly 
taking 


place. These have no propulsive value‘and serve 
to mix the colon contents and ‘aid in water absorption. 
Some uncertainty exists as ta the mode of formation of 


‘the haustra. The word is derived from the Latin, haustrum, 


meaning an instrument for drawing water, the appearance 


_of the haustrated colon being like the ancient string of` - 


buckets for drawing water from a well. According to Hurst 
(1935a) the haustra do not correspond to the anatomical 
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saccules as àt one time. thought but represent phases 
in the constant movements of the mucous membrane 


produced by -contraction of the muscularis mucòsæ, - 


as originally suggested by Fòrsell. There are, however, 

difficulties in accepting this as the correct ‘explanation of 

events. The one gical appearance of the colon when 
S 


--ment he described the haustral segments as disappearing 


~ the teenie coli, an increase in sacculation brought about ` 


‘and later reappearing suddenly along the observed 
A similar rapid appearance of haustra _ 
is a normal phenomenon during the flow of a barium. 
_enema and does not suggest movements of mucous folds. 


segment of bowel. 


A more usual, and an older explanation, is that the 


' ‘teenie: shorten. and force the circular muscle coat into 


folds, concertina-like, thus causing the ċlefts and haustra. 
But it would be impossible on this assumption to explain 
the extreme degree of. haustration often seen in. the 
transverse colon when its loop is at its lowest point and 


the teenie therefore lengthened rather than shortened. 


Hess Thaysen (1916) regarded the formation of the 
haustra as due to contraction of the circular muscle coat 
and as quite independent of the tzniz. . Lineback (1925) 
suggested, as a result of X-ray studies and microdissec- 
tions, that the teeniz play an important part in permitting 
free play to' the movements of the transverse colon by 
alterations in tonus, and also act as fixed cables to 
which the bundles of circular fibres are intimately 
attached and against which they contract to form the 
clefts and haustra. The trefoil: appearance ‘of the 
haustra which may be seen radiologically under favour- 
able conditions of filling is further evidence of the part 


played’ by the longitudinal bands in their formation. 


During abdominal qperations carried out under spinal 
anesthesia it is possible to observe these functions of 


by shortening, and an attempt at haustration in the 
empty bowel by the contraction of the cir¢ular muscle- 
fibres against them. Similar appearances have also 
been seen in the colons of animals observed through an 


experimental abdominal window (von Bergmann 1932).' 


The ‘evidence then suggests that, while the contraction 


‘of the muscularis mucosæ and the fluid content of tbe 


folds may play some part in shaping colon contours, the 


* clefts and haustra are the results of active contraction 


. of the circular muscle coat and serve the function of 
It would. 


mixing and kneading the bowel contents. 
save confusion if the words ‘ saccule.”’ and “ saccula- 
tion ’’ were reserved for the anatomical divisions of the 
colon brought about by contraction of the longitudinal 
bands, while ‘‘ haustra ” and ‘‘ haustration ’’ denoted a 


- physiological function concerned with movement, similar 
_.to the segmenting movements of the small intestine. 


` the descending colon true haustration is rarely seen 


its true outline. 


described it. 


_cseco-colic junction. 


unless the contents are fluid, as in a barium enema. 

Hurst (1935a) has pointed out that the divided shadows 
usually seen here are rows of barium-containing scybala, 
which do not fill the lumen and so give no picture of 


7 


, MASS MOVEMENT 


The slow and disorderly progress of colon filling is 
interrupted by the dramatic events of the mass move- 
ment first described by Holtznecht (1909) and in this 
country by Barclay (1912). It was fully studied by 
Hurst (1919), who showed its dependence on the entry of 
food into the stomach—the gastro-colic reflex. The 
mass -movement is now everywhere regarded as the 


` normal and probably the only type of systole of the 


colon, despite the fact that comparatively few people 
have observed it, a well-deserved tribute to the authori- 
tative studies and narrative powers of those who first 
With the onset of the movement haustration 
disappears and the transverse colon becomes shortened, 
stretched, and ribbon-like. The site of the initial con- 
striction, or poimt d’appui, varies. It may occur 

anywhere in the colon, though most commonly it is just 
distal to the hepatic flexure, less commonly in the upper 
part of the ascending colon, and exceptionally at the 
From this point the contraction 
strips the entire contents of the colon into the descending 
and pelvic colons within a few seconds, the whole move- 


trated gives the impression of a ` 
degree of contraction much more powerful than one would 
. expect from the thin sheet of muscularis mucosze. In 


= colons may occupy. ` 
Holtznecht’s (1909) original account of the mass move- 


_ the basis of our knowledge. 


Iin 


ment being without subjective sensation of any kind 
whatever. . 

. To summarise : the’ movements: of the colon appear 
to consist of a slow and irregular diastolic filling, inter- 
rupted two or three times a day by a very rapid and 
powerful systole. The phase of diastole is conspicuous 
for individual variations, not only in duration but in 
the position which the cecum, . transverse, and pelvic 
This phase is associated also with 
the formation of the clefts and haustra which subserve 
the purpose of mixing. l 


Defecation Go 

The movements and pri function of the TAA 
intestine are completed by the act of defæcation. The 
original observations of Hurst (1907, 1911, 1919) remain 
In most people the rectum 
is empty until just before defecation.. The urge to 
defecate follows distension of the rectum with fæces 
from a mass movement which may empty the pelvic 
colon only; or, more commonly perhaps, the colon from 


the splenic flexure downwards. The: act consists of . 


strong contractions of the rectum and colon associated 
with relaxation of the anal sphincters. It is supported 
and reinforced by an increase in intra-abdominal pressure 
brought about by fixation of the diaphragm in the posi- 
tion of full inspiration, and of the pelvic floor by the 
levator. ani, which also draws the anal canal upwards 
over the fecal mass. The passage of fæces through the 
canal acts as a further stimulus’ augmenting rectal 
contraction and relaxation Of the sphincters. 

A reflex nervous mechanism through the agency of the 
pelvic nerves with a céntre in' sacral segments of the 
cord was described by Garry (1984). Denny Brown and 
Robertson (1935) observed an automatic, though some- 
what ineffective, defeecation in cases in which the sacral 
innervation of the rectum and anal canal was destroyed: 
by disease. If, however, the sacral segments were 


. intact the rectal contraction had a more progressive 


character and a greater fusion with consequently a more 
massive and complete response. This automatic de- 
feecation was only fully effective in the case of fluid 
contents, a result which Hurst (1935) has attributed to 
the lack of appropriate abdominal contraction owing to 
a defective appreciation of rectal distension in these 


nervous lesions. 


This is the merest outline. of. a most important mechan- 
ism but it must suffice. The prompt and proper per- 
formance of defæcation is essential for the uttegrity of 


the alimentary tract and its failure is the commonest 


cause ‘of constipation, especially at each end of life; in 
the young due to faulty training and neglect, in the 
elderly to a diminished sense of desire and to weakness 
of the musculature leading occasionally to focala ipag 
tion, especially after a barium meal. 


Nervous Control 


The extent and manner of the nervous control of the 
colon are still obscure, though it is generally agreed that 
the distal colon and rectum are more intimately under 
the control of the central nervous system than other 

ts. Garry (1934) has emphasised the caution 
necessary in interpreting results obtained under experi- 
mental conditions in the light of the normal function of 
the intact animal, and the even greater caution necessary 
in transferring these results to man. ` There is no room 
for dogma here; at most some tentative deductions. 

The large bowel possesses a considerable degree of 
autonomy,-probably’ more in evidence in the proximal 
colon and perhaps responsible for the haustral segmenta- 
tions. The tone and mass movements, on the other hand, 
though carried out through local reflexes, the myenteric 


reflexes of: Cannon, are clearly much influenced by 


extrinsic factors through the sympathetic and para- 
sympathétic nervous systems. It seems to be no longer 
correct to speak of an antagonism between these two 
sets of fibres except in a very limited sense. Garry 
(1934) even suggested that the use of the terms sym- 
pathetic and parasympathetic was unwise in ‘the state 
of uncertainty as to their true functions, and advocated 
the morphological terms, thoracicolumbar and sacral. 
Sympathetic effects-are in general inhibitory in charac- 
ter and diffuse in distribution, though conflicting results 
have been obtained by various workers on stimulation | 


J 
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of. the thoracicolumbar. outflow, results which may be 


affected -by the initial tone of the gut walls—inhibition . 


if the tone is-high, contraction if low. It must be ad- 


mitted, too, that much brilliant surgery on the thoracico- : 


lumbar: outflow, designed to remove inhibitory control, 


has: been. disappointing, judged.on a long-term view of. 
The exclusion of all thoracico- 


the results on the colon. 
umbarim pulsesin cats by Cannon and his co-workers(1911) 
led to nothing-abnormal in the activities of the digestive 
‘canal, and Cannon (1929) considers that the sympathetic 
is called into action in emergency only—by such states 
as fear, pain, hemorrhage, infection, dehydration, and 
hypoglycemia. Garry (1934) pertinently asks whether 
the interference of an acute experiment is not such an 
emergency, thus accounting for the lack of permanency 
‘in some of the results, ` Eo arte l ` 
The distribution of the vagus to the colon is uncertain 
and the effects of section obscure. . On the other hand, 


the effects of stimulation of the sacral division of the 


autonomic system .which supply the distant colon and 
-rectum .are well-established—namely, contraction of 
the bowel with relaxation of the anal sphincter, increased 
vascularity, and the secretion of mucus. £ 
(1929). pointed out, distension is, the common stimulus 
for bringing the. sacral division into activity,:and its 
main concern appears to be.the emptying of hollow. 
viscera which undergo periodical filling. Great emotion, 
such as is accompanied by nervous discharges through the 
sympathetic division, may also be accompanied. by dis- 
charges through the sacral fibres. 
colon irritability—muicous colic and emotional diarrhea, 
for example—are of this type, and the involuntary 
voiding of the bladder and lower bowel in times of severe 
mental stress is well known. The work of Wolf and 
Wolff, to be referred to later, exemplifies thé profound 
éffect of psychical stimuli in the field of vagus control. 
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pase 8 = Absorption. and Secretion - 


The conversion of the fluid chyme into normal feces — 


involves the absorption of about 500 c.cm. of water daily, 
derived chiefly from the secretions of the small intestine. 
approximately 90% water, the feces 60-80%. The 
absorption of water can take place anywhere in the 
large- intestine but does so chiefly in the cecum and 
ascending colon, where the contents remain longest. 
The process is completed in the pelvic colon. There is 
evidence, too, that the colon plays a part in the absorp- 
tion of sodium and chloride. Welch and his colleagues 


(1936) examined the contentsfrom an ileostomy performed . 


on a young woman, healthy except for congenital poly- 


posis of the colon, and fvund considerable excess of- 


sodium and chloride over that present in the normal 
feces. They suggested that one of the colon’s main 
functions was the conservation of total electrolyte and 
fluid in the body. Though not normally an important 


- mechanism, it may ‘become so when loss of fluid has 


occurred to the point of dehydration. If under such 
conditions. as, for example, in ulcerative colitis the 


operation of ileostomy or right-sided colostomy has to | 


be performed, the maintenance of an adequate fluid and 
mineral intake by other channels becomes imperative. 


SECRETION AND FUNCTION OF MUCUS z 

The colon is richly supplied with goblet cells which 
secrete mucus, one of the most remarkable of the body, 
fluids with an importance which has not, I think, been 
fully appreciated; there are even those who would 
still wilfully and wantonly wash it away. Little was 
known of its secretion and properties until the work of 
Florey, culminating in an important paper by Wright 
and Florey (1938), in which they were able to bring 
experimental corroboration to the view long held ‘by 
clinicians that certain colon disorders' were associated 
with over-activity of muscle and abnormal stimulus of 
nerve-supply. They showed that muscular contraction, 
increased_ vascularity, and mucus secretion were the 
invariable response‘ td stimulation of the nervi erigentes 
in the cat, whether the stimulus was applied direct, 
through the agency of cholinergic drugs, or by the 
reflex stimulation of the cut end of one nerve, the other 
heing intact. Stimulation of the sympathetic nerves 
eaused opposite effects—relaxation of the gut and 


As Cannon ` 


Certain forms of ` 


Chyme, as it passes the ileocolic, sphincter, contains — 


contraction of blood-vessels—and did not ‘excite any 
secretion. , . fem os : o E 
~Mucus is a protective. seoretion in.a very complete 
sense. It is poured out readily in response to irritation 
and protects the mucous membrane from direct injury. 
It dilutes irritants and interferes with the diffusion of 
substances from its surface to cell lumen, or may delay,- 
_ it sufficiently for evacuation to take place before injury 
is effected. In an‘earlier paper Florey (1983) had also 


observed a cleansing property of mucus, particles brought . 


- into contact with it by movements of the muscularis 
mucose being subsequently rolled into small masses and 
passed' down the bowel.. In the case of. bacteria the 
protection, though clearly far,from perfect, may. play a 

` considerable rôle in preventing access to the mucosa of 
pathogenic organisms. Florey (1938) also drew atten- 

, tion.to the importance of bicarbonate in the colon secre- 
tion, attributing to this the neutral reaction found on the’ 
surface of solid feeces though the central part might have 

_ a. pH as low as 4:8. He suggested that the. secretion 
protected the mucous membrane from ‘irritation by 
acids formed as a result of the fermentation of cellulose. 

The protective value of mucus has received striking | 
demonstration in the well-known and remarkable work 
of Wolf and Wolff (1942), who, in a long series' of studies | 
on their patient Tom, a man witha gastric fistula from 
childhood, have made notable contributions to the 

| physiology and pathology: of the stomach under a large 

variety of conditions. Their work, while Jacking 
something of the romance attaching to Beaumont and | 

- St. Martin, is certainly not wanting.in drama, and may - 
well prove to be an equally important landmark in the 
history of gastro-enterology. Briefly, they showed 
that undue and prolonged acceleration of acid secretion 
in the stomach, however provoked—and one of their 
most effective methods was to induce prolonged anxiety 
and .resentment—resulted in hypersemia and engorge- 


ment of the mucous folds resembling so-called hyper- 


trophic gastritis. Under such conditions the mucosa 
was unusually susceptible to injury, the most trifling © 
traumata resulting in hemorrhages and small erosions. 
These usually healed readily under a protective layer 
of mucus, but if this was repeatedly removed by suction 
‘a chronic ulcer ultimately developed. | wa 
These observers (1943) state that the gastric juice is 
quite capable of attacking and digesting the’ mucous 
membrane of the stomach, but is prevented from gaining 
‘access by the insulating properties of alkaline mucus, 
which acts partly. physically and. partly by combining 
with the acid in its vicinity. So great is the degree of 
protection . that substances, such as‘ absolute alcohol, 
` which produce moderate erythema when applied to the 
skin, are ineffective in the stomach, while strong irritants 
such as mustard, hydrochloric acid, and sodium hydroxide, 
in sufficient strength’ to produce vesiculation when 
applied to the skin, cause no more thah a moderate 
hyperemia on a gastric mucosa with its normal covering 
of:mucus. . i m i i 
It is a reasonable assumption that the colonic mucosa 
will respond to\injury..by similar reactions,. not neces- 
sarily in degree but certainly in kind. As yet we have 
no/’direct evidence of the sort offered by Wolf and 
Wolff (1942) of the reaction of the human colon to pro- 
longed stimuli, especially of a psychic nature. The 
passage of mucus after severe purgation or irritation from 
long-continued douching is well known; . likewise the 
passage of mucus in, mucomembranous colic, or of 
blood and mucus, or even blood alone, in ulcerative 
colitis after severe psychic trauma is well authenticated. 
The normal activities of the rectum and pelvic colon 
can be observed with the sigmoidoscape, and on many 
occasions I have studied the appearances seen under 
a variety ‘of conditions in patients and in healthy. 
students. ‘Immediately after normal defecation there 
is seen a moderate increase in vascularity and in the size 
of the mucous folds of the upper rectum. The reaction 
_is intensified after a soap or glycerin enema, while in the 
few patients I have examined after a turpentine enema 
_ there has been pronounced congestion, great increase in 
the size of.the folds, and so much spasm that the lumen 
remained. closed and it was impossible to pass the instru- 
ment round the pelvirectal bend—a sufficient commen- 
tary on this old-fashioned and somewhat harsh pro- 
cedure. The appearances are similar to those recorded 
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by White and Jones (1938), who produced wrinkling, 
spasm, increased vascularity, and mucus secretion of the 
rectum in. a number of healthy students after the use 


of varigus irritants and cholinergic drugs applied locally - 


or taken by mouth. 

_Florey’s results from the stimulation of the nervi 
erigentes in cats have been noted. Larson (1933) shdwed 
that in dogs normal defecation was associated with an 
‘increase of mucus, and this was very greatly increased 
.. in ‘amount and duration after purgation, especially 
with castor oil. Lium and Porter (1939a), studying 
‘the etiology of ulcerative colitis in dogs, induced severe 
spasm in colon explants by mechanical injury and by 
the injection of cholinergic drugs... These resulted in an 
initial secretion of mucus which gave place to a watery 
fluid when the goblet cells became exhausted. Hyper- 
gmia, cedema,y and heemorrhages were cdommonly . 
‘ observed and ulceration in many instances. They also 
Observed (1939b) that in the human disease ulceration 


is most definite where the musculature is most powerful _ 


—that is, in the rectum: and along the course of the 
longitudinal bands—and they suggest that hypermotility 
and spasm are important factors in the production of 


ulcerative colitis in man. l CES 
. . It seems, therefore, that the colon may be capable of 
‘much self-injury by overaction, by exhaustion, and ex- 


pulsion of its normal mucus protection, and subsequent 


injury by feces. If with these observations in animals we | 


align those of Wolf and Wolff in man, we can discern a 
pattern of disorder, and even disease, emerging from a 
- normal mechanism which has been subject to protracted - 
and abnormal strain and ultimately deprived of its 
normal protection. | | 


- Functional Pathology 


The large intestine, then, takes care of thé formation, 
transport, and elimination of the fæces, and only in the - 
_ final phase—the call to stool and the voluntary effort 
during defeecation—is consciousness involved. FuJfilment 
of function, as defined by Evans (1935) is attained with 
the passage of a formed stool, preferably soft, without dis- 
comfort or undue effort and accompanied by a sense of 
completion and satisfaction ; and to the extent to which 
there is departure from this standard will it be judged 
disorderly. It is not, I think, an over-simplification to 
regard the disorders of the colon as of two main types— 
simple habitual constipation, symptomless or with some. 
added mental-disquiet ; and colon neurosis in which a 
functional disturbance of the. colon is associated with 
bowel] arrhythmia, various abdominal discomforts, and 
evidence of emotional instability inherited or acquired, 
in varying degree. 7 
: ? i \ 
CONSTIPATION 


Habitual constipation is colon disorder in its simplest 
form, and for some it is almost a normal condition and 
does little or no harm. Many are constipated but few 
suffer, and those few in mind rather than body, though 
somatic symptoms often follow. Habitual constipation 
in almost all cases has its origin in dyschezia and is the 
result of faulty training. Sound alimentary hygiene 
is a prerequisite for health, and much solicitude is being 
exercised today in matters of diet and standards of 
optimunr nutrition. Like forethought should be directed | 
towards proper methods for its excretion, and ‘there is 
scope for a much-improved bowel hygiene to take its 
place in any system of health education. Where there 
is so much room for diversity of opinion and none for 
dogma, I can but state my own opinions in these matters. 

The passage of barium and other test materials 
through the alimentary tract shows such individual 
variation as to make any definition based on a. time. 
factor quite unreliable. As Hurst (1919) stated, to have 

one action of the bowels a day is often regarded as the 
only normal condition, but it is really nothing ‘more 
than a question of convenience as it is found to suit the 
habits and diets of a majority ot the people. 
(1943) investigated the bowel habits of 1100 male Post 
Office employees between the ages of 14 and 63, and 
found that 6-3% had their bowels opened less often than 
once daily, 52-79 daily, and 41% more than once a day. 
His figures are substantially the same for various age- 
periods and appear to be unaffected by conditions 
of occupation, sedentary or otherwise, by physical 


r 
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' relaxation in more senses than one. 


Parks . 


- 


— 


\ - 


exercise, by climate or water-supply. These figures are 


similar to those I obtained recently in answers to a 


questionary addressed to 440 members of the nursing 
profession living under institutional conditions and on a 
standard war-time diet—9% of them had their bowels 


opened less than once daily, 59% daily, and 32% more 
‘than once daily. = > ' ae -o 


In terms of physiological function there is less róom 
for variation and I have already defined that function 


as thé passage of a formed stool, without discomfort or ` 
undue effort, and affording a sense of completion and 


satisfaction. . If this occurs once, twice, or three times 
a day, or once every two days, or even twice a week, 
what matter so long as it occurs ? Perfection of function 
is more important than regularity, but I would add as a 


general reservation the view expressed by Evans (1929a) 


that if in a patient the bowels act twice in twenty-four 
hours or once in forty-eight, closer inquiry must be made 
into the ‘functional activity of the digestive tract, since 
this variation from the average normal.may be physio- 


logical -and it may not. The time factor -has loomed: \ 


large, the individual variation been too little noted, and 
much distress of mind and disorder of bqwel has been 
caused by over-insistence on this factor and by the 
inculcation of an early morning habit for all and sundry. 


As to this habit, I confess myself a heretic and ‘regard | 


it.as little better than a tribal fetish supported by. much 
ritual observance and a singularly appropriate mythology. 
Conditioned reflexes have their disadvantages ; Bey 


` are easily de-conditioned. : Civilised man, against 


natural law, has attempted to establish a uniform habit 
for all, and, it must be acknowledged, with some success. 
But in man eveù a normal reaction may be an artificial one 
and thus easily disturbed and frequently decompensated. 
Change of diet. of occupation, of work and climate, a 
laparotomy, mild endocrine troubles,' and emotional 


stresses are among the innumerable factors sufficient to - 
derange, sometimes permanently, an acquired mode of 


behaviour. bet o 
Bauer (1940) gives it as his opińion that the chief 


 causal.factor of habitual: constipation is the habit of 


defæcating at a certain time, mostly in the morning, 
mostly once a day, and suppressing more or less uncon- 


sciously the desire to empty the rectum at other times. . 


The call to defeecation is said to occur in the majority 
once a day, and it is stated that the rectum should be 
empty at other times. As a generalisation I believe 
this to be untrue. My X-ray studies of normal medical 


students with regular bowel habits indicate quite clearly . 


that the rectum may contain considerable quantities of 
barium at other times, especially after meals ; in some 


‘the sensation was appreciated but ignored because it 


was not their usual time for defeecation ; in others there 
was no sensation whatever,.and it would appear that 
rectal tolerance also can be conditioned. | 


I believe that education in bowel hygiene should teach 


that an action of the bowels, once, twice, or even three 
times a day is not abnormal and is in accordance with 
the gastrocolic reflex. No anxiety should be occasioned 


or suggésted if the bowels are not open at the appointed 


‘time, nor must there be any neglect to open them at 


other times if the desire occurs. With change of scene, 
work, or diet. in times of.anxiety and fatigue, a change of 
bowel habits is often natural, and if this be realised and 
parece resisted adjustment soon follows. Much 

etter facilities and a larger measure of comfort should 
be provided for the important function of defecation, 


and there is surely a case for some redesigning of our . 


ordinary sanitary furniture more in keeping with 
anatomical and physiological needs. It is a time for’ 


USE OF APERIENTS 


The extent to which aperients and purgatives disturb 
colon function 4nd may contribute something to its 
disorders demands a survey, however brief. In the 
history of purgation: the wheel has come full circle, 
for the purgative habits of ancient Egypt were followed 
by the Hippocratic warning against the taking of purga- 


tives by persons in good health, a view in conformity 


with our own modernteaching ; while in between we have 
the long period of depletion therapy of medieval and 
renaissance medicine. and the:orgy. of purgation in an 
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effort to keep the boweLempty andthe body free from. » 
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hypothetical toxins of a more recent period. Today 
. there is a very general bias against laxatives of the more | 


. irritant sort, and it is right to consider whether this 
attitude id well-founded or whether the pendulum has 
not swung a little too far. That aperients are still being 
taken on a vast scale and often with little reason is certain 
A more pertinent question lies in their possible harm. _ 
Reliable figures of the incidence of the habit in the 
community are difficult to obtain. Parks tells me that 
among his Post Office employees he found that almost 
a quarter were taking aperients twice weekly or more 
often, and, as would be expected, there was an increase 
of -the incidence with advancing years, reaching a 
maximum of 40% in the sixth decade. My inquiry into” 
the bowel habits of healthy nurses showed that no more 
than 5% were taking aperients twice weekly or more 
often—a satisfactory figure and one reflecting no doubt 


~ x 


their educational advantages. 


. 


Parks found that among the ' aperient-takers ‘there 


85 with barium meals and 36 with enemas. 


DR. HARDY: ORDER AND DISORDER IN THE ‘LARGE INTESTINE [APRIL 28, 1945 §23 


otherwise shows no more than a momentary posture. 


of the colon in a steady though slow procession of events. _ 


Stasis, whether in colon, rectum or both, may be revealed 
and areas of spasm demonstrated. On the other hand, 
repeated examinations may show an apparently normal | 
colon. ‘ee 7 | mis x 
‘In my 
period, I found that of 218 patients diagnosed clinically 
as colon neurosis, 121 were investigated radiologically, 
Normal 
results were obtained in 28 meals and 21 enemas. Colon 
spasm was reported as present in 48 meals and 10 of the 
enemas. General colon. stasis’ was present in 5, cecal 
stasis in 1, and dyschezia in 3, one of which was associated 
with colon spasm. Diverticulosis was found twice, and | 
diverticulitis three times. Confirmation of the clinical 
diagnosis was thus forthcoming in about half the cases, 
though great caution is always erie in the interpre- 
tation of results. A film taken after a bowel movement 


were three groups—those who were afraid they might may show a markedly diminished lumen due to a de- 
occasionally miss an action of the bowels ; those who had creased content and may-simulate the appearance of a- 
begun the habit to eradicate a symptom attributable, or contracted: or spastic colon. There may. be, -too, a 
regarded as attributable, to bowel disorders (for example, temporary absence of haustration in the proximal colon 
headache, lassitude, hardness of the stools and intestinal after a mass movement due to deficient filling, and until 
flatulence); and those in whom the habit was started this is rectified there will be irregularities in the haustra 


by outside influences, such as public advertisements, 
a stay in hospital, parental advice, or by minor 
ailments such as rheumatic pains. Among the nurses 
the prevention of constipation or lack of fruit in the diet 
were the chief reasons.’ The symptoms of headache, 
lassitude, furred tongue, and malaise often occur in 
association with constipation and have been widely 
attributed to bowel disorder. The theory of toxin 


absorption is of little more than historic interest, being - 


disposed of-by lack of any serious evidence in support 
and by much evidence against it. The more recent 
theory that the symptoms are due to distension of an 
over-loaded reetum and are, nervous in transmission 
has some experimental support in the occurrence of very 
similar events in normal persons after filling the rectum 
with tow or distending it with a rubber balloon (Alvarez 
1939). The symptoms disappear promptly: when the 
pressure is lowered. Other observers (Hinés et al. 


1929) have not been able to confirm these findings, and convinced me that there are few so-called abnormalities \' ` 


it is difficult on this basis to account for exactly similar 
symptoms in constipation due te the sluggish type of 
colon m which the rectum and pelvic colon are appar- 
ently empty. Iam little more impressed by the evidence 

of tow in the rectum than of toxins in the blood: I 
believe the symptoms are, in the main, psychoneurotic, 
based on anxiety engendered by faulty education. 

- Parkes concluded tentatively from his series that the 
incidence’ of aperient-taking was high, though only 
minor disturbances such as colic or morning diarrhcea 
resulted. from their use. There is, no doubt, much ill- 
judged and unnecessary resort to aperients by the 
community which could be corrected by proper education 
in health matters. The regular use of an aperient is 
surely to be judged by its effect .on colon function— 
if it assists that function as defined in this lecture well 


and good, but if it causes pain, wind, looseness of the 7 


stools or the passage of mucus it is to be condemned, 
however regular the result. The effects in colon neurosis 
illustrate the harm which may follow frequent and 
indiscriminate purgation. o 


Colon Neurosis’ 


- If we régard the basic motor disturbance of the colon 
in habitual constipation as a failure in transport or 
evacuation, in colon neurosis the failure lies in incoGrdina- 
tion and results in instability of function without neces- 
sarily interfering with transport. Colon neurosis pre- 
sents a characteristic. though complex clinical picture, 
which was well-established before the introduction of 
the X rays. Radiology is of great value in these cases 
in the exclusion of disease ; in the positive demonstration 
of functional pathology it has so far been less successful. 
The barium enema is unsuitable as a method for demon- 
.Strating functional pathology, since it necessitates an 
for its proper performance, while the 


empty ,colon 
varanen mel with in the passage of a barium meal. ! 
The usual routine_ the result of an exaggeration-of the protective response 


make interpretation very difficult. 
proceduze of taking films at stated periods—24, 48 or, 
72 hours-after a, médal—gives a méasure of progress, but 


= 


` disorders. 


and colon outlines. -Extréme care is therefore necessary 


in interpreting appearances seen on a single film as 
indicative of functional pathology. To have significance 
evidence must be produced that an area of spasm is 
a persistent and not an evanescent event. > 

Stasis in the colon may be said to occur if the contents | 
of a barium meal have not been entirely evacuated within 
72 hours from its ingestion—a very arbitrary definition, 
be it noted. .The' delay is usually one involving the 
whole colon and occurred in 53% of 1000 cases of colon 
stasis analysed by Spriggs (1930). Less often it is in 
the pelvic colon or rectum—29% in his series. General 
colon stasis, or the sluggish colon, is a common form of 
constipation occasionally referred to as hypotonic or 
even atonic. Such colons are stated to be wider than 
normal and to have special characteristics of haustration. 
I believe there is little justification for these refinements, 
and recent experiences with healthy medical students has. 


of tone, haustration, and local spasm which cannot be 


demonstrated at one time or other, in one or other of a | 


number of healthy folk. Apart from faulty ‘transport 
these sluggish colons look normal from a radiological 
standpoint. In some the delay is due to pelvirectal | 
dyschezia (O’Beirne’s type of constipation), in others 
to a failure of the mass reflex, and in others to per- 
sistent spasm of the descending ‘and pelvic colons. In 
cases of this type water-absorption continues, mucus 
is absorbed as the stimulus of movement is no longer 
present, andthe stools are broken into fragments. 
Sigmoidoscopic examination shows a dry rectum with 
few folds, and a few shreds of-coagulated mucus. . Simi- 
larly such terms as colon spasm and spastic constipation 
are, I think, out of. place in the terminology of these 
Constipation is certainly. 4 misnomer, as 
the passage of ‘barium is usually within normal limits. 
Areas of spasm and hypotonia may occur in the same 
colon at the same time or at different times, and the 
disorder is not solely one of tone. 
disturbance of codrdination—a dyskinezia, or dys- 


‘ synergia—with a general tendency to over-action, an 


effort syndrome of the colon, as it were, interfering with 
norma! transport. 


PATHOLOGICAL SIGNIFICANCE OF MUCUS l 
- The passage of mucus in quantity is nowadays rare 
except in inflammatory diseases of the colon, when it is 
invariably accompanied by pus cells and usually by blood. 
In a consecutive series of 218-.cases of colon neurosis, 
mucus was passed occasionally in 26, and in the form of 
casts in 6 only. Mucus, as has been noted, is the normal 
response of the colon to activity and accompanies an 
increase in movement and blood-supply. Mucus is 
readily absorbed, and except for the small quantity | 
which is mixed with the feces little leaves the body 
under normal conditions. When present in excesg, it is 


to an abnormal stimulus, whether acting locally in the 
bowel, reflexly from other organs, ọor through the channels 
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It is essentially a ~ 


own private records over a recent five-year - 
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of emotion, the final common pathway in each case being 


the sacral division of the autonomic system. The term — 


‘colitis applied to such conditions i is not warranted either 


by the evidence of stool examination, sigmoidoscopy, or 


barium enema. Hyperactivity of the colon is associated 
with congestion of the mucous wall and an increase in. 
the size of the folds which rely on mucus for their pro- 
tection. Experimental evidence has, been quoted. sug- 


gesting that such abnormal activity: long continued ' 
_. may ultimately lead to the exhaustion of mucus secretion 


' and pave the way to structural disease. 

brings my survey of certain aspects of normal and 

` abnormal activity in the large intestine to a close. Iam 
well aware that I have explored no new territory ; : 
likewise there have been‘ some unavoidable .omissions. 


`I have, however, endeavoured to give some account of . 


those functions which I deem of primary importance to 
an understanding of the pathology of disorder. The art 
of medicine is urgent and cannot wait for the slower and 
surer advance of science, yet the need for the discipline 
of exact experiment, and scientific reasoning is ever 
- apparent and nowhere more so than in the field of gastro- 
enterology. Between order and disorder, disorder, and’ 
disease there remain large gaps, but I think there can be 
discerned, dimly perhaps as yet, a unity of design where- 
by anatomical end-results may be interpreted, as the 
morphological expression of physiological] processes. 


(References at the end of Lecture II) ` 


' BATTLE CASUALTIES 
TREATED WITH PENICILLIN 


A. INNES, MBE, 
E .FRCS | CONSULTANT ORTHOPÆDIC 
-SURGICAL DIRECTOR SPECIALIST 


EMERGENCY MEDICAL SERVICE 


Tus paper is based on the clinical i impressions gained 
‘In the treatment of over 15,000 battle casualties which 
passed through an Emergency | ‘Medical Service hospital 
during the invasion of the Continent. A proportion 
of these cases (those sustaining certain definite types of 


' severe, wounds) had received adequate treatment with 


. penicillin under the Medical Research Council penicillin 
‘scheme, and to further this work a special penicillin unit 
was attached to the EMS transit hospital through which 
these casualties passed, in order that special study could 
he made of the more severely wounded with particular 
reference to their response to penicillin therapy. Over 
1500 cases were so examined, and the clinical obser vations 
recorded during their treatment are detailed in the hope 
that this account of the difficulties encountered may 
_ assist others beset by similar problems. 

‘Detailed end-results are not available, ‘because this 
hospital was on transit work until Nov. 1, 1944, and 
hence all patients who had finished their penicillin 
treatment and who were fit for transfer were at once 
moved on to'a base hospital where further definitive 
treatment was carried out. 

Our impressions were reinforced by the striking 
contrast between the clinical state of these casualties 
| from the Continental invasion front, and that of the very 

similar wounded received and treated by us from the 
Dunkirk evacuation i in 1940. ` 


" GENERAL FEATURES OF CASES UNDER PENICILLIN 
TREATMENT 


Despite the presence of large flesh wounds ry associ- 


ated bony damage, often involving nearby joints, which 
operation had shown! to be clinically heavily infected 
and/or associated with gross muscle damage or necrosis, 
and which had Bei treatment been exquisitely tender, 
the exhibition of penicillin resulted in early and complete 
freedom from pain. This striking feature of the treat- 
ment called forth considerable favourable comment 
from the several senior regional consultants who visited 
the ward, and who compared the condition of these 
men with their recollections of ‘similar cases in the last 
_ war. From our own experiences with a series of convoys 
from, Dunkirk, which contained cases” comparable in 
severity with those received in transit from D- -day and 
thereafter, we were most impressed by this comfort of 
severely wounded men under penicillin treatment. - 


vV. H. ELLIS, B CHIR CAMB., “FROS 


Buta curious anomaly was noticed. pee in the treat- 
ment òf these cases. Whereas the patients felt well, 
were cheerful with a good appetite, and slept easily, yet 
many of them at- the same time looked very ill—the , 
facies appeared pinched and the eyes and cheeks suhken,’ 
and the skin showed a slight icteric tinge and was very 
pale, these severely wounded cases being often persistently 
anemic despite multiple whole-blood transfusions. Ex- 
aminations over a long p eriod showed that'in estimat- ` 


_ ing the patient’s sondition this facies could to a great 


extent be disregarded, except in so far as it was an 
indication of the anzmic state. _ 
A second sign on which no credence ‘could be based 


was a high intermittent pyrexia while treatment with 


penicillin used 


of the pyrexia. 


‘abdominal wall and left flank; no visceral injury. 


penicillin was in progress. - Such a fever, of the kind 
usually associated with acute pyogenic infections, 
occurred again and again in patients apparently -well, 
whose wounds showed none of the signs of inflammation, ; 
and who were unaffected in general well-being by the 
raised temperature. -In none of these cases were any . 
other infective foci. present which should cause such a 


rise, and as a rule the fever subsided after treatment 


with the drug was stopped. Indeed so regular was this 
return to a normal temperature after the withdrawal 
of penicillin that if the raised temperature continued the 
presence of a so-called “cold abscess’? (or undeclared — 
localised infection) was always suspected, and. nearly 


always demonstrated. 


Although also occurring in cases. having penicillin 


‘by serial discontinuous intramuscular injections, this 


pyrexia was most definite in the cases receiving the drug 
by continuous intramuscular or subcutaneous - drip 
methods, using considerable quantities of saline as the 
vehicle; but the saline used was a standard manu- | 
factured brand, guaranteed pyrogon fees, and was 


administered with 


the standard 
pyrogen -free 
giving sets, as 
supplied by the 
makers, which had 
never previously 
given any reaction . 
of this nature when 
used for intraven- 
ousinfusions. The 


PENICILLIN. INTRAMUSC. 
Ga 


LTHIGH 


R.THIGH | 


throughout th@¢ 
transit work was 
manufactured by a 
single America 
frm. The follow- 
ing cases. are not 
excessiveexamples / 


13 15 19 . 4 | 
JULY s i 
Fig. I (case 1). Aee haliah pyrexia duting peni- 
cillin administration. - 


. Case 1.—Admitted 
July 13; severe 
gunshot wound of 
? Gas 
infection in wound. Penicillin given by intramuscular drip 
into thigh. Mounting pyrexia suggesting “‘ typhoid state °? 
fig. 1). 

July 18: patient comfortable; some cedema- of right 
thigh ; drip discontinued and reinserted into left thigh. | 

. July 21: drip discontinued ; wound clean. 

CasE 2.—Admitted July 12; very severe compound c com- 
minuted supracondylar fracture of right femur, involving 
knee-joint, with complete rupture of quadriceps tendon; 
Admitted 8 hours after injury, a modified debridement having 
been carried out elsewhere, and une wound packed owe to 


torrential hemorrhage. ` 


-© July 12: operation ; wound ordea, packing removed, 
fracture reduced by skeletal traction through tibial tubercle, 
knee-joint closed, wound left open and packed with sulph- 
anilamide and ‘Vaseline’ gauze; immobilised on Thomas 
knee splint. a ; 

- July 14: despite full doses of sulphanilamide, there 
was a gradual rise of temperature, and it was decided to 
use intramuscular penicillin by continuous drip method. 
Thereafter, although the patient’s general condition was good; 


an alarming and rapid rise of temperature (fig. 2) suggested | 
that a pyarthrosis of the knee was forming. 
- July 17: exploratory operation performed ; knee-joint 


appeared clean and normal,-and wound appeared peattny. ; 


- 
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accordingly wound was ‘completely closed, despite pyrexia. 


Thereafter patient made uninterrupted recovery, temperature 


falling steadily as cadema of thigh (at site of penicillin drip ` 


administration) subsided, 


_ In none of these cases, typical of many we encountered, 
did the wound appear clinically to be responsible for the 
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T JULY ooa a . n , 
Fig. 2 (case 2).—High pyrexia beginning when penicillin was started ; 
> ‘RO apparent cause in wound. 7 


fever, and it. is difficult to resist the conclusion that the 

penicillin, or more probably an impurity present in the 

manufactured product, was responsible for the pyrexia 

we observed. . The pulse-chart proved a more reliable 

guide to the patient’s clinical state, and the temperature 

was disregarded when unassociated with any -well-' 
marked increase. in pulse-rate. _ 

In all'these pyrexial cases, a pronounced local reaction 
was.present, indicated by the developmant of a spreading 
red cedematous area surrounding the site of the intra- 
muscular penicillin drip. This was particularly definite - 
in case 2, and here the gradual fall in the pyrexia coin- 
cided with the resolution of the reddened indurated 
area on the outer side of the thigh where the needle 
carrying the penicillin drip had been inserted. 

In none was any infection proved to be present, and 
localisation and abscess formation at the site of injection. 
was not seen in any case treated in the hospital.. We are 


-certain that this freedom from infection was due in'‘a large » 


part to thé precautions taken by Dr. ©. W. Morley, our 
pathologist, by whose department every individual dose 
of penicillin was prepared, and who was responsible for 


- the strict bacteriological control exercised throughout 


the period under review on every aspect of penicillin 
therapy. Such bacteriological control must be con- 


' tinually maintained if penicillin is to be administered 


without the danger of serious infective complications. 

Cold abscesses.—In some of these pyrexial ‘cases, how- 
ever, as already indicated, there was no remission after 
the withdrawal of penicillin, and here we had to recognise 
the presence of a complicating factor in treatment— 
the undisclosed so-called ‘‘ cold ’? abscess. Which formed 
with none of the classical signs of inflammation, attention 
only being drawn to its presence after the cessation of 


penicillin, when all -the signs and symptoms of an acute . 


localised infection were rapidly manifest. While similar 
conditions have been described in septiczemic states, in 
these battle casualties such undisclosed localised ab- 
scesses were nearly always found to contain a small 
foreign body (metallic fragment, “ grit,” &c.), cauging 
a minute wound at the time of the major injury, un- 
noticed by the patient and rapidly healing, yet acting 


as a nidus of infection which, devoid of blood-supply,, 


flared up after the restraining influence of the penicillin 


had been removed. 


EFFECTS OF SYSTEMIC PENICILLIN ON LOCAL CONDITION 

Up till May, 1944, we had.:treated several hundred 
battle casualties received from: North Africa and Italy. 
Cultures from these wounds invariably showed hemo- 
lytic streptococci, except in the few cases which had had 
penicillin, and. these were uniformly free from this 


~ 


cavities, and it is excluded by the me 


: importance of early and adequate surgery. 


\ 
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organism. . It was exceptional to find hemolytic strepto* 


cocci in the wounds of penicillin-treated cases from — 


Normandy, in which, perhaps by contrast, B. proteus and. — 
Ps, pyocyanea seemed unduly preven and, according - 


‘to a personal communication by Dr. Morley, the incid- 
ence of hæmolytic streptococci in all wounds was only 


_ 1%—this figure including all cases admitted, whether 
= under penicillin or not. 


In the cases not treated with penicillin before admis- 
sion to this transit hospital, the systemic administration 
of penicillin ‘immediately. changed the appearance of 
the wound. With the rapid control of infection, edema 


. and induration subsided within 24 hours, and the tissues 


surrounding a previously: grossly contaminated wound 
became soft, mobile, and painless. We have no doubt 
that the absence of local pain previously mentioned is 


largely due to the disappearance of the local inflamma- 


tory cedema around the wound, consequent on the 
rapid control of the infecting organisms. N 
The wound surface became pale and indolent-looking. 
Dead muscle remained unaltered and attached to_ ita 
living continuation, separating more slowly than is usual 
in infected wounds; while the whole wound had an 


` appearance suggesting that the tempo of the inflamma- 
tory changes had been slowed, and that a tissue equili- 


brium had been rapidly reached between the opposing 
forces of destruction and repair. Little granulation 


tissue appeared, but the skin edges quickly became | 


adherent to the underlying deep fascia, the wound . 


margin and the fascial planes being sealed off by a firm, 
jelly-like fibrinous material which yet allowed easy 
separation with little bleeding by blunt dissection at 
operation. | k 


Although quiescent in appearance these wounds showed 


little apparent change in the rate of progress of the epithe- ° 
_lial. edge, except in so far as dead tissue impeded the 


‘inward growth of ‘the epithelium. Many of the larger 
wounds had a peculiar smell, reminiscent of a mixture of 
mouse and decayed meat; we consider that this smell 
is in part an indication of the presence of penicillin in 
the’ tissue exudate from the wound surface. | ar 
Penicillin can neither pass the barrier of the synovial 
membrane of joints nor enter the pleural or peritoneal 
ges from the 
cerebrospinal fluid. While recently wounded joints 
containing fresh blood may possibly be protected by 
systemic penicillin, this does not hold once the joint. is 
walled off (6-8 hours), and the same is true of .the major 
serous cavities of the body. Therefore infected joints. 
were treated by injecting penicillin into the joint cavity 
after suture of’the capsule (or of the skin.if no capsular 
tissue remained) the extrasynovial tissues being pro- 
tected by systemic therapy; the same held good for 
wounds of the chést-wall involving the pleural cavity, 
and to a less-extent for wounds of the peritoneal cavity, 


: in which the prevailing bacteria are less affected by 


penicillin and may actually destroy the;drug by the 
elaboration of penicillinase. - | 


DIFFICULTIES IN CLINIGAL ASSESSMENT 


- Penicillin has made no difference to the paramount 
It has, in 
addition, produced new difficulties in that the effect of 
penicillin on contaminated wounds obscures the extent 
of the infection of the tissues, and makes it difficult to 


judge how radical surgery should be. 


The usual criterid, of inflammation and localisation 


` of infection could not be applied in these cases, and apart 
. from the anomalies in the general state already described | 
.it was difficult to know how radical an operation should 


be performed on wounds which were completely quiescent, 
discharging only a thin sero-pus, showing no signs of 
induration or evidence of localisation and not tender ; 

iti tags of obviously necrotic muscle and 
Culture of such 


cillin, and one of the dangers which must be guarded 
against is this ‘‘ masking ”’ effect-of the drug, the result, 


~ 
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being that the patient is passed rapidly along. the lines 
of communication apparently comfortable, but in reality 
very ill, without his trué condition. being recognised ‘bý 
hard-pressed medical officers. The following are two 


N 


examples of severely wounded men whose comparative . 


comfort was evidently misleading. | 


-` CASE 3.—Aged 25. Shell wound of left buttock at 7.30 am 


on July 20. 'Comminuted fracture of left ischium and pubis. 
At 2 pm wound explored at CCS. Packed after debridement 
(no note about foreign body). Blood from urethral meatus. 


No. blood in rectum. Catheter could not be passed. Lapar- 


otomy showed no intraperitoneal lesion; no rupture of 


« 


bladder or rectum. Suprapubic cystotomy with drainage of 


extravesical tissues suprapubically. Penicillin therapy begun. 

July 24: condition fair. | 

July 26: evacuated to general hospital ; general condition 
fair; on. penicillin. | 

July 27: on hospital carrier; condition satisfactory. 

July 28: admitted. to transit hospital at 3 am. Still on 
penicillin. Condition grave; delirious; incontinent of 
feces. Temperature 99° F, P 120, BP 100/60. Laparotomy 
wound healed. Suprapubic wound heavily infected but 
draining. Subcutaneous crepitus over whole of lower abdo- 
men, more pronounced on left, and extending down into left 
thigh and scratum. Large wound of posterior aspect of thigh 
down to bone exhibiting green necrotic muscle, and con- 
tinuous with an infected cavity in the region of the left 


_ obturator foramen. Complete division of sciatic nerve. 
' After 2 pints of plasma and 1 pint of blood abdominal wall 


and pelvis drained by multiple incisions, leg- being rapidly 
amputated subtrochanterically and flaps left open to assist 
in drainage of pelvis through adductor region. Patient.died 
2 hours after operation: despite further transfusion, — 
Autopsy: very large fragment of metal lying in site of 
prostate, with complete severance of bladder neck and gross 


extravasation and infection of pelvic cellular tissies— - 


scrotum and abdominal wall. 


Comment.—While this is an extreme case, there are 
grounds for supposing that the penicillin masked the 
infection, and so concealed the urinary extravasation 


from the medical officers through whose hands the 


patient passed that when the condition was recognised 
extravasation was ‘too extensive, and toxemia too 


- effective. l 


- along with subcutaneous fat. 


' Case 4.—Aug. 20,: right leg crushed by tank; severe 
compound- comminuted fracture of tibia. Debridement 
performed within 8 hours at CCS. Considerable muscle 


damage in posterior compartment of calf. _Immobilised in 


padded above-knee plaster. 
Aug. 23: in hospital carrier; comfortable; toes warm. 
Aug. 24: admitted to transit hospital; comfortable; on 
intramuscular penicillin. Considerable discharge ‘through 
plaster, which was somewhat offensive. Toes good colour, 
movement fair, no sensory loss. Condition good. . 
Aug. 26: general anesthetic for change of plaster. Plaster 
removed, whole of skin over posterior 2/3 of calf necrotic, 
_ Gastrocnemei and deep flexor 
muscles represented by deliquescent necrotic mass containing 
numerous gas bubbles, and greenish to dark brown or black. 


Immediate amputation performed through knee-joint with 


ablation of gastrocnemius heads from femur, leaving skin 
flaps stitched back. 7 x : : 

Convalescence was satisfactory. Examination of ampu- 
tated limb showed 1—Macroscopically: skin ablated from 


. advanced, to allow of any drainage measures: being 


' the wound site. 


y 


’ 
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Operation invariably disclosed a fragment of metal— 
often with clothing around it, and/or necrotic muscle— | 


and there is no doubt that infected organic material not 
ossessed’of a blood-supply, be it muscle or sequestered 
one, is not affected by penicillin, infection thereupon 
supervening when the drug in the tissues falls below a 
certain minimum level. The ill effects of inadequate 
forward surgery—rare as it was—were not mitigated 


but merely delayed by penicillin, and-the result was a - 


flare up of infection in a previously quiescent wound, 
or the disclosure of a previously ‘‘ cold ’”’ abscess on the 
withdrawal of the drug. ` > aa 

. This masking effect of penicillin is a real danger in a 
war of movement, and in our view patients suffering 
from. injuries, for which they would have been retained 
for observation before the discovery of penicillin, should 
not be moved because they appear comfortable under 
the anti-infective influence of the drug. If they have 
to be moved owing to overriding military considerations, 
then particular care must be taken, at each transit stage 
to examine fully cases of such severity, even though the 
patient’s general well being may suggest that all is well. 


SUTURE OF WOUNDS: THE COMPOUND FRACTURE 


Casualties; admitted to the.unit within a week of. 


wounding, having received penicillin throughout this 
period, showed comparatively few pathogenic organisms 
in wounds not frankly suppurating ; but the longer the 
wound remained open the more common became tthe 
non-penicillin sensitive organisms such as B. proteus, 
Bact. coli, or Ps. pyocyanea. 

Delayed primary suture—i.e., a simple closure of the 
wound without extensive dissection—was found of 
particular value, especially in compound fractures, 
during the period when staphylococci and streptococci 
were controlled by penicillin, but other organisms were 
not yet excessively numerous. Instillation of penicillin 
through fine tubes inserted into the wound was early 
discarded, because in our hands this method gave in- 
different results. The most satisfactory method was 
found to be the ‘use of a mixed penicillin-sulphonamide 

owder (penicillin 200 units: sulphanilamide 1-00 g.). 
is powder was insufflated into all parts of the wound 
and the tissues were drawn together using tension sutures 
passing through all layers in an endeavour to obliterate 
all dead space. A five-day course of systemic penicillin 
was used in extensive wounds, and a `‘ boost dose ”. of 
50,000 units injected systemically 
‘heavily infected wounds. " 


It was an advantage if suture could be performed at 


this early stage, not only because of the.absence of 


secondary contaminants in the bacterial wound flora but 
also because closure could be accomplished by simple 
blunt dissection without extensive mobilisation or 
relaxation incisions, and hence, with little bleeding from 
This prevented loss of penicillin by the 
mechanical washing away of the powder, a factor which 


ad to be considered in performing later secondary 


suture, where mobilisation and relaxation were generally 
necessary. a. 

In such cases penicillin-resistant. organisms were 
already present in large numbers, and ‘we found that 
sound healing was encouraged by drainage of the wound 
from the most dependent point after suture; often 
through a separate incision. Here the systemic peni- 
cillin was used to prevent any cellular spread by the 


posterior aspect from deep fascia down to middle of calf ;’ always potentially active streptococcus or staphylococcus, 


gastrocnemius and soleus separated from one another ; flexor 


.communis digitorum separated from its origin and crepi- 


tated ; foot black and swollen ; escaping blood full of bubbles.: 


Microscopically: acute inflammation with necrosis of muscle, 


Comment.—In this case, again, a ‘serious condition 
was present in a patient who was very comfortable, and 
whose wounds, concealed by plaster, gave no clinical 


evidence of the severity of the infection or the injury. 
This case might have progressed. to a state like that in ` 


case 3 if removal of the plaster had not disclosed the 
gross muscle infection present. | 

. There have been other instances where patients already 
under penicillin when admitted to the hospital showed 
signs of acute and severe inflammation at the wound site 
48 hours after cessation of penicillin treatment. | 


—_— eae e 
. 1. Our thanks are due to Prof. W. D. Newcomb for this report. 


- delayed primary suture. ` 


N 


while a thorough insufflation of the wound crevices with 
sulphanilamide powder to a considerable extent con- 
trolled the- penicillin-refractory organisms. 

Fractures in which sepsis was controlled and the 
wound closed in this manner did not sequestrate in spite 
of comminution, and dense and apparently avascular 
fragments of bone could be seen a few weeks later on 
X-ray examination to be surrounded by new bone and 
were subsequently revasculanced to form part of the 
reconstituted and united-bone. 
in view of these results, that the previous teaching— 
that loose fragments of bone should be removed from 
compound fractures—must be modified in cases in which 
early and continuous protection by penicillin is available 
to prevent the development of: severe sepsis and allow 


Serial X-ray examinations in the few fcases studied 


We are of the opinion, . 


in less severe and less i 


~. 


Sy 
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for a sufficient. period. seem to show a greater and more 


rapid formation of callus than would have been expected. 


from previous experience of similar fractures. It does 
not appear however that the consolidation of such 
callus is accelerated. 

Amputation stumps, left open at the original operation 
owing to the presence of gross sepsis, were treated by 
secondary suture, bone and muscle being trimmed, and 
skirt tension relaxed by mobilisation and dissection. 


Again, penicillin-sulphonamide powder with an associ- 


ated protective systemic administration of a -single 
boost dose at the ume of operation resulted i in healing o 


\ 


/ 


N 
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Fig. 3 (case 5) —Use of large boost dose of PEPIUUR before interference 
with wound. 
first intention in a high percentage of cases. ` Drainage 


was always employed in wounds heavily contaminated 
with organisms insensitive to penicillin. 


SYSTEMIC BOOST DOSE OF PENICILLIN 
An important technique which was extensively used, 


and has been of the greatest value, is the single systemic 


dose of 50,000 units of penicillin—the so-called ‘‘ boost 
dose ’ *__ immediately before any procedure involving the 
disturbance of an infected wound or manipulation of an 
infected fracture. 

It has always been recognised that the late manipula- 
tion of infected fractures is dangerous, often leading to 
a spread of the local inflammation, and sometimes to a 
generalised infection. A single ‘dose of penicillin of the 
magnitude of 50,000 units appears to afford protection 
for a sufficient time to enable any breach of the localising 
tissues, caused by, the mahipulation, to be repaired, and 
hence any spread of the inflammatory process to be 
avoided. The action of such a boost dose is well illus- 


_ trated ‘in the following case. ; 
Compound fracture of middle third 


CasE 5.— (fig. 3). 
of humerus during the fighting in Normandy due to shell 
fragment. 

June 22: „admitted to transit hospital. Arm painful, 
though immobilised in theracobrachial cast, and pyrexia 
suggested presence of inadequately drained septic infection. 

June 26: boost dose of penicillin ; plaster removed under 
general anæsthesia ; several loculated cavities opened and 
drained ; replaster after packing with SVG. Condition 
satisfactory ; ; temperature subsided. 


. June 30 :- X ray showed that position of humeral fragments 


was unsatisfactory and manipulation was carried out under 
anesthetic followed by further immobilisation in corrected 
position. 

July 1: within 24 hours patient’s temperature rose rapidly, 
and he had a severe rigor, beeoming seriously ill. Rapid 
exhibition of penicillin terminated all signs of impending 
septicemia, and an uneventful convalescence followed, the 
temperature falling to normal limits within 5 days. 

This replacement of a spatially . limited cellular 
activity, physiologically the localising agent in any acute 
inflammatory. process, by a chemical barrier (even 
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~ 


though a barrier to. certain specific bacteria only) . 


limitless in extent and pervading all the tissues of the 


eee is one of the, most important features of the 


ay 3 


' 
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action of penicillin and opens up possibilities of surgical 
treatment in cases where previously it could not have. 
been considered, though most needed, owing to the fear 
that tissue resistance would be broken and a lo 
infection hecame a generalised septicemia. This chemi- 
cal barrier to infection is only present while the blood 


‘and tissue concentrations of penicillin are-above a critical 


level, and _ the excretion of the drug by the kidney 
is so rapid that for all practical purposes the period 
of protection from & single adequate dose lasts only 
3-5 hours. 

Although evanescent, this. protection i is of great value, 
and the boost dose of penicillin (50,000 units intra- 
muscularly') immediately before an operative procedure 
in the presence of sepsis has becomg a valuable adjunct 
to surgical treatment, and indeed has opened up revo- 
lutionary possibilities of early definitive treatm€nt in the 
grossly infected case. | 

One of the outstanding features. of the cases passing 
through this hospital since D-day has been the absence 
of a single case of septiceemia or pysemia due to a strepto- 
coccal or staphylococcal wound infection, whereas 
previous experience with wounds of this type and severity — 
had led us to. expect a number of deaths from this cause. , 


FATAL CASES — | 
Despite the fact that the figures include deaths ` in 


‘cases of the greatest severity (sent to the orthopedic — 


spinal and peripheral vascular units attached to this 
hospital), the total mortality (22 out of 15,561 admis- 
sions) is in our opinion very low, and an examination 
of the causes of death discloses a rarity of pyogenic 
infections. The figures do not include cases admitted 
to the Plastic Unit, which did not pass through our 
admission ene 


aSa Amputations Deaths 
British and Allies 13,336 .. 27 (02%) .. 13 (0-1%) © 
Prisoners-of-war 2,225 .. 11(0-5%) .. '9(0-4%) | 
\ Total  .. 15,561 ..38(0-25%) .. 22(0-14%) 
CAUSES OF DEATH ` oe | 
1. Laceration of both kidneys. | 12. GSW. Paraplegia ; bed 
2. Gross injury to pelvis, sores, toxemia, cachexia. 
bladder, and rectum. Gas | 13. Appendicitis (gangrenous); 
infection of retroperi- | suppurative pylephle- 
toneal tissues. bitis. 7 
3. POLOMER aE gunshot wound |. 14.* Fracturo dislocation _ of 
(GSW) of spine. ~ cervical spine; quadri- 
4.* GSW of shoulder ; brachial plegia ; pneumonia. 
artery injured. Ampute- | 154 Bronchitis: pulmonary 
tion of arm. Ruptured " @dema. GSW P wrist 
internal mammary artery e 
with intrapleural hem. 16.* Penetrating wound of ab- | 
.* Crushed by falling tree ; ~- domen. Peritonitis. 
crush syn 17.* GSW. Paraplegia. Medi- 
6. Penetrating. GSW of left astinal abscess 
' shoulder into pleura and | 18. GSW. Fractured femur in . 
lung. Bronchopneu- upper third. cute cho- 
monia. langitis and hepatitis with 
7. Amputa ion of left leg. ` liver necrosis. 
| GSW of thigh; arterial | 19. GSW of right thigh. Frac- 
injury Aria ens Kongene: " tured upper third of femur 5 
8. GSW of: f chest. ‘Prieumonia. |) _ Pr lad rg Borro. of 
9. Penetrating injury of ene Pa: gall-bladder. Pneumonia. 
Seni ae °- | 20.* Tuberculosis (generalised). 
10. GSW of spine; urwmia; | 21. GSW of right femoral 
paraplegia. E i head; fractured sacrum., 
11.* Amputation of right leg Intra-abdominal © GSW. 
before admission ; second- Peritonitig. 
ary hemorrhage. Death | 22. Paraplegia from GSW, of 
in theatre. spine. 
. Prisoners-of-war. ' 
SUMMARY ` 


The clinical experiences gained in the treatment with 
penicillin of over 1500 severely wounded men (selected 
from 16,661 invasion casualties) have been surveyed. 

Several misleading symptoms and signs were noted in 
successful cases—some looked very ill, though they were 
comfortable and seemed and felt well ; others ran a- 
protracted fever without local sepsis or general malaise 
or signs of sepsis, and these were thought to be stances 


of reaction to penicillin. | 


Protracted fever which continued after penicillin had 
been stopped was most commonly the result of ‘‘ cold ” 
abscessés ‘around foreign bodies. 

__ Zhe clinical assessment of cases under penicillin - 
therapy is difficult, and the drug-has a masking effect : 


N 


' ‘ i 
\ i X 


on severe cases it transit ; great care is required in the 


. examination of such cases on the lines of communication. 


‘ Penicillin does not lessen the need for adequate forward 
surgery, but merely delays the onset of symptoms. 
The delayed suture ‘of wounds using penicilin- 


sulphonamide powder is described, with particular 


reference.to the treatment of compound fractures. 

A boost dose of 50,000 units òf penicillin is a useful 
preliminary to manipulation of infected wounds or 
fractures. | | l ] G 

We would like to thank Dr. Morley, the pathologist in 
charge, and the surgeons on the staff of the hospital—Mr. 


B. C. Maybury, Mr. H. H. Langston, Mr. J. A. White, Mr. . 


‘A: H. Hunt, Mr. J. S, Ellis, Mr. C. P. Sames, and Mr. D. O. 

Williams—for their cãöperation. . 
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SULPHONAMIDES ON BONE PHOSPHATASE * 
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' THERE is an impression among some surgeons that, 


in spite of decreased local sepsis, the rate of repair of 
open fractures is less rapid than might be expected. In 
considering the various factors that might be responsible 
for delayed union,it occurred tous that the sulphonamide 
drugs which are commonly introduced in high concen- 
trations at the fracture site might hinder normal bone 
repair. There is accumulating evidence (Folley and 
Kay 1936, Botterell and King 1935) that the phosphatase 


of bone plays an essential] rôle in norma] bone formation 


and probably also in bone repair. We decided to study 
the action of sulphonamides and related substances on 
bone phosphatase; observations were made. in vitro 
and by histochemical methods. Some preliminary 
results of Blum (1944) in this laboratory suggested that 
sulphonamides might inhibit bone phosphatase in vitro, 


Chemical. Methods oe 


Initially phosphatase activity was determined by the King 
and Armstrong method (1934). It consists of incubating 
disodium phenyl phosphate at pH 9-2 with phosphatase ; 
phenol is split off and determined colorimetrically by the blue 
colour given with the Folin-Ciocalteau reagent. Sulphon- 
amides were added to produce concentrations comparable to 
those that might be present in wounds packed with these 
drugs (Hawking 1941). The maximum concentrations used 
were : 2000 mg. per 100 c.cm. for sulphanilamide ; 250 mg. 
per 100 c.cm. for sulphathiazole and sulphapyridine. The 


phosphatase concentrations employed in the reaction mixture 


were up to 50 King-Armstrong units. he ace, 
It was found however that the sulphonamides themselves : 


produced a blue colour with the Folin-Ciocalteau reagent, — 


which invalidated the result of the phosphatase determination. 
It was decided therefore to determine the phosphate liberated 
from the disodium phenyl phosphate substrate instead of 


_ determining the phenol. The method of Fiske and Subbarow 


(1925) was used to 

satisfactory. nh 
RESULTS OF IN-VITRO EXPERIMENTS 

. The results are illustrated graphically in fig. 1 

. (1) Sulphanilamide.—The maximal blood concentra- 

tion of this drug usually produced clinically is 10 mg. per 


determine phosphate and found to be 


- 400 c.cm. At this concentration sulphanilamide has a 
negligible depressant action on phosphatase in vitro. 


The maximal] concentration that can be produced in 
tissues packed with the drug is.1500 mg. per 100 c.cm. 
At this concentration the degree of inhibition of phos- 
phatase is over 55%. The inhibiting action rapidly 
increases at: first, so that with 100 mg. per 100 c.cm. 
the inhibition. is 25%, with 200 mg. it is 35%, with 300 
mg. the inhibition is 40%, and then there is little addi- 
tional increase in inhibiting action with further large 
increments of sulphanilamide concentration. 

ı (2) Sulphanilamide + 5% zinc. oxide.—This prepara- 
tion is made commercially and is recommended .by the 
manufacturer for local application., The mixture had 


a somewhat greater inhibitory effect on phosphatase 


~ 


than sulphanilamide alone (Hove et al. 1940), especially | 


è The results here reported were 


demonstrated to the Physiotogical 
Society on Nov. 25, 1944. — oe a 7 ; 
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in the lower range of concentration. Thus the degree 
of inhibition at 100 mg. per 100 c.cm. was 35%, at 


‘SULPHATHIAZOLE 
SULPHAPYRIDINE 


k Fig. l—Effect of sulphonamides 3" 
bone phosphatase activity in vitrd: 
percentage inactivation of phos- . 
phatase. ' 
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200 mg. it was 45%, and at 300 mg. 50%. At 1500 mg. 
per 100 c.cm. the inhibition was only slightly greater 
than with sulphanilamide alone. _. 

(3) Sulphathiazole and sulphapyridine.—The maximal 
blood concentration generally produced with these 
drugs is 6-8 mg. per 100 c.cm. The maximal] concentra- 
tion that can be obtained in tissues is about 250 mg. per 
100 c.cm. At blood concentrations the inhibitory action 
on phosphatase is negligible, and even at 250 mg. per 
100 c.cm. it is under 8%. ~ | ; 

(4) Para-aminobenzoic acid.—In cultures amino- 
benzoic acid inhibits the bacteriostatic action of sulph- 
anilamide, so we thought it might have asimilar influence . 
on the action of sulphanilamide on phosphatase. . Pre- 
liminary experiments demonstrated however that 
p-aminobenzoic acid itself had a potent inhibitory action 
on phos- — at | i ; 
phatase. 
Fig. 2 
showsthat 
with con- 
centra- 
tions of 
p-amino- 
benzoic 
acid up 
to 500 
mg. per 
100 ccm. 
there is an | 
approxi- 
mately 
inear rela- 
tionship 
between, 
the con- 
centration 
and the 
degree of 
inhibition 
of phosphatase obtained ; 500 mg. per 100 c.cmy. produced . 


almost 90% inhibition. 


100 


Fig. 2—Effect of p-amino- 
benzoic _ acid on. bone 
phosphatase activity in 

_ vitro. , 
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INFLUENCE OF PHOSPHATASE CONCENTRATION 


Over the range. of phosphatase concentration in the 
reaction mixture of 10-50 King-Armstrong units, the 
concentration of phosphatase did not influence the degree 
of inhibition produced. The, concentration of phospha- 
tase in bone is unknown ; it is not uniformly distributed 
but is highly concentrated in certain zones, as shown by 
histochemical] studies. B 

| Histochemical Methods — 

Phosphatase can be demonstrated by histochemical 
methods ‘in tissues that-have been fixed and embedded 
in:low melting-point paraffin in the usual way, as shown 
by Gomori. The later method of; Gomori (1943) was 


E 7 
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found more satisfactory ' for studies on- bone. The 
principle of the method is as follows : 

. The calcium salt présent in thé bone sectionis dissolved 
out and topically replaced by a precipitate of black cobalt 
sulphide. - The ‘section is then incubated with calcium 
chloride and sodium glycerophosphate. The phosphatase 
in the section liberates calcium phosphate, which is preci- 
‘pitated in the presence of veronal. buffer. The calcium 
phosphate is. converted into lead phosphate and stained 
specifically with acridine red. Phosphatase distribution 
and concentration are assessed by the distribution and 

- intensity of the red colour. . l ; 

' To determine the action of the sulphonamide on 
phosphatase in bone the fdllowing procedure was 
adopted. os a dt Gk 7 ws T 
Femora of day-old rats were fixed in absolute alcohol 


` without preliminary decalcification, embedded in low * 


melting-point wax and cut longitudinally. The sections 

' were treated by the method- outlined above, up to the 
stage of replacing the calcium salt of bone by black cobalt 
sulphide. Contiguous sections were then used; one of 
‘the pair acted as control and: was put through the usual 
stages of the later Gomori method. The treatment. given 
to the other member of the pair was modified. The section, 
instead of being incubated in calcium chloride and sodium 
glycerophosphate alone, was incubated in a calcium chloride-- 
sodium glycerophosphate solution to which a sulphonamide 
was added'in the maximal concentrations that can be 
produced in tissues. Incubation was ‘carried out for 6 
hours: at: 37° C, during which period the sulphonamide 
could exert its influence on the phosphatase activity of 

' “the bone.‘ The Gomori procedure was then completed as 
-in the'controls. ‘Exactly comparable parts of contiguous 
sections were examined. i 


In the descriptions that follow the depth of the red 


colour in the various parts of the'section is taken as a- 


measure of phosphatase concentration. ` 
f 3 Yo : 


a a ae RESULTS ef 4 
(1) Normal distribution of phosphatase.—In the region 
of the epiphyseal line, the hypertrophic cartilage cells 
were stained moderately red while the matrix between 
them was stained very deeply. : 
using the method employed, the preformed calcium salts 
of the bone are stained black. The osteoblasts in the _ 
cancellous bone of the metaphysis were stained as deeply 
red as the hypertrophic cartilage cells. . The cells and 
matrix of the periosteum covering the shaft. and extend- 
ing up to the joint capsule were very deeply stained— 
i.e., to about the same degree as the matrix between the 
hypertrophic cartilage cells. ~ , 


(2) Effects of _sulphonamides.—The “distribution of — 


phosphatase as indicated by the red staining was the 
same as in the control sections. All parts of the sections 
incubated with sulphanilamide (at concentration of 
1500 mg. per 100 c.cm.) showed a less deep red coloration, 
indicative’ of decreased. phosphatase activity. No 
decrease in the depth of red coloration (i-e., no décrease 
in phosphatase activity) was noted in the sections 
incubated. with sulphapyridine or sulphathiazole in 
concentrations of 200 mg. per 100 c.cm. — l 
| Comment . o EE 
The results show that sulphapyridine and sulphathia- 
zole in the maximal concentrations that can be produced 
in the tissues by. local application do not significantly 
inhibit bone phosphatase. On the other hand, sulphanil- 
amide under the same conditions produces a well-marked 
inhibition of bone phosphatase. Hawking (1941) has 
shown that the local concentration of sulphonamide in a 
packed wound. decreases progressively and that the 
concentration is insignificantly small after 36 ‘hours. 
We do not know, however, how lasting the inhibitory 
effect originally produced on the bone phosphatasé by 
sulphanilamide may prove to be. We have no evidence 
. that sulphanilamide as used clinically does in fact play 
any part in retarding bony union, but we suggest in 
view of the results obtained that it might be wise to 
avoid the local use of sulphanilamide in the presence of 
a fracture. ` KAN ee a Los 
' Since the completion of this work, Benesch, Chance, 
and Glynn (1945) have reported that when pregnant rats 
are given large doses of sulphanilamide or sulphapyridine 


a \ 


a ~ 


As explained. above, ` 


N 
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by mouth the foetuses at term show defective calcifica- 


` tion of certain bones. - Reasons are given for not sttri- 


buting these results to inhibition of carbonic anhydrase 


and the suggestion is made (based on a misinterpreta- 


tion of our experimental findings which are referred to) 
that the changes described are due to direct inhibition 
by the drugs of the phosphatase of bone. . No evidence 
is given that in fact bone phosphatase was inhibited. 
The doses of sulphonamide employed are stated to be. 
“ about seven times the therapeutic dose,” but no data 
are given for blood sulphonamide concentration, which 


may perhaps have been as high as 70 mg. per 100:c.cm. ` 


In our experience sulphapyridine in this concentration 


has no significant inhibitory action on bone phosphatase. 


harmful to the skin 


It would appear unlikely that the defective calcification ) 


observed by Benesch and his colleagues can be explained 


in the way they suggest. 


. 5 Summary Te 


_ In the maximal concentrations obtained clinically im 
the blood, sulphanilamide, sulphapyridine, and sulpha- 
thiazole produce no-inhibition of bone phosphatase in 
vitro ‘or in sections. — : on a 

In the maximal concentrations obtainable in tissues 
as a result of local application sulphanilamide produces 
over 50% inhibition of bone phosphatase activity ; 
sulphapyridine and sulphathiazole on the other hand 
produce only slight inhibition. ~ : . | 

It is suggested-that sulphanilamide should not be used 
clinically as a local application at fracture sites: - 
| We would like to thank Mr. W. B. Emery and Mr. W. G. 

Bartley for supplying us with bone phosphatase; Mr. C. L. 
Foster for assistance in preparing the histological material ; 
and especially to Prof. Samson Wright and Dr. D. Slome for 
their continual encouragement. __ s , | 

The expenses of this research were defrayed by a grant 


from the ‘Medical Research Council to Prof. Samson Wright. 
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DERMATITIS FROM CUTTING OILS 


_ G. P. B. WHITWELL, MD LOND. ` 


WORKS ‘MEDICAL OFFICER 


.‘In.1943 I noted! that not all cutting oils are equally 
in producing dermatitis, and 
rejected the theory that oil acne was due to mere 
mechanical blocking of the skin follicles. I considered 
that chemical irritation was the primary cause. 
- It seems that some oils produce much oil acne and some 
but little ; and this cannot, to my mind, be correlated 
with any physical property of the oils. Might not the 
position be comparable to the fact that some oils are 
carcinogenic and some are not ? Furthermore, eczema- 
toid rashes also occur which cannot be explained on any 
mechanical theory. of. blocking of the skin follicles. f 
I found that non-soluble cutting oils that had been 


thinned. with paraffin produced severe oil acne, and that - 


the same oil-and-paraffin mixtures produced the severer 
eczematoid rashes: ` Conversely, soluble oils produced 
both mild ‘oil acne and mild eczematoid rashes, of which 
the latter did not in fact go beyond the erythematous 
stage. From this, it seems -possible that the follicle- 
irritating (oil-acne-producing) and eczematising ten- 
dencies of an oil run parallel. The thick heavy cutting 
oils do not necessarily produce the most oil acne, though 
in theory these ‘oils should block the pores most readily: ` 
On the contrary, they are often relatively harmless 
Thus some thick purified medicinal greases, derived 
from petroleum, such as yellow or white petroleum jelly, 
never give rise to oil acne; and an oil acne from zinc 
ointments must. be practically unknown. But if 


_ petroleum jelly is incorporated with certain tars, tô make | 


a tar ointment, folliculitis quite oftén follows its use. In 
1. Whitwell, G. P. B. Lancet,-1943, ii, 394, 
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the same sort of. way relatively harmless olive oil can 


produce oil acne when it is camphorated and used as a 


liniment. Pure olive oil was safely used for skin 
hygiene by the ancient Greeks. 

The better-quality lubricating oils are no less liable to 
produce skin trouble than some of the cruder cutting oils. 
In a big aero-engine assembly plant, employing several 
hundred people, the engine parts were bathed in lubricat- 
ing oil of good quality, and this often soiled the skin of 
employees; but in two years I saw no case of oi] acne or 
dermatitis. The aero-engine test-house operators num- 
bered nearly 200 and lived in a thin film of oil which was 
sabre off the engines. on to the walls and all surrounding 
parts. 
to the touch, and the smell of hot oil was overwhelming. 
The operators had to clamber over the engines a great 


deal during the testing. Yet again, this high-quality 


lubricating oil produced no cases of.oi] acne during two 

years. From the nearby machine ‘shop, where operators 

used the cruder cutting oils, new cases of oil acne would 
\arise daily, especially in the summer. 


Recently I have.been in touch with a group of garages | 
employing 140 men. 


The management have no record 
of an oil rash for the last five years. 


cleaning their hands with paraffin and sawdust. 
garage men ordinarily handle lubricating oils, greases, 
and paraffin for spring spraying, &c. 

oils are handled. 

It is the opinion of one firm which deals ih oils that the 
skin-irritating property of oils is due to “organically 
combined hydrocarbon sulphonates ” and ‘‘ ichthyol 
present as organic sulphonate.’’ On the basis of this. 
they claim to have produced a non-irritating cutting oil, 
However this may be, it is likely that research by the oil 
industry 'and industrial chemists could do much to end 
this trouble. Ido not contend that all lubricating oils are 


_ harmless and all cutting oils harmful ; it is more a matter 


relationship of seborrhcea with oil rashes. 


_ have seen people with severe acne vulgaris whose acne 


of tendencies. Nor do I believe that the only way to 
make cutting oils irritating to the skin is to add paraffin 
(or the irritating chemicals it may contain ) s‘but it is 
certainly one very common way. It is possible that the 
objectionable practice of thinning. ‘cutting oils with 
paraffin would often become unnecessary if the advice 
of the oil industry or of technical experts was obtained. 
Paraffin is messy, carries a fire risk, and is unpleasant to 
workin. Severe oilacneand eczematoid rashes develop in 


those engaged in paraffin degreasing—in the course of 


which components are freed \of oil in a paraffin bath. 
This degreasing is done manually and “is a ‘deservedly 
unpopular job in works. A little ingenuity mi ight make 
even this job pleasanter and free of risk. 

It is worth noting that liquids other than the common 
oils are sometimes used as cutting liquids ; for example, 
strong soda solution, which occasionally produces a 
dermatitis. Castor oi], coconut oil, and palm oil are 
sometimes seen, but workers in castor oil state that they 
acquire a very fine and supple skin texture. 

Lastly, why do some persons get a folliculitis from oils, 
and others an eczematoid dermatitis? A hairy skin 
seems liable to folliculitis but I have not noted any 
Some races, 
sueh as American negroes, are naturally seborrheeic, yet 
they seem to have a comparative- immunity to trade 
dermatitis, including oil acne. On ‘the’ other: Po I 


been made much worse by an oily job, but they A 
not seem specially liable to oil folliculitis on forearms and 
thighs. Seborrhcea’ alone, unaccompanied by acne 
vulgaris, seems to be no bar to an oily job. 


‘SUMMARY “we 

Oil acne is due to irritating chemicals in the oil. 

Chemical research might do much to make ‘ils less 

harmful to the skin. The relationship of oil folliculitis to 
seborrhaea and oil acne is discussed. | 
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Porsu Awarps.—The King has given permission to Sir 
John Fraser and Prof. L.. S., P. Davidson to wear the 
decorations of the order of Polonia Restituta ‘(second-class 


‘and third-class respectively) conferred on them by the 


President of the Republic in recognition of services during 
the war. 


The floors, stair rails, and every object felt oily- 


A small qutbreak | 


of dermatitis six years ago was due to a group of employees ` 
These ` 


No diesel or crude - 


LOCAL INSTILLATION | 


b 


OF PENICILEIN | 
LUNG ABSCESS 


DENNISON PICKERING ` RONALD en ee 
MD CAMB. - M B CAMB., PHD, ARIC 


. Pendyffryn Hall Sanatorium, Penmaenmawr 


INTRAMUSCULAR infusion seems to be the best method 
of systemic penicillin therapy (Fleming et al. 1944). 
In many cases, however, local application: gives better 
results and is more economical. In lung abscesses it is 
unlikely that an adequate concentration of penicillin 


IN 


Teaches the cavity when administration is systemic, 


and this accounts for failures (May 1944). The following 
case of racemose lung abscess was treated on two occa- 


sions with systemic penicillin and later by- introducing 


penicillin directly into the Cay 


 GASE-HISTORY 


The patient, a man of 40, was treated for pleurisy in 
May, 1944. Four days afterwards he had a sudden 
violent pain in the right-side of the chest posteriorly, 
followed suddenly 2 weeks later by the appearance 


of copious, dark, foul sputum. There were scattered _ 


rhonchi in the right lung with prolonged expiration, | 
and. X rays showed diffuse shadows in the upper part. 
At the end of June the illness became . 


of the lower lobe. 
more acute and there were several hemoptyses ; radio- 
graphy showed itregular translucent areas, and a diag- 
nosis of bronchiectasis was made. \ Penicillin, 450,000 
units, given intramuscularly over 4 days cheoked the 
hemorrhage, and the general condition improved. In 
September further hemoptyses were checked by peni- 
cillin, but the general condition remained poor. The 
offer of \surgical intervention was rejected, but on 
Oct, 12 the patient came fo Pendyfiryn Hah Sanatorium, 
Penmaenmawr, with a view to surgery later. 


On admission his general condition was very poor. Tempera- 
ture 100—102° F, pulse-rate 100-112, respiration-raté 28. Cough 


severe ; sputum foul and purulent. Greatly diminished move- | 


ment at the right base, dullness on percussion, very poor 
air-entry, and numerous coarse rales. Blood count: red 
cells 3,500,000 ;- Hb, 68%; white cells 15,100; polymorphs 
86%, monocytes 4%, lymphocytes 8%, eosinophils 1%, 
basophils 1%. Sputum: pus cells ; predominating organism, 
Streptococcus viridans; also present, Neisseria catarrhalis, 
occasional pneumococci, anaerobic fusiform bacilli, and two 
strains of streptococci. Penicillin-sensitivity tests showed 
all the streptococci.to - be: sensitive, -but the catarrhalis re- 
sistant. On radiography there was dense mottling in the 
upper part of the right lower zone with several translucent 
areas apparently round the dorsdl bronchus, and great thicken- 
ing of the interlobar fissure. 


The history was typically one of fate habeas as since 
described by Barrett (1944), and a diagnosis of pneu- 
monitis with a racemose abscess round the dorsal- Jobe 
bronchus was made. 

‘During the first 24 hours the patient had two con- 
siderable hæmoptyses; his condition was desperate. 
Systemic penicillin had had no lasting effect at a time 
when spontaneous resolution was more likely ; ; and,*as 
‘two courses had been given, the ‘‘ persister ” effect of 
Bigger (1944) could be ruled out., The reason for failure, 
we thought, was that the penicillin had not reached the 
cavity, and we therefore decided to introduce it directly 
by peur owe puncture. Accordingly a lumbar- 
puncture needle was inserted through the 7th rib space 
posteriorly, 2 in. from the midline. At a depth of 8 cm. 
thick pus was found. As much as possible (5 c.cm.) was 
aspirated and - 20,000 units, of penicillin injected in 
5 c.cm. of solution. The effect was remarkable; within 
5 hours the temperature had fallen to 98-6° F, the pulse 
to 88, and the sputum was less purulent. ` 

On the following day exploration was made 3 in. further 


out from the midline. 
3 cm. and a further 20,000 units of penicillin was injected. 


Pus was found at a depth of only — 


Examination of the pus showed, considerable numbers of © 


gram-positive and gram-negative fusiform bacilli. No growth 
was obtairfed (unfortunately rio penicj}linase was available). 
The pus gave a 1 mm. zone of inhibition of stahdard staphylo- 
cocci, The penicillin had evidently spread through the 


- system of. cavities, thus confirming our view that we were 


1 
t 


THE LANCET] 


i 
dealing with a Tacemose abscess communicating with the 
dorsal-lobe bronchus. | 
For six consecutive days injections of penicillin were given. 
Examination of the pus then showed: pus cells; moderate 


‘MIR. DOLTON AND OTHERS.: AIR-EMBOLISM. DURING BLOOD-TRANSFUSION 


numbers. of degenerate-looking cocci; some gram-positive | 


fusiform bacilli, There was no growth. on culture. With the 
agaer-cup technique ‘the pus gave a slightly larger zone of 
inhibition than penicillin, 10 units per c.cm. : 


At this time, then, the infection in the abscess was under ` 


control, and. it was decided to give penicillin on alternate 
days only. Unfortunately, after another X-ray examination 
(which showed little change), a severe hemoptysis reduced the 
hæmoglobin to 53% and the red cells to 2,560,000. A blood- 
transfusion was given and the penicillin continued for another 
2 days. The: pas:sħowed no-change. 
now, improved ; temperature. and pulse became normal, 
and the patient gained 6 lb. in 4 weeks. 


The abscess, however, did not close, although brought 
under control by the penicillin. It was peripheral and 
presumably opened into small. bronchi—a condition 
hindering free -drainage and the removal of sloughs. 
During the injections it was evident that the pleura was 
thick and adherent over the area of lung involved ; one 
might therefore presume a strong: outward pull by the 
chest wall on the cavity walls, counteracting the 
retraetile power of the lung. Further, the location of 
the abscess near the thickened interlobar fissure would 
prevent the formation of any compensatory emphysema 
to neutralise this outward pull on the walls of the cavity 
(Thomas. 1942). 
lution was being prevented by mechanical factors which. 
no amount of penicillin could combat. After consulta- 
tion the patient was transferred to a hospital for 
immediate operation. ‘ ‘ 


Aspiration before operation yielded 4 oz. of pus from the 
chest. Numerous explorations were made on the table with 


no result. Two ribs were removed under general anzsthesia. 
Pleura was much- thickened. The whole‘of the l5wer ` 


The 
lobe of the right lung was indurated and in a state resembling 
grey: ‘hepatisation. | A large irregular abscess was present 
in the posterior division, into which a drain was placed. 


Unfortunately the patient did not recover from the 
anæsthėtic, and the cause of death seemed quite un- 
accountable until an autopsy was made. This confirmed 
the operative findings. No pus was present ; there was 
tremendous thickening of the interlobar pleura with 
organised pus in the space. In addition there was an 
extensive acute ulcer in the stomach which had per- 
forated', into the ‘peritoneal cavity, -with escape of 
stomach contents through the ulcer, The pathologist 
stated that in his opinion this was an antemortem change, 
and did not occur during the 7 hours which had elapsed 
between the death of the patient and the autopsy. In 
this connexion it is noteworthy that after the sterilisation 
of the pus by means of penicillin, and the cessation of 
the hæmoptyses, the slight abdominal symptoms (vague 
discomfort and some flatulence) disappeared entirely, 
the weight increased rapidly, the patient looked and felt 
very much better, and the appetite was enthusiastic. 
He continually stressed his enjoyment of his food. 


COMMENT. 7 


We suggest that‘penibillin should be introduced at the 


actual site of an infective process, if possible. Such 


treatment applied’ earlier in this case might have im- . 


proved the general, as well as the local, condition suffi- 
ciently to encourage operation before it became too late. 
Even with the late treatment he received, the patient 
might have recovered but for his astounding and quite 
unrecognisable gastric lesion. Be this as it ‘may; the 
successful sterilisation of the accumulation of pus by 
penicillin, and the advantage of introducing the latter 
at the site of infection, can hardly be disputed. 


We wish to express our appreciation to Dr. J. L. Penistan, 


EMS pathologist, Bangor, for his interest in this case, aug 


for his numerous investigations, 
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FATAL AIR-EMBOLISM DURING BLOOD- 
TRANSFUSION n se 
E. G. Doron i ERIC GARDNER ` 
MB LOND., FROS f ‘ MB OAMB, 
RESIDENT ASSISTANT SURGEON, CONSULTING PATHOLOGIST, 
ST. THOMAS’ 8 HOSPITAL an WEXBEIDOR HOSPITAL 
W. D. WYLIE, MB CAMB., DA . 
RESIDENT ANESTHETIST, ST. THOMAS ’S HOSPITAL 


‘ A MAN of 53, with carcinoma of fundus of stomnch: 


involving. the lower. end of cesophagus, was operated on 
at St. Thomas’s Hospital, Hydestile, on Nov. 14, 1944. 
A combined abdommothoracic incision was used, and 


‘the anzsthetic was cyclopropane, given through a 


cuffed Magil] tube with controlled respiration. As soon 
as anesthesia was obtained, blood-transfusion was begun , 


_ through the left saphenous vein at the ankle. 


‘It seemed certain therefore that reso- - 


but without improvement. 


Throughout the operation the patient’s general state 
was excellent ; the pulse rose slowly to 90 from an initial 
rate of 80 per minute, and the blood-pressure remained 
at 90/70 mm. Hg. After 2} hours the blood-transfusion, 
which had slowed considerably, ‘was accelerated by 
raising the pressure in the bottle by means of a Higginson 
syringe, in accordance with our routine practice. (The 
original bottle was still in use.) About 15 minutes later, 


be a oe, 


FILTER 
- TOTALLY i 
PERMEABLE . 


BLOOD-LEVEL ' 
7 N BOTTLE 


J \REMAINING 
ay, BLOOD IN FILTER 


AIR o 


~ anapa tf 


AIR UNDER Î 


BLOOD EXIT TUBE ` PRESSURE 


+ BLOOD EXIT TUBE 


Fig. I\—Transfusion with a complecaly patent filter. 


Fig. 2—Transfusian with lower part of filter made totally impermeable below ` 
level of blood. 


while csophagojejunostomy was in progress, the temporal 
pulse suddenly became impalpable and the patient 
rapidly became cyanosed. Inflation of the lungs with 
oxygen was substituted for the anæsthetic mixture, 
An -attempt was made to 
inject nikethamide, 3 c.cm., into the heart, and when the 
piston of the syringe was withdrawn it was noticed that 
there was frothy blood in the syringe suggesting air- 
embolism. Cardiac massage and transfusion with a 
fresh, bottle of blood Were unavailing. 


At autopsy on Nov. 16 the left internal saphenous vein and 


— the great veing returning blood to the heart were carefully 


r 


lared.: The right auricle: was punctured under water — 
which filled the pericardium, and from this puncture a number , 


of air bubbles escaped. The inferior and superior venze 


cave, and the innominate and jugular veins, were distended 
by large and small air bubbles and contained only a little red 
frothy blood. .The right chambers of the heart and the pul- 
monary artery and its branches contained air ‘and fine red 
froth, not as bright as arterial blood, but. much redder than 
the-blood usually found in these situations ; no.air was found 
in the systemic circulation. Aftér section the lungs shrank 
to minute proportions ; they were pale grey throughout and 


appeared to contain little if any blood. There was no air _ 


in the right iliac veins or their main tributaries ; ` but the 
veins on the left side of the pelvis, and the left common iliac 
vein, contained a large quantity. All the veins of the left 
leg were filled with non-aerated-blood, as a result of the trans- 
fusion being continued from a new bottle | the patient 
i sa | \ 
EXPERIMENTS 

In view of these findings, which’ paced: ‘that the 

source of embolism was the blood-transfusion, we carried. 


` 
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. out some simple experiments. The results are best 
explained by diagrams. 

Fig. 1 shows transfusion with a. completely patent — 
filter. Here application of pressure to the air inlet 


cannot possibly force air through the blood-exit tube. 


_ Fig. 2 shows transfusion with lower part of filter made a 


totally impermeable below the level of the blood; to 
achieve this condition, a filter was painted with collodion 
solution. If pressure is now applied, it forces any 
remaining blood within the filter out of the exit tube, 


followed by air. 
| In a third experiment we discovered that with a.. 


_ partiaHy -blocked filter, a mixture of blood’ and air 
_ can be forced through the exit tube. Since in our case 
the transfusion never ceased, it seems obvious that this 
was what happened at the operation. 
blockage of the filter ‘by sediment. leads to diminution 
in.the supply of blood to the top of the exit tube, and 
slowing of the drip. If the air pressure in the bottle 


is increased at this stage, the passage of blood through / 


the filter is not increased: rather, air passes Into the 
filter cone, and the exit tube delivers air and blood inter- 
mittently. Thus, unless the drip-chamber is carefully 
watched, it may be supposed that the pressure is still 
| inadequate, and it may be increased. Closer inspection 
would ‘reveal the intermittent columns of air entering 
the drip-chamber. 


DISCU SSION 


Keith Simpson (1942) has described 4- cases of air 
embolism due to attempted transfusions; the only 
relevant one is his first, in which the level “of. saline in 


a reservoir not provided with a wick filter fell below the | 


exit tube, and massive air-embolism developed while 
_hand-pump pressure was being used to maintain the 
infusion. Devas (1942) points out that a hole in the 
delivery tube or leaking side-inlet into a Laurie drip- 


-chamber can easily produce air-embolism. None of- 
the findings described by these investigations, however, 


. are pertinent in our case. 
Though we have found no record of an accident. like 
ours, it can hardly be the first example. 


may not reveal its presence. 
veins may not be noticed, and once the veins or organs 
are opened air may be sucked in, and the diagnosis 
missed. According to Keith Simpson, if the veins 
leading from the suspected site of entry are exposed 


-. but not opened, they will show a string of air bubbles. 


These were not present in our case, for the reasons 
given above. Bý filling the pericardial sac or, anterior 


mediastinum with water before opening the heart it 


is possible to demonstrate conclusively the contained 


The minimal lethal quantity, of air is EE ‘and. 


‘very varying estimates are given (Richardson 1937). 
Massive embolism fills the vascular bed of the lungs and 
causes rapid death from anoxia ; smaller volumes, more 
slowly introduced, cause death by passage of the emboli 
through the lung capillaries into the cerebral and 
coronary vessels. Keith Simpson estimates that 10-15 


c.cm. of air is fatal in a patient whose resources are - 


_ already severely taxed by’ DATOOTRAEE: operation, or 
, illness. ' . 


N 
SUMMARY AND CONCLUSIONS 


Air-embolism was produced by raising the pressure 
in a blood- transfusion bottle when the filter was partly 
blocked. 

Probably some deaths attributed to shock of operation 
or status lymphaticus are actually due to air-embolism, 
which goes unrecognised because routine methods of 
post-mortem examination do not reveal it. 

The method. of forcing transfusion with a ‘Higginson 
syringe is dangerous unless constant close pupcevision 
is exercised. 


Our thanks are ‘due to Mr. N. R. Barrett for permision 
to publish the ease-record.. 
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But unless — 
air-embolism is suspected, post-mortem examination — 
The bubbles of air in the. 
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Large Scale Rorschach Techniques an 


M. R. HARROWER- ERICKSON, PH D, research iodine, 
. department of neuropsychiatry, University. of Wiscon- 
sin; M. E. STEINER, MA, personnel section, General. 
Electrie Co., Bridgeport. (Bailière. Pp. 419. 47a.) 


THE methods described in this book represent the ~ 
first definite advance in Rorschach testing since the 


a my ee ae 


a. 


‘original appearance of the ink-blot interpretation 


technique. Two main obstacles have hitherto prevented’ 


‘the large-scale employment of the Rorschach method. 
The procedure is’extremely lengthy, and has to be carried 


out by a specially trained person; and it is highly 
subjective, and not adapted to statistical analysis and 
treatment. Dr. Harrower-Erickson has developed two- 
methods which overcome these difficulties ‘in’ varying 


degree—the group Rorschach and the multiple-choice 


tests. The group Rorschach, as its name implies, can. 
be given to a number of subjects simultaneously and the 
testers.need no Rorschach training. Interpretation of 
results still requires a skilled Rorschach worker, though 
much time ‘can be saved by using Monroe’s methods. 

Types of: response -obtained have been _thoroughly 
analysed. In the multiple-choice test the subject is 
required to choose from a limited number of responses 
the one which, for him, most closely resembles the ink- 

blot. This choice can be scored quite objectively, and 


_can be interpreted by persons with no special Rorschach | 


training. Data are presented to show how far the 
procedure su¢ceeds in separating neurotics and psychotics 
from normal subjects. An adapted form of the multiple- 
choice test has given promising results in this country. 

The statistical evaluation of the material leaves 
something to be desired. Thus, large numbers of 
frequency ` diagrams, giving percentage occurrence of 


‘various Rorschach signs, are presented without an 


attempt being made to establish the statistical signifi- — 
cance of differences between_contrasted groups. But 
the fact that such criticisms can be made shows how far 
the authors have succeeded in transforming-an entirely, 
subjective test into an objective psychometric tool. 


Lectures on Preventive Medicine St 


' Harvey. SUTTON, OBE, MD, DPH, lieut.-colonel AAMC, 
professor of preventive medicine’ and ‘director of the 
School of Public Health and Tropical Medicine, University 7 
of Sydney. (Consolidated Press. Pp. 658. 27s. 6d.) 


Colonel Sutton’ s course of lectures are written, as 
delivered, in a racy style, with the manner of vigorous 
youth. Sometimes his summary sgems too abrupt, 


‘but it is intended for the student’s notebook rather than — 


the general reader. The little errors that have crept in 
are ‘not a serious blemish upon a fresh and interesting” 
work, and the statistical tables scattered through the 
pages do not interrupt the reader’s train of .thought, 


‘ because they are really part of the story. Many of. the 


figures are drawn from recent Australian sources. The. 
1940 maternal mortality figures confirm the finding of. 
Mrs. Burns, in the Durham area, that the first birth is 
the safest, and that there is a fairly steep rise in mortality 
after the sixth child. The statistics also show that the 
young primipara has by far the greatest chance of safe 
childbearing, and that the multipara over 35 needs the . 
closest attention from the obstetrician. Colonel Sutton . 
believes that the main reason is a vee in vigour | 
and vitality in women after 30. — | 


The British Journal Photographic Almanac, 1945 


Editor: ARTHUR J. DAVERD ESS: A INST P: (Greenwood, 
Pp. 388 + 32. ‘3s. 6d.).. 


` Tms octogenarian daua is as hearty as ever ie thousie 
6 years of war have robbed it of its foreign references. 


. . The introductory article reviews the growth of photo- 
‘ . graphy for the last 30 years and shows how the scientific 


worker has come to demand more accurate apparatus 
and more precise results. Technicians of high quality 
are mene to be needed, and photographic education 
must soon offer recognised qualifications and diplomas. 
Practical articles and tables, formule, and processes’ 


. make up the book, and nedundent matenal has “pean 
carefully pruned away. ) 
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: Time for Decision 


Nxeormations about medical work after the war 
have reached a crucial stage.. Next week the, British 


Medical Association ‘at a special representative 


meeting, and: other bodies, will consider a , report 
from the Negotiating Committee which’ embodies a 
tentative scheme of organisation. If the verdict on 
this scheme’ is favourable, the Minister- of Health 
“ will discuss it with his colleagues in the Government ; 
and if the Government. approve it a Bill may be pre- 
sented to Parliament in May or June. . Although the 
negotiators’ report is: formally regarded as confiden- 
tial, and therefore. cannot be published, copies have 
been sent to all members of the profession. It has 
raised again two familiar questions: What. is the 
need for change ? Why the hurry ? 


At present there are thousands of medical enn 


-in this country.: -at 'onė end of the scale is the small 
one-man practice, and at the other end is the vast 
Emergency Medical - Service ; 
there are - partnerships, public medical services, 
autonomous hospitals, and municipal institutions. 
_ Everyone agrees that in some. places these services 
overlap, while ‘in others they do ‘not touch ; 
hardly anyone is satisfied that existing resources are 
being used économically, so that every patient gets 
the best they could offer him. The cost of hospital 
treatment has already risen so far that‘a great many 
people—especially middle-class women who are not 
‘accustomed to ask for charity—are deterred from 
seeking advice ; for. they know that one or two 
“serious illnesses may financially break their homes. 
National health insurance and hospital contributory 
schemes have done much to make medical help acces- 
sible to those who could not otherwise afford it ; 


' but NHI provides only general-practitioner service, 


and only for workers, while contributory. schemes, 
unless the contribution is high, cannot -cover all 
vicissitudes. The Government think it so important 
that comprehensive medical care should be available 
to all who need it—regardless of capacity to pay— 
that they propose a universal service which will entitle 
everyone to any medical attention which he requires 
and which is’ obtainable. This proposal can be 
realised only if the thousands of existing medical 
services pool i their resources in the single national 
service. But such pooling does not necessarily mean 
that their individuality will disappear. 


independence of the voluntary hospitals, the pecessity 
of preserving the individual doctor-patient relation- 
ship, and the importance of combining democratic 
` control of the’ new scheme with full opportunity for 
expert advice and the expression of professional 

opinion. All the modifications that are now sug- 
gested aim at attaining $hese objects more effectively 
by securing freedom of action for participants in the 
service while increasing their influence on its. adminis- 
tration. 


ciplined : ‘State medical service ” which most doctors 


would disapprove, the kind of organisation now. 


. TIME FOR. ; DBCISION 


-and intermediately 


and 


The white-. 
paper recognised the desirability of preserving the. . 


So far from being a preliminary to the dis- 
_.6f doctors. 


- 


_ [APRIL 28, 1945 533 ` 


proposed is.in our view an alternative to it. Tts 


eventual form will depend on the structure of British 
society in years to come; but its successful estab- 


lishment now would postpone indefinitely the danger 
on authoritarian lines 
_ being inflicted on an unwilling profession. 


93 


of a ‘‘ State medical service 


Why the hurry ? Some’ of the politically-minded | 


are anxious to postpone decisions because they think 
the General Election will - produce ‘a Government 
| lukewarm about social security and content to do no 
more than extend National Health Insurance to the 


dependants of those at present insured. Others are 


equally against speed because they expect to see _ 


next autumn a Parliament eager for full socialisation 
of the medical profession. Neither of these eventu- 


. alities appeals td us; and obviously there would be 


big advantages in reaching an agreed solution before 


the election, so that these complex issues will not — 


be decided on party- lines.” 


reasons against unnecessary delay, The end of the 


war, in the East'as well as the West, may not be very. 
far distant, and as soon as men and women return . 
‘from the war there will be a pressing need to show — 


them that they aré-coming back to something potenti- 
ally better than they left. A: social security scheme 
embracing every sifgle citizen on equal terms would 


- help to carry into peace the sense of unity engendered 
and even those who do not see it as a fitting — 
| memorial to the service of all sorts and conditions 


by war ; 


of men must admit that it would, be a stabilising 
influence in the perilous years ahead. A social 


security scheme covering everyone Amplies a medical 


service covering everyone : for any Government that 
agrees to pay substantial allowances during illness 
must make sure that all the persons covered can get 
medical attention whenever they need it. No doubt 
good. houses and good food and good working con- 
ditions are what is chiefly required 


to help. people to keep well, or, when they are ill, to 
restore their health. expeditiously. The past few 
years have produced so many effective remedies that 
the practitioner can do far more ‘than before, and 


medical, practice ‘is of- greater porene to the 


community than it has ever been. 

_ These arguments will not of course appeal to anyone 
who disapproves of increasing’ social security. But 
there are at least four other reasons for reaching early 
decisions on post-war: medical organisation. The 
first is that action of some kind will be needed almost 
at once to rescue the voluntary hospitals, most of 
which will find themselves in trouble as soon as EMS 


. grants aré withdrawn at the end of the “ emergency.”’ 


Secondly something must surely be done to continue 
the valuable specialist services which the EMS has 
brought to mgny areas which never previously enjoyed 
anything of the kind. Thirdly it seems highly advis- 
able, if not essential, that by the time thousands of 
young men return:to this country to. take up civil 
practice—many of them for the first time—they 
should know precisely what prospects are open to 
them. if for example they have to buy their way into 
practices in the traditional way, they should be able 
to do so in confidence: that .the whole system of 
practice is not going to be changed within a few 
years. Fourthly there is, and long will‘be, a,shortege 


to make the 
_ population fit ; but doctors can nevertheless do much 


This does not mean, as some suppose, 


But there are other - 


that everything should be left,as it is until, twenty. | 
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is 
- Britain, and arrangements must be made enabling 


- 


< years hence, the shortage is overcome. It means, 
_ on the contrary, that a new service should be brought 
into being as soon as possible. 


The right answer to 
scarcity. is intelligent and efficient use of whatever 
“scarce. Doctors will be precious in post-war 


them to do their work to the fullest advantage. . 
One of the ways in which a practitioner’s output 


can be raised is to relieve him of tasks that can be’ 


equally well performed by non-medical staff, and we ' 
have always regarded the rapid development of health | 
centres as a rational means of meeting the situation 
that lies ahead. If the present scheme seems to 
lay emphasis on the experimental nature of the 
proposals for health centres, that after all is not a 
departure from the white-paper, which recognised - 
that an advance of this kind must in its early stages 
be. an ‘experiment. What: actually happens will 
depend less on decisions next week than on the keen- 


- ness of those who. make the experiments, and on the 


interest shown in them by doctors and the public. 


Compared with those of the white-paper, the arrange- 


quite distinct and 


` ments now contemplated give less promise of early 


improvement of conditions—either for patient or 
doctor—in backward municipal hospitals ; and some 
may feel that the privileged position accorded to 
voluntary hospitals will delay reforms that many of 


' them urgently need. But these various concessions to 


the representatives of the three bodies chiefly con- 
cerned—the profession, the local authorities, and the 


voluntary hospitals—are none of them fatal to the 


main conception of a comprehensive medical service 
for everybody, improving: in quality as fast as is 
feasible. The object has been to secure rationalisa- 
tion without regimentation, and the many years of 
discussion both inside and outside ‘the profession, 
followed by long and patient negotiation, have brought 
forth a scheme, which is workable because it is-(or 
should be) acceptable to those who will have to work 
it. How far it succeeds in its great purpose will rest 
largely with our own profession, which will be able to 
make its voice heard as never before. 


_ Artificial Pneumoperitoneum | | 

In the treatment of pulmonary tuberculosis: the 
aim of all ancillary measures must be not only to 
bring rest to the affected part but to reduce tension 
in its neighbourhood so that it may relax into the 
position best suited to its healing. These two 
desiderata, although intimately. related, are in fact 
are rarely achieved simultaneously. 

A successful thoracoplasty may both immobilise 
a diseased region and bring’ the walls of any cavity 
therein into benign apposition, so reducing their 
sputum-forming capacity even though they may 
never cicatrise ‘together. A ‘perfect ’”’ artificial - 
pneumothorax may bring about the same situation 
by allowing a diseased lobe to retract and achieve 
reasonable immobility while the hyperextensible 
healthy lobe is literally given enough breathing-space 
to perform the respiratory function for. both. But 
a less perfect APT may achieve only. one ‘or neither 
of these effects—in fact, it. may do the reverse and 
increase local tension and/or movement. When, for 
instance, disease is scattered throughout a hemi- 
thorax, an APT, even. if adhesion-free, will increase 
the extensile movement by virtue of the very fact that 
all the lobes are partially. collapsed ; for the smaller 


ARTIFICIAL PNEUMOPERITONEUM © 


‘ of which often leads to local necrosis, 


interruption. 
to cut down the vital capacity and the extensile lung ° 
movement on that side by more than 50%. 
addition the rise of the diaphragm allows the lung as 
‘a whole to contract, thus giving the diseased areas 
their chance of internal selective relaxation. 
regions of the lung benefit from these alterations in 
‘tension depends on the amount and distribution of ~ 
pleural symphysis, and this cannot be foretold with 


porary paralysis by means of a 


generally accepted that nothing can beat the 
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a balloon the greater the variation a breath of 
air will make in its diameter and circumference. 
-In this event the whole lung-tissue. will then be 
submitted to increased concertina-movement, unless _ 
the elasticity and extensibility of the healthy lung 
substance are sufficient to permit “internal selec- - 
tive ” relaxation and immobilisation of the diseased 
areas. Another imperfect APT may increase the 


internal tension of a cavity by perpetuating a one- 


way-valve effect in its tributary bronchus. Occa- 
sionally an imperfect APT may be improved by 
cauterisation of adhesions ;” but adhesions are not 


always divisible; and section of the larger vessel- 


containing adhesions always entails the obliteration 
of a collateral blood-supply (which has presumably. . 
developed for a good therapeutic ana the abolition 
loughing, and 

bronchopleural fistula. 
In cases where thoracoplasty (an irreversible 


operation) is regarded as too drastic, and where an 


APT has proved ineffective, other measures may have 
to be tried’; and commonly the next step is phrenic 
Paralysis of a hemidiaphragm is said 


In 


Which 


any great accuracy, though the radiological appear- , 
ances after the preliminary “ ` unsuccessful APT ” 
or in WyNNE-EDwarps’s “ cough test °” may suggest 
freedom and’ retractility of one or other zone. As 
might be expected, disease of the lower zone usually 
derives most benefit from diaphragmatic paralysis, 
but it is by no means uncommon for subapical’disease, 
even with excavation, to resolve and ‘heal. ane 
“ phrenic crush ” 
beneficial sufficiently often to warrant its trial. 
Evidence has lately been produced that the effects. 
of phrenic paralysis can be greatly enhanced by 
artificial pneumoperitoneum. CLIFFORD-JONES and 
MACDONALD + found in ten cases that the average rise 
of the diaphragmatic dome brought about by phrenic 
crush alone was 2:8 cm. ; when reinforced by APP the 
average rise was 7:8 cm. Ina series of nine measured 
cases, EDwaRDS and Logan? found that after APP ' 
the rise increased by an average of 6:5 cm.; in one 
case the dome achieved a-total rise of 14-5 om. They 
also noted clinical improvement in 20 out of 50 
cases subjected ta this treatment. Artificial pneumo- 
peritoneum therefore seems to have a definite place 


in the relaxation-and-immobilisation therapy of 


‘pulmonary tuberculosis, although indications and 
contra-indications have not yet been fully established. 

RILANCE and WARRING, in their 55 cases of APP with 
phrenic crush, noted that the best results were obtained 
in lower-zone cavities, next best in upper-zone cavities, 
and worst in mid-zone cavities. CLIFFORD-JONES 
and MACDONALD agree with these findings. It seems 
ec p er- 

fect ” APT, but that the APT which remains ineffec- 
tive even after pneumolysis should be abandoned 


1. Clifford-Jones, E., ‘Macdonald, N. E To 24, 97.. 
2. Edwards, P. W,, Logan, J. Ibid, 1945, 
3, Rilance; A. B., Warring, F.C. Amer: y Son Tle. 1941, 44, 323. 
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| early, and phrenic crash. with APP given its chance.. 


_ A case can‘also. be made: out for APP immediately 
_ after parturition in tuberculous women, as advocated 
by BARNES,‘ to prevent the disastrous effects of the 
sudden . descent of the diaphragm and maintain any 
improvement, which accrued from its elevation by 

the pregnant uterus. `- 
A further use has been. described by BELBENOIT 5 
in,a case. where APP relieved severe abdominal . 
discomfort cand vomiting, whose onset had been 

determined. by’ left phrenic, interruption: but whose 
| wag proved by subsequent laparoscopy to be 
attributable. to plastic peritonitis with adhesions. in 
the neighbourhood of the cecum. : ~~ 

Is pneumoperitoneum fool-proof ? A not. 
Until recently most writers have emphasised the ease 


_ and safety of its performance, and have almost light- 
heartedly reported the, complications and accidents | 


they have encountered. Shoulder-tip pain, intra- 
_ peritoneal effusions, puncture of various viscera, 
anorexia, and’ posterior mediastinal emphysema all 
seem harmless and transient, although maybe worry- 
. -ing both to operator and patient at the time.., But 
WARRING and Tuomas ë recorded a sobering case of 
- air embolism following a bout of vomiting four days © 
after a refill ; and now ASLETT and JARMAN? report 


2 equally ‘unexpected deaths in a series of 30 cases. 
These two fatalities may also have been due to 


seeping air embolism, but the suggestion that the - 
symptoms were due to cardiac embarrassment fits 


in better-with the description of malignant pneumo- 


mediastinum given by Maogan and MACKLIN.’ 
There air is forced through the diaphragmatic hiatus, 
causing an ever-increasing intramediastinal pressure 
because for’ some- reason the usual ‘escape routes 


into the neck and retroperitoneum are not opéned up. - 
In the maintenance of artificial pneumothorax—as — 
indeed in all operative procedures—it is proverbial 


that even the most experienced operators will eventu- 
ally hit a snag, and it is equally notorious that dis- 
asters rarely come singly. We must therefore com- 
miserate with ASLETT and JARMAN on their bad luck, 


be grateful for their frank cautionary tale, and vainly / 
wish with them that autopsy: could have been pet; , 


formed to lay bare the pathology. 


| Treatment of Germany 
. TuE settlement of Europe centres round the 
appalling problem of Germany. Partly itis a material 
problem of destruction, with famine in the offing. 


But mainly itis a psychological problem. We must’ 


hope that visible and definite defeat will be ultimately 
salutary to this particular nation, but we'can only ` 
guess how best to turn it to advantage. 
and fullest reports of Nazi concentration camps, 


which can no longer'be dismissed by anyone as in- 


credible, show how far. the rulers of the Third Reich 
and many of their subordinates have departed from 
ordinary standards. These people, the man-in-the- 
street says, must be virtually mad ; 
created an abnormal state of mind in all Germany. 
What treatment, he asks, would the psychiatrist 
recommend ? — 


The psychiatrist has no simple answer. Con-. 
fronted with an individual psychopath, and even 


. Barnes, J Paneel, ey D 17, 1845, 88. 
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: a bs Th homas, K, M. Am Ne EP Het Tibero; 1940, 42 42, 682. 
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enough time, he can hope to uncover the sources of | 
abnormal behaviour and perhaps bring back, mental- 


health or at least improve the behaviour of his patient. 


But.to apply his new science to a group of 80 million | 


people is more difficult. The layman, who likes to use 


medical metaphors when talking of political events, 

has not been slow to describe National Socialism.as a 
‘mass psychosis.” . But this is scarcely more than a" — 

figure of speech. ‘HEOKER i in a famous book has col; 


lected. the psychic epidemics of past times, and his 
monograph is a melancholy reminder that human 
beings in‘every age have demonstrated that they do 


“not act rationally. Anthropologists, using the more | | 


recent data of médical psychology, have not yet estab- 
‘lished principles about the behaviour disorders of 
groups, but they have made a sound beginning. 

Rivers of Cambridge was early in pointing the way ; 
and he was followed by such workers as MALINOWSKI, 

BEnepict, Mrap, ‘and Sapir, who studied social 
heritage, "including traditional methods of child-rear- 
ing, parental attitudes to various “ good ” and “‘ bad ” 
behaviours, interpersonal. relations, and other group 
characteristics which impart distinctive cultural 
patterns to. societies and their institutions. . From 
the study of the unconscious mechanisms of psycho- 


logical disorder ‘it was natural țo- proceed to the — 
analysis of normal and abnormal behaviour in indi: | 
viduals of alien cultures or earlier times and thence | 


to the examination of self-contained primitive groups, 
such as island tribes of the - Pacific. Meanwhile 


sociologists were surveying civilised group-life in — 


industry, town communities; and the, like. These 
social studies have provided both working concepts 


and rough standards against which individual and = 


collective behaviour can be assessed. 

The symptoms of disease in Germany’s body politic 
are well known: internal conflict during the brief 
tragic Weimar Republic ; 
creation 
of scapegoats in the form of Jews, Freemasons, and 
Bolsheviks ; widespread individual surrender to a 


group-leader who is enfolded in an omnipotence — 


myth; loss of normal relations between members 
of the same family and between neighbours; the 
deliberate cultivation and acceptance of hatred ; and 


finally murderous attacks on the environment., l 


These are malignant and ominous from any point of 
view. True, all bodies politic show symptoms of 
unheaithiness, or what might be interpreted as such ; 


but they have seldom if ever been so gross and: | 


immediately horrifying as those seen in German 

against the background of contemporary and tradi- 
tional European civilisation. A capacity for cruelty 
is latent in all mankind ;. but in civilised communities 
it is strongly checked. by education, leading toa 
healthy public opinion, and. also, to a much smaller. 
extent, by legal penalties. 
have been taught devotion to the “‘ father figure,” 


typified in a leader who has not merely condoned but 


encouraged cruelty; and their sense of guilt for 


‘violence’ and savagery. carried out by the group,’ 


and sanctioned by the leader, is less than the guilt 


of an individual for his share in group violence or for. 


any, ' independent violence in which he may engage. 
There: is now. an opportunity for close study of 


the German social picture, and for systematic: field’ 


work which will add to our knowledge of group 
behaviour ; 


an outburst* of collective. 
` self-assertion with denial of military defeat ; 


German youth, however, 3 


and as a long-term policy for;European ` | 
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peace it is very necessary that full use should be made 
of this opportunity. The urgent problem of treat- 
ment and prophylaxis is not one to which the anthro- 
pologists, psychiatrists, and sociologists have a ready 
answer, though they know something of its etiology. 
The combined efforts of social scientists should, how- 


ever, contribute usefully to such a task if their. help 
were enlisted. We haye seen a generation defrauded ` 
'_ valye, for insertion into the pleural cavity.if the need _ 
A sudden increase in intrathoracic’ pressure can , 


of their social heritage, stripped back to the,savage, 
and giving the savage virtues a prominence long since 
denied them in adult society. They have been 
-= reduced to javenile levels of behaviour ;‘and, like 


children, must regain an understanding of justice and i 


humanity by seeing them in action” 


_ Annotations 


+ 


NEW FELLOWSHIPS IN MEDICINE 


THE preventive side of medicine is yearly gaining 
a greater share of attention. The trustees of the Nuffield 
Foundation, recognising that more trained research- 
workers and teachers are needed in this branch of medi- 
cine have made a timely offer of a limited number of 
postgraduate fellowships for fitting.men and women to 
fill senior teaching and research posts in social medicine, 
child health, industrial health, and psychiatry. The 
-~ value of the fellowships will normally be £500-800, with 
the addition of travelling expenses to fellows who go 
abroad for study. The award will be made for one or 
more years, but will not usually be tenable for more than 
three. Candidates must normally live in the United 


Kingdom, and hold a university degree’ in medicine 


registrable there. . Their-merits, abilities, and inclina- 
tions must fit them for an academic career in one of the 
branches for which the fellowships are offered, and they 
must have had some general clinical experience since 
registration, usually as resident officers, in general 
medicine and surgery. Service with the Forces will be 
taken into account. ' 
successful candidates, and the institutions at which it is 


carried out, will be approved by the trustees, and usually 


will include study abroad during the last. fellowship year. 


For a part of the time fellows will be relieved of clinical 


duties and encouraged to study pathology and “the 
sciences fundamental], or allied, to clinical science.” 


At the end of each year the fellow will send in a report of 


his work to the trustees, who. reserve the right ‘to ter- 
minate the fellowship if they feel he has neglected his 
obligations. 

Applications. for these medical fellowships: may be 
made at once. Candidates must be recommended by the 
executive authority of a university medical school, and 
doctors serving with the Forces may apply at once for 
fellowships tenable on. their demobilisation. ` Forms -of 


application may be had from the secretary of the Nuffield. 


Foundation, 12, Mecklenburgh Square, London, WC1. 


AIR EVACUATION OF CHEST CASES 


THE transport of sick and wounded by air has some 
special problems where chest cases are concerned. 
= Blood or air enclosed in the pleural cavity exerts a 
relatively greater pressure as the barometric pressure 
falls with altitude. In pre-war days the importance of 
this factor was already recognised in patients with 
artificial pneumothoraces, who were advised to travel 
below 6000 ft. and never above 8000 ft. for fear that they 
would develop dyspncea from excessive internal tension 
and ‘that adhesions might. be ruptured.’ Similarly large 


refills should not be given preparatory to air travel, but - 


the refill becomes increasingly necessary after Janding. 


The extensive use of air transport in the South Pacific = 


1. Todd, G. S., Anderson, D. M. Lancet, 1943, ii, 597. 
2. Goldman, A, Nav. med, ‘Bull,, Wash. 1944, ‘43, (685. 
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The programme of training of 


high mortality would offset their advantages. 
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has proved it of the greatest value in removing wounded 
rapidly over long distances. The. patient. requires 
little handling and travels more smoothly than in-mést 
other forms of transport. Heights up to 3000 feet do 
not worry passengers and over vast stretches of water 
flying at 500 feet is usually possible. Nevertheless, 
when chest cases are to be taken oe a long voyage by 
air oxygen should be carried, and it is advisable to have 
an aspirating needle handy, with some form of non-return 


arises. 
be alarming to the patient, who may easily make matters 
worse by panicking. As Blair? has pointed: out, men 
with chest wounds should lie injured side down; so that 
the mediastinum falls away from the, normal side and 
does not compress healthy ventilating tissue. 

The future of air ambulance services is assured, but- 


‘the pressure effects encountered‘at high altitude must 


influence the selection of cases with wounds of the air-con- 


taining viscera unless the patient’s condition is stabilised 
or a safe flying level can be guaranteed. | 


DEATHS FROM MEASLES 

In studying the annual reports of medical officers of 
health for 1940 Lieut.-Colonel William Butler was im- 
pressed by the small number of deaths from measles 
considering the number of cases notified. Not more 
than a tithe of the deaths which his long experience 
would have led him to expect were being reported. “His 
interest thus aroused he made a wider survey of the past 
and present situation and communicated the results to 
the Royal Statistical Society on March 21.. Whooping- 
cough, he said, showed no such deviation from past 
experience. Of cases notified in 1940-42, between 12 
and 13 per 1000 were fatal, whereas with measles only 
some 2 per. 1000 died. There i is no reason to bélieve that 
measles is any less prevalent than it was. Has it changed 
its character or can we reasonably attribute its present 
low fatality-rate to improved care and treatment, or to 
a higher age of attack? Postponement to later child- 


hood would certainly have a pronounced effect since the 


risk. of dying from measles declines steeply with age. 


Butler believes that this is an important factor in the 


improvement but not the whole story, for it seems likely 
that at each age-period the risk of death has materially 
declined. Better treatment would partly account for this, 
but there is a general impression among clinicians that 
they are dealing with a less severe disease. Districts 
with 1500 to 2000 cases commonly report not a single 
death, and children at the ages of high risk cannot have 
completely escaped attack in such epidemics. The 
change to the lower fatality appears, too, to have been 
somewhat abrupt. The congregation of infants in war- 
time nurseries and nursery schools has- often led to 
better care of children by trained personnel and higher 


standards.of cleanliness and environment compared with 
' a slum or poor home, but. there were fears that the 


unavéidable herding together of children at the ages of 
The results 
so far have apparently not-been serious, and as regards 
measles Butler believes that this is because of the. mild 
character of the war epidemics, ` 


PAEDIATRIC PLANNING IN WOLVERHAMPTON 


‘Tue Royal Hospital, Wolverhampton, has appointed 
a committee to draw up a scheme for its post-war 
development and at its first meeting it decided that the 
hospital should have a‘ special department of pxdiatrics ` 
under the leadership of a pxdiatrician who would be'a 


new addition to the honorary staff. The committee 


approached the British Pediatric Association for expert 
advice and in March the president of the BPA, Prof. 
L. G. Parsons, led a delegation. of seven to Wolver- 
hampton. Before. this, documentary material, plans, 
and statistics had been circulated to the pediatricians, 


. 3. Blair, L. G. Proc>R. Soc. Med. 1941, 35, 97. 
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so that they went armed with. some knowledge of the 
local conditions, both as regards Wolverhampton and the 
Royal Hospital, and the wider regional plans for develop- 
ment. The proceedings ‘began. with a small dinner 
party at which members of the hospital planning com- 
mittee, medical and lay, met the pediatricians and took 
part in a general informal discussion. The next day 
opened with a visit to the Women’s Hospital, where the 
arrangements for the newborn were inspected and the 
site was considered in the light of possible extensions. 
Next came “ Penn,” outside the city, where inpatient 
childrén’s beds of the Royal Hospital have been housed 
as a war-time measure, and during the afternoon the 
pediatricians inspected the existing facilities for out- 
patients and inpatients in the main building of the Royal 
Hospital: 
conclusions, which were later incorporated in a written 
report, approved by the executive committee of the BPA, 
and transmitted-to the authorities at the Royal Hospital. 
The contents of this report and the plans of the Wolver- 
hampton committee are, of course, confidential at this 
stage, but from both sides the experiment appears to 
have been a success. The medical officer of health was 
present at some of the discussions to advise on vital - 
statistics and likely developments in the local autharity’s 
sphere. The hospital committee not only maintained 
a standard of entertainment which the pædiatricians 
are said to have found somewhat overwhelming hut also 
organised the. whole visit excellently, even. to the pro- 
vision of a shorthand-typist to take down the visitors’ 
obiter dicta. This is probably the first time that a large 
hospital has sought the advice of outside medical experts 
in a special branch of its work and Wolverhampton’ S 


THE EEG ELECTRODE.—TYPHES IN GERMANY ' 


FT 


Over a cup of tea they gave their preliminary 


lead might with advantage be followed elsewhere and in . 


departments other than pediatrics. 
THIOURACIL TOXICITY 


THE latest report concerning the toxicity of thawed 


comes from Harrogate, where Curtis Bain} has encoun- 
tered a patient in whom thiouracil caused complete 
heart-block and pericarditis. Of the diagnosis there can 
be no doubt; the electrocardiograms are unequivocal, 
and pericardial friction was audible for at least ten days. 
Thiouracil, in doses of 0-2 gramme five times a day, had 
been given for a fortnight when the patient suddenly 
complained of .a sharp pain in the chest; when an 
electrocardiogram was taken she was found to have 
complete heart-block. While the patient was known 
to have tonsillar sepsis before treatment was initiated, 
she had never complained of a sore throat and there was 
never any suggestion of acute tonsillitis. The fever 
accompanying the attack subsided on the day that 
thiouracil was-stopped. Eight months later the woman 
was back at work and there was no evidence of a valvular 
lesion of her heart. It seems certain that thiouracil 
precipitated the cardiac disturbance; to what extent the 
‘ tonsillar sepsis was a contributory factor is problematical. 


THE E EG. ELECTRODE’ 

IN electroencephalography the design of the eleutrodes 
is more important than in electrocardiography. A low 
inter-electrode resistance is essential; so attention has 
been paid both to the method of attachment and to the 
construction of the électrode. .An entirely satisfactory 
electrode has not yet appeared. According to the Gibbs,? 
the ideal device should not produce artefacts, but should 
be “ easy to apply, easy to keep on, easy to get off, cheap 
and painless.” In this country saline pad electrodes, | 
pressed to the scalp by rubber bands, have been widely 
used.’ Such.-electrodes can be easily and rapidly applied, 
-ang fgr routine work have proved-satisfactary,. but for 
the restless or nervous patient or one with a sealp wound 


. Bain, C. W. C. Brit, Heii: Atlas of’ Ble 
3 Gibbs, r A,, , Gibbs, E. L. Atlas of eotisencophaicemehye 
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"S$: Walter, W. Grey, J. Neurol. Psychiat. 1938,‘1, 359. 


\ 


| 


-U [APRIL 28, 1946 537 


the method is not ideal. Further, the saline pad tends 

to dry after a long period of recording, and the electrodes 
shift with movements of the jaw when they | are held by 
a cap secured beneath the chin. . This is particularly 
the case during hyperventilation. In America some of 
these disadvantages have been overcome by using small 
solder pellets, attached to fine wires and fixed to the 
“scalp with collodion. But the technique requires much _ 
practice and the time taken for preparing the patient is 
more than doubled. Greville and St. John-Loe* have 
now developed a technique which has some of the 
advantages of both methods; the electrodes are easily 
and rapidly applied, no cap is required, and the attach- 
ment to the scalp is relatively‘firm. A small silver cup 
containing electrode paste or jelly is held to the scalp 
and covered: with. collodion from a syringe -having a 
nozzle attachment’ which is of slightly greater diameter 
than that of the cup over which it fits. The input lead 
is subsequently attached by clipping it to’ a light ring 
attached on the electrode, thus allowing the electrode 
time to become firmly stuck to the scalp before the drag 
of the Wire is placed on it. The designers claim that the 
resistance is usually lower than that of saline pads and 
that twelve electrodes can be applied in less than ten 
minutes—a favourable comparison with the American. 
technique. - 

TYPHUS IN GERMANY - 

As the liberating Allied Armies push even deeper into 
Germany, some of the crimes committed by the Nazis 
and condoned by their government are being revealed. 
Apart from their other aspects, the concéntration camps 
are of epidemiological importance, since typhus and 
other infections have been found in many of: those 
already over-run. The discovery confirms only too 
well the trickle of epidemiological information from 
Germany which has been forthcoming in the past three 
years. The policy of the Nazis toward the population 
of the eastern European countries ‘has transferred the 
typhus which has been epidemic for years in these areas 
to the virgin soil of the west. From the scanty infor- 
mation so far available, it seems that the Nazis have 
largely confined the typhus within the walls of their 
infamous prisons, though in the latter every condition 
favouring spread of typhus, except clothing, has been 
encouraged. The story of Belsen camp recorded: in the 
Times of April 14 and 19 suggests the existence at 
present of at least 1000 cases of typhus among the 
40,000 inmates, as well as many thousands of cases 
of tuberculosis and typhoid, and similar reports come 
from elsewhere. The effort needed to. control this- 
infection and to prevent its spread throughout. the 
milling population of the broken State can well be 
imagined. Here is a situation which is going to test to 
_ the full our newly-won powers over one of the historical 
“enemies of mankind. .If the outcome in Naples last 
year had not been so strikingly successful, we might 
consider ,the situation to be extremely menacing. As 
it is, with ‘Naples behind us, we can at least feel hopeful 
.of the outcome of the struggle, though the immensity of 
the problem should not be minimised. | 

In the first place, we are nearing the month of May 
and therefore the close of the typhus season. Lousiness 
always decreases as ¢limatic- temperature rises and 
though other factors may tend tọ increase dissemination 
of lice, time, is clearly on our side. Then too, Naples 
taught us it was unnecessary to eradicate all the lice in 
the population in order to control the typhus.’ The 
-rickettsial-laden lice which constitute the menace are 
concentrated on the bodies of the actual patients and 
their contacts, and on convalescents. Search for actual 
cases and saturation of their environs with a persistent 


_ insecticide such as DDT are the two key measures to 


' be taken. The presence of many medical officers in the 


4. Greville, G. D., St. John-Loe, P. Electronic Engineering, 
February, 1945, p. 377. : : < ; 
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Allied Armies with experience. of typhus from their . 


sojourn in the Middle East, in Africa, or in Italy will 
be helpful in the discovery of cases. The supply position 
with regard to DDT is also likely to be easier now than 
it was a year ago, though the method of application of 
DDT as a dusting-powder will probably remain the 
same., So far as our armies themselves are concerned, 


the experience already gained in the war has indicated 


the high degree of protection afforded by immunisation 
together with louse control, and we may therefore 
expect the soldiers to remain unscathed. 

= Less satisfactory. outcomes are likely in the case of 
the patients in'the camps. Typhus combined with 
tuberculosis and typhoid will undoubtedly exact an 
appalling mortality. The terrible conditions of priva- 
tion which have been enforced will undoubtedly add to 
_ the difficulty of deciding the exact cause of illness or 
death in many instances. Such advances in the treat- 
ment of typhus as have been recently claimed have 
already been mentioned in these columns. Good diet 
and nursing caré. remain the most important weapons 
in the hands of those of our colleagues in whose care the 
patients will be placed. The problem of looking after 
such large numbers of patients will be enormous, and a 
full share of the task should -be borne by those who 
‘have allowed the situation to develop. & 


HAEMOGLOBIN IN PLANTS 


HÆMOGLOBIN, the red pigment characteristic of 
vertebrate blood, consisting of a protein, globin, com- 
bined with the iron-containing porphyrin derivative, 
hæmatin, occurs sporadically among the invertebrates, 
sometimes in unexpected parts of their body. In a few 
species its place as an oxygen carrier in the circulating 
medium is taken by a copper-protein compound and 
~ possibly in others by a vanadium derivative. These 
pigments differ structurally from hæmoglobin in that 


they dọ not contain the prosthetic hem grouping, and - 
may be regarded as pilot developments which Nature . 


has never accepted-for production on a large scale. 
They may be compared with the experiments in mineral 
metabolism which Nature has carried out with cadmium,} 
and with silica and iron.? In hemoglobin, both oxy- and 
-= reduced, the iron is always present in the ferrous form. 
Of much wider distribution are the hematin-iron com- 
pounds which have been adopted by all aerobic plants 
and animals as intracellular respiratory catalysts. These 
compounds, although structurally resembling the pros- 
thetic grouping of hemoglobin, work in an essentially 
different way, for in them the iron changes reversibly 


` in valency as the hydrogen is passed from the cellular 


donators to molecular oxygen. 
A new chapter has now been added to this story by 


the discovery that a red pigment of hemoglobin type | 


can be récovered from the root nodules of leguminous 
plants. It forms with oxygen a loose compound in 
which the iron remains in the divalent state and which 
reacts like hemoglobin with carbon monoxide and ferri- 
cyanide. The function of this compound is not yet 
known, but it is thought to be connected with nitrogen 
fixation by the nodules, because. it seems constantly 
to be present in them, and nitrogen fixation can be 
prevented by ‘a concentration of carbon monoxide so 
low that only a hemoglobin derivative would be likely 
to react with it. Neither the plant cells alone nor the 
nitrogen- -fixing bacteria alone can produce the compound 
—it is a true product of: the symbiosis—and this 
suggests that only by some cell-bacterial interplay can 
the highly specific globin be produced in the plant 
kingdom, for it is the synthesis of this globin which 
limits the distribution of hæmoglobin throughout Nature. 


' i. Fox, H. M., Ramage, H. Proc. roy. Soc. B, 1931, 108, 157. 

2. Jones, E. Í. McCance, R. A., Shackieton, L. R. B. J. exp. Biol. 
1935, 12, 59. 

3. Keilin, D., Wang, Y. L. Nature, Lond. 1945, 156, 227. 


‘service. 


Reconstruction 


A CENTRAL MEDICAL BOARD? 


= Tuose who have received and studied the Negotiating 
Committee’s report on its discussions with the Minister 
of Health will find themselves thinking again about the 
many instruments of administration ‘apparently required. 
for the provision of a.comprehensive national medical 
Everyone wants to see its administration made 
and. kept simple and human. Nevertheless in seeking 
to avoid complications we must also. avoid authori. 
tarianism. So, while the profession will not wish to. 
see committees or officers added unless they are clearly 
needed, it will be well advised not to reject without 
thought any part of the proposed structure that may 


- contain elements conducive to: the just and- Gomoersue 


conduct of the service. \ 

When first published,. the administrative pioviaions 
of the white- -paper must have presented to many the. 
picture of a jigsaw puzzle. And perhaps the piece that 
looked least likely to fit into its fellows was that labelled 
the Central Medical Board. This extra piece appeared 


jn fact a thing apart, for whose presence there seemed 


to be, only two substantial reasons: (1) to make easier . 
the central regulation of the distribution of doctors ; 
and (2) to provide a central employing authority for the 
general practitioner, which would give him the clinical 
independence which he felt would be jeopardised if he 
became the direct employee of his own local authority. 
It was chiefly against the first of these functions (secured. 
by making doctors ask the Board’s permission before 
undertaking public practice in any particular locality) 
that dissentient voices were raised. In objection to 


these so-called powers of direction it was claimed that 


methods of attraction could as effectively, and ‘much 
more fairly, be used to meet the needs of under-doctored . 
areas. If, in framing a new Bill, the Government do 
not' demand that doctors should ask permission before 
entering practice anywhere, or in any way, the objections 
raised to this Board will mostly disappear. But, shorn 
of these powers, would it then be any more than & 
vestigial remnant not worth preserving ? , 


TASKS FOR THE: BOARD 


What functions weuld remain? First, those antici- 
pated by the white-paper, where it was suggested that 
the Board should not only be the contracting body to` 
whom each doctor in general practice would be respon- 
sible, but also the. body determining what number of 
public patients doctors in different areas, and with 
different commitments, might reasonably be expected 
to care for. The white-paper also spoke (rather less 
specifically) of other functions, and suggested that the 
Board might \be able to facilitate the movement of 
doctors within the service, to arrange for the employment 
of assistants both in: health centres and in separate - 
practice, and to see that these assistants have proper — 
contracts. and conditions of work. It suggested also 
that the Board might arrange postgraduate instruction 
and refresher courses for practitioners, and: generally 
watch over the well-being of doctors in the service. 

Subsequent discussion ‘(and the. replies to the British 
Medical ‘Association’s questionary) showed‘ that the 
medical profession was not averse to the conception of 
such a Board, provided’ always that it did not have - 
“ powers of direction;’ and showed also that some 
doctors: favoured the inclusion of:consultant as well as 
the general-practitioner service within the Board’s orbit. 
There is certainly a case'to be made—almost as strong 


as that for the general practitioner-—for ‘the central’ 


employment of the consultant and ‘specialist. True, 


_ those consultants and specialists who, in the new service, 


would-be working exclusively at large voluntary hospitals _ 
—especially. teaching hospitale would: ‘probably find 
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it more convenient and quite satisfactory to be directly 
employed by their own hospital. But if they were 
employed in a local-authority hospital, or—as may 
easily happen in the future—at, a group of hospitals 
some of which were voluntary and some municipal, they 
might well prefer a central single employing body far 
removed from all influence of local politics. Such a 


‘body could well be the Central Medical Board, particu- 


larly if its constitution -were modified to allow of the 
representati ion of consultants among its members. 


-Of late, however, the pendulum has swung, and now | 


arguments are heard maintaining that, all the functions 
we have so far listed could more appropriately and more 
safely be entrusted to agencies operating outside the 
_ purlieus of Whitehall. Even the employmerft of the 
general practitioner, it is said, could be left in the hands 
of whatever committees succeed the present insurance 
committees. Such committees were referred to in the 
white-paper as local committees of the Central Medical 
Board, and whatever the final central structure, it is 
obvious that much of the day-to-day administration of 
the national service must and should devolve upon them. 


Equally it is obvious that, for the national .coédrdination. 


and direction of their work, these local committees will 
have to look to some central body, which, if it is not to 
be a Central Medical’ Board, will nth. have to be a 
department of the Ministry- of Health. 


i —— A USEFUL a E 


Such,a department. would have the customary Civil 
Service’ constitution, whereas in the Central Medical 
Board the doctors have been offeréd inside the Ministry 
an instrument of a new and different type. The Board 
is intended to be composed almost entirely of doctors ; 
the Minister of Health would choose these doctors after 
due consultation with professional organisations. 
most. important of all, the majority of these doctors 
would be employed. in a part-time capacity, and for the 
rest of their time would be actively engaged in the 
practice of their profession outside the Ministry. ` This 
would mean that we should have (as never before) a 
group of representatives | assisting in the executive 
administration of the medical services, who would be 
in a position to understand the problems and difficulties 
of the doctors working in the service, for they would be 
difficulties and problems that- they themselves were 
- daily facing. ` The. potential value of such an innova- 
tion is ene that should not lightly be discarded, and 
unless it can be shown that some alternative structure 
offers. commensurate advantages, no hasty request 
should be made to the Government to abandon the 
project of a, Central Medical Board. 


Special Articles 


MEDICINE AND THE LAW 
Posing as Registered, Practitioner 
WHEN a man who does not possess the prescribed 


qualifications is found guilty of posing as.a registered 


medical practitioner, there is sometimes a moving story 
to be told on his behalf. Untoward circumstances 
erhaps have frustrated his lifelong ambition to become 
fall y qualified, or there are aged parents to be maintained, 
or, Lae is happily often true. none of his patients is any 
the worse for his treatment. In a recent case at the 
Old Bailey the third of these pleas could justifiably be 
urged. Against it, however, the prosecution could 
establish an unromantic case of plain fraud. 
Richard Charles Vernon Grey, 28, described as a 
psychologist, was found guilty (after a first trial at which 
the jury disagreed) of fraudently obtaining £45 148. from 
a doctor at Harringay and sums of' £26. 14s. 6d. and 
£12 126. from a doctor at Chigwell.: ' According to the 
prosecution Grey had been paid this money for acting 
as locum tenens, having got the employment through an 
agency to which he gave the: name of a doctor on the 


But, - 


é 


Register and describing himself as a bachelor of medicine 
and a bachelor of surgery (Durham) who had held two ` 
medical appointments. 
The doctors whom he was accused of defrauding gave | 


evidence that he had shown skill, medical ability, and . 


interest in his work, but that they would certainly never 
have paid him those sums if they had known that he was 
not a qualified practitioner.’ 

A detective sergeant told the court of a statement 
made by Grey. In it the accused said that while serving 
with the RAMC, from which he was discharged on 
medical grounds jn June, 1942, he conceived the idea of 
-becoming a doctor; he claimed to have had previous 
medical training but.did not wish to disclose the details. 
After leaving the RAMC, the statement continued, he 


-attended clinics in Manchéster and London where it 


was taken for granted that he was a medical student and 


These statements were false. . 


r 


consequently he was allowed to be present at lectures, 


outpatients’ clinics, and demonstrations. 
1944, he went to the agency, said he was a qualified 
practitioner, filled in ‘an application form, and was given 
a selection of posts to go to. He was combining. his 
work as a locum tenens, he said, with carrying on a 
consultant’s practice as a psychologist in Harley Street. 
The cases he had treated in Harley Street were exclu- 
sively psychological ; he had made no physical examina- 
tions apart from routine ; -he realised he had done wrong 
but he felt that his knowledge of medicine had been 
sufficient to enable. him to assist the patients he had 


seen ; there had been no complaint of his diagnosis:or - 


treatment. He desired to devote himself to psycho- 
logical practice, for ‘which he did not need to be a 
registered practitioner. 


The court was informed of six previous sonvicliouk: gn 


the first of these was for stealing a doctor’s name-plate. 

It was said that he had posedas a naval officer and had 
made a false statement in order to obtain. an identity 
card. He asked the court to take into account, and deal 
with, three, other cases of fraud. The judge, teling 
him he was ‘‘ just an impostor,” sentenced him to twelve 


‘months’. imprisonment. 


In’ October, | 


The British public “occasionally seems prepared to- 


dismiss the Medical Register as.a mere engine. of 


monopoly and to credit the unregistered and unqualified 
man with some gift, of healing which the prescribed 
course of study and training Would destroy. Grey’s 
case may not shake this belief. But the fact that a man 
is on the Register does at least indicate that he has not 
had a criminal career. Will the British public feel no 
disquiet on learning that a man with six previous convic- 
tions can set up ag'a psychologist in Harley Street at will ? 


HANDICAPPED CHILDREN 


A CONSIDERED attempt to protect and educate the 
handicapped child and to maintain his health lies behind 
the new draft statutory rules and orders issued by. the 
Ministry of Education. The regulations cover blind 
and partially blind, deaf, delicate, diabetic, and educa- 
tionally subnormal children, epileptics, those with severe 
physical disabilities, maladjusted children, and children 
with speech defects. Every child handicapped by 
blindness, deafness, physical disability, epilepsy, or 
aphasia is to be educated at a special schoo]—in the case 
of blind or epileptic children a boarding-school. A child 
of the other groups may attend an ordinary school 
provided it caters for his special needs, and his presence 
does not affeot the interests of the other pupils unfavour- 
ably. His needs are to be met in various ways: thus 
partially sighted and partially deaf children are to have 
favourable positions in. the classroom, and whatever 
special furniture, apparatus, and equipment they need. 
The partially deaf child, for instance, is to have hearing- 
aids if necessary, and instruction i in lip-reading. Delicate 
pupils are to be taught under favourable hygienic con- 
ditions, and are to get proper rest and nourishment ; 
diabetics will live in hostels under medical and nursing 
supervision, and their school life will be modified as 
the doctor advises. Those who are backward education- 
ally are to be taught individually, or in small groups, 
and given opportunities for practical work. An educa- 
tional psychologist will recommend appropriate treat- 


ment for maladjusted children, and those with speech 


defects are to be given special training by a qualified 
speech therapist. 


\ 
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Safeguards for children who are to be boarded out 
have a special point just now. The authority must gain- 
the approval of the Minister of Education for any board- 
ing-out arrangements which are made. Boarding homes 
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. must be approved and must take not less than 15 handi- 


capped pupils unless the Minister sanctions a smaller 
number. Ifa child is to be entrusted to a foster parent 
the authority must arrange for the home to be inspected 
before he goes there, during his first month there, and 
afterwards at least once a term. 
Several important conditions must be fulfilled before 
special] schools can be approved and recognised. Thus 


t ere must be adequate safeguards against fire, the curri- 


culum must be appropriate to the pupils, the schools 
must be open to inspection, and not conducted for profit, 
and a medical record must be kept of every pupil. 
institutions for further education of the disabled who 
wish to prepare themselves for employment there must 


be full-time vocational courses occupying at least 30 hours 


a week. 

The school medical service for these handicapped 
children is to work in harmony with other health and 
education services in the area. Every child admitted 
for the first time to a maintained school is to be medically 
inspected as soon as possible afterwards, and in addition 
every child is to. be inspected during his last year at his 
primary and his last year at his secondary school, as 
well as at other times if the authority directs it. He will 
also have a dental inspection as soon as possible after 


' entering a maintained school and such other dental 


examinations as the’ Minister may difect. Parents 
are to have the'chance of being present at the medical 
inspections and the first dental inspection, and the. 


` onus is laid] on the authority of foHewing -ap -pupils 


who need treatment, referring them to consultants if 
need be, encouraging and helping them to get what 
treatment they need, and even with providing treatment 
if it is not otherwise available. The authority must 


also ensure that the pupils.are clean and that schools 
and institutions are hygienic, 


The medical officer 


_must have special experience in the type of disability 


“from enteric fever, 1 


_. discussion on hematemesis. 


from which the children he is examining are- suffering. 
In the event of the regulations not being fulfilled the 
Minister may withhold or reduce the grant. The whole 
trend of the regulations is enlightened, and thou : 
standards of examinatidn and follow-up can no doubt 
raised as opportunities occur, mney certainly provide | n 


workmanlike start. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 


WEEK ENDED APRIL lA 


Notifications.—The ` following cases of infectious 
disease were notified during the'week: smallpox, 0; 
scarlet fever, 1215 ; whooping-cough,-1234 ; diphtheria, 
438 ; paratyphoid, 2; typhoid, 8; measles (excluding 
rubella), 20,342 ; pneumonia (primary or influenzal), 
664 ; puerperal pyrexia, 131; cerebrospinal fever, 70 ; 
poliomyelitis, 5; polio-encephalitis, 0; - -encephalitis 


lethargica, 2 ;'’ dysentery. 463 ; ophthalmia neonatorum, ~ 


63. . No: case of cholera, plague, or typhus fever was 
notified during the week. 


The number of service and civilian sick in the Infectious Hcspitals - 


of the London County Council on April 11 was 1159. During the 
previous week the following cases were admitted : scarlet fever, 35 ; 
liphtheria, 20; measles, 193; whooping- cough, 7. 

Deaths.—In 126 oo towns there were no deaths 
(0) from scarlet fever, 12 (1) from 
measles, 3 (0) from whooping-cough, 6 (0) from diph- 
theria, 49 (7) from diarrhoea and enteritis under two 
years, and 13 (0) from influenza. The figures in paren- 
theses are those for London itself. 


Birmingham had 6 deaths from diarrhwa and enteritis. 


The number of stillbirths notified during the week was 
211 (corresponding to a rate of 31 per thousand total 
births), including 20 in London.  . 


MEDICAL SOCIETY oF THE LCC SeErvice.—A meeting of 
the society will be held on Thursday, May 3, at 4.30 PM, at the 
County Hall, SE1, when Mr. J. R. M. Whigham, Mr. N. C. 
Tanner, Dr. B. Gottlieb, and Dr. H. E. S. Pearson will open a. 
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maker’ s selections one cannot go far wrong. 


At: 


_Sseientifically shrunk, creased, and ruined 
‘that there are excellent Chinese hand laundries which do 
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In England Now 


_A-Running Commentary by Peripatetic Correspondents 


In the second half of the great international match, 
US v. UK, the former scores with wine, cafeterias, and 
the teaching of preventive medicine; the eee with 


Jaundries, newspapers, and Parliament. 


‘The wine victory is a walkover, since England podades 
none at all, but I was pleasantly surprised at the ex- 
cellence of some of the American wines. Champagne 
from western New York State seemed as good as I have 
ever drunk, and a Schoonmaker’s Monrestel 1940 was a 
pleasing, light, diiy red, rather like the vin gris one got 
around Chateauroux. I am told that with Schoon- 
In general, 
wines claiming to be similar to French vintages should 
be avoided in favour of those which do not sail under the’ 


‘protection of a foreign flag, thus raising of false hopes. 


The American . cafeteria at its .best—for example, at 
Scholl’s Colonial Cafeteria in Washington—is stupend- 
ously efficient, cheap, quick, clean, quiet, with excellent 
food in wide variety. For breakfast, at which I am 
joined by most of the British garrison in Washington, I 
get fruit juice, tinned figs, egg and potatoes, toast, jam, 
and coffee for eighteen pence. 

The teaching of preventive medicine is too serious a 
matter to be dealt with in a paragraph, so let us pass to 


the most striking example—with the rocket bomb—of 


human ingenuity misapplied, the American laundry. 

British war-time laundries may have their shortcomings’ 

but you-have to visit America to have your aes Bret 
am to 


not employ bulldozers and mechanical button-removers, 
but I have not yet found one. 

That I do not like‘American newspapers is probably 
just prejudice. They have more ‘misprints than ours 
and of course are about 8 times the size. What I really 


dislike is' their habit of deliberately not finishing a 


“story?” on one page, so that one either has to be 
constantly turning over or refolding a thing like a circus 
tent, or must carry in one’s head the beginning of half a 
dozen articles which may reappear almost anywhere. 
What is printed seems as good—or bad—as our own, but 
with the exception of the New York Times, there is little 
British news. 

Finally, the machinery of Congress and the utterances 
of many of its members are recognised by most Americans 
as being respectively inefficient and irresponsible. We 
have our comics and morons in all parties at homes but 


peers do not introduce motions to withdraw all British 


troops from Europe, nor—if the food situation in the UK 
was what it is in the US—would a MP threaten ‘‘ food 
riots ’’ because of a 12% cut in meat. Nor would the 
chairman of a committee state that he would “ see that 
our civilians were fed before anyone else.’ 

Now suppose some American in Britain tells us what he 
likes and dislikes abou us A 


We are quite idle. Powe higher than the clouds, or 
at any rate out of sight and represented by an dura of 
initials, seem to have no use for: us except as a reservoir | 
from which to top up their own wells of man-power. 
The younger officers grumble a bit. Most of them have 
seen the straits of the hospitals at home and have a very . 
natural inclination to bury home-sickness in hard work. 
They talk of “lack of organisation’’ and “ official 
incompetence ” as if these were as new as penicillin. I 
think that someone at the depot should explain that in 
size and complexity the Army bears the same relation to, 
say, ICI as ICI bears to the “‘ Homeo-pharmacy ” in the 
bazaar. It is beyond human capabilities to ensure that 
every man is employed every minute everywhere. 

The older ones can take it. Five years or more.in the 
Army have accustomed them to the creaking of the 
machine; have.even given them an appreciation of 
comfort and idleness which may so soon be exchanged 
for all-night operating in the monsoon. The newly ap- . 
pointed non-medical company officer has left few non- . 
professional duties for the faculty. Our radiologist 
fights what is, I believe, a successful -battle ‘ against 
our natural insanitary habits. The ophthalmologist, 
victim of a chance remark that he drove motor-cars in 


° 
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reliability trials, breaks hi nails and his heart in keeping | 


the lighting set and the MT in working order. The mess 
committee spend their time in a hunt for gin in markets 


of all shades of grey. But the rest sit in the sun and look — 


at the jungle. _- . | oe 
For most of us this life is an introduction 'to the jungle 


that we first knew of from Just-so' Stories. We live on: 


the edge of it and if we take a walk in the cool of the 
evening we have a choice of a jungle path or a very 
dusty road through the empty paddy fields. This jungle 
_is what. the books -call, I think, “light deciduous.” 


| . When we came it was green -and rank and silent ; now it | 


is burning brown and seems more open and less oppres- 
sive. And in compensation for the withering of the 
green, the trees are flowering searlet and orange and the 
number and variety of the birds is amazing. The jungle 
noises ate curious but not frightening. One afternoon 
there was. much growling and snarling in the grass beside 
the officers’ lines ; sometimes we hear a barking deer— 
or so we believe it to be ; a few jackals yell at the moon. 
‘The spoor of. animals can be seen all along the stream 
that runs through the camp, and, spurred 'by ‘this, one 
officer built a makhan in a tree and bought a playful kid. 
He sat up for two nights, and early on the third shot a 
large panther. We all felt that he had justified us as old 
koihais.- . 4 ; 

Our Africans—we are an African hospital—are more 


successful with lesser game. It is dangerous to, stray ': 


from the paths, for every run conceals a spring trap made 
from a: four-foot sapling and a length of telephone wire. 
(I would not know where the latter came from.) They 
have caught porcupines and what we call ‘‘ jungle cats ”’ 
—I wish I knew their real names. The quills of the first 
are valuable for magica] purposes—“ plenty strong juju ” 
—and.the meat of both goes into the pot. Į tried 
porcupine ; it is better than ration beef. The dissection 
af the panther provided some curious observations on 
animal magic. All went merry as a wedding bell until 
the gall-bladder was reached. This was handled very 
gingerly, cut into small pieces, and buried deep. We 
were evidently very stupid fellows when we asked the 
reason. | | 

? * * * : i? 
: Thi week my ego is at low ebb. Having just finished 
the task of removing The Lancet’s weiner-tight covering, 
I shall turn to the peripatetic letters for my weekly 
philosophic fillip. This consoles me for my failure to 
reach the medical high places dreamed of during interne 
days. I know my name will never be attached to a 


speculum like Sims, nor will I ever have a glandular: 


honour like 'Littré. My realistic sense tells me not to 
expect to be a ‘ grand old man ’’—in fact, that same 
clinical sense tells me if another four years go by without 
a holiday there won’t be any old man. 7 

For me there is but one claim to fame, and this is my 
challenge: ‘I have the largest practice in the world 
dealing with bear injuries. -Yes,-I mean- ursarian 
traumatology. dn this Canadian sub-Arctic area the 
bear is the king of beasts. In a decade I have treated 
a goodly number of men injured by these grizzlies and 
Alaska browns. In many cases it is simply an autopsy ; 
in others the victims are variously mangled by the ill- 
tempered brutes. The clinical details will not amuse you, 
but one swipe of a paw, I have observed, will shatter a 
femur and leave a leg hanging in ribbons. | | 

A short time ago my wife admitted a man into our 
parlour. Being occupied in a small room at the rear of 
the house (one’s phimbing connexions in the far north 
are more important than social connexions) I could but 
‘hear snatches of the conversation. My wife: ‘‘ She 
chased you up a tree! My, she must have been mad at 


you.” .A short pause and then: ‘ Really, bit your - 


toes off! ‘You’ must have been teasing her.” That 
finished my catering to the large gut. Out in, the 
parlour was a man with two toes and a piece of shoe 
neatly amputated by a bear that had treed him and 
actually nipped off,the most dependent portion. 
: ~k * * ; 

The doctor, doing an antenatal examination: ‘I 
supposę you know you have two babies here ? ” 

The patient, having dissolved into tears and been duly 
comforted: ‘“‘You don’t understand—it’s dreadful— 
only one of them is my husband’s.”’ 3 
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- ON THE FLOOR OF .THE HOUSE © 
| | MEDICUS MP > RE 
Sir John Orr’s arrival at the House of Commons as: 
member for the Scottish Universities is an event of great 
importance and he is welcomed by all parties with real 
cordiality. His sponsors were two independent members 


for another university. The other newcomer this week 


was ‘Dr. Robert McIntyre who was elected for Mother- 


well as the first Scottish Nationalist member. When 


the. Speaker called-‘‘ New members wishing to take their 
seats...’’ Dr. McIntyre, dark-haired, slight, and fresh- 
complexioned, came up alone and unsupported, giving the 
regulation two ceremonial bows, and stood just behind. 
the mace. He had disdained to have sponsors of another 
party and so was not accepted but directed to withdraw 


behind the bar of the House. Many people were willing . 


to act as his sponsors. The two chief whips of the 
Coalition offered themselves ; two doctors, one Labour 
and one Conservative, offeréd themselves and Dr. 
McIntyre toyed with the idea ; two Labour MPs offered 
themselves. But Dr. McIntyre would have none of them. 
The Speaker in his‘refusal to accept the unsponsored 


“MP relied on a rule of the House dating from 1668 and 
only once suspended. There was much debate about it, _ 
but finally after a division the suspension of the rule was 


disallowed, and the followimg day Dr. McIntyre accepted 


sponsors and made his protest after taking the oath of 


allegiance and signing the roll of members. ‘And so 
ended a picturesque interlude. 


= The debate on the San Francisco conference this week | 


was rather more gloomy than the debate on the Crimea 
conference report. For two tedious days the debate on 


. the Requisitioned Land and War Works Bill crawled 


from one clause to another with slowness beyond under- 
standing, and the Army Annual Bill. proved to be an 
exercise ground for a small minority, chiefly the member 
of the ILP. A bright spot in the week was the Prime 
Minister’s report on welfare arrangements in Burma 
which are much improved, but practically nothing was 
said on the, medical side. A dark patch was the Prime 
Minister’s indication of the horrors of Nazi concentration 
camps. Géneral Eisenhower’ invited members of 
both Houses to’go to Germany to see for themselves, 
and a party of 2 peers and 8 MPs, including Lord 
Addison and Sir Henry Morris-Jones, has already been. 
They have a grim story to tell. fi 


QUESTION TIME e 
National Health Service - 


Mr. D. L. Lipson asked the Minister of Health if he would 
issue a white-paper on the new proposals for a National 
Health Service which he had put before the British Medical 
Association and which they had circulated to their members, 
so that members of the House of Commons and the public 
might also have an opportunity to consider the Government’s 
revised scheme.—Mr. H. WILLINK replied: In my answer to 
Dr. Summerskill on April 12 I made it clear that there is as 


yet neither any revised scheme put forward by the Govern- - 


ment on this subject nor any proposals of which publication 
in a white-paper or -otherwise would be appropriate.—' 
Mr. Lreson : Does the Minister not agree that he has informed 
the BMA that if these new proposals are acceptable to their 
members he is prepared to recommend their accbptance 
by the Government? Is he really treating this House fairly 
when the BMA has been able to circularise these proposals 
not only to their 70,000 members, but also to all members of 
the public ?—Mr. Wittiyx: I think I made the position 
quite clear in the answers I gave last week. g 
Mr. A. Bevan: Is it entirely proper for the Minister of 
Health to negotiate with an outside body legislation which is 
wholly different from that which this House has discussed 
in the form of a white-paper; and when does the Minister 


propose to tell us what the proposals are that he has discussed ` 


with the BMA ?—Mr. WILLINK: I cannot tell the House 
what proposals there are, when there are as yet no proposals.— 
Mr. PETHERICK : Since when has it been considered undemo- 
cratic for a Minister of the Crown, or a private member, to 
discuss important issues with private bodies outside this 
House, including trade unions ? : 
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Why the Hurry? 
Sir WALDRON SMITHERS asked the Minister whether, in 
view of the divergence of opinion about the proposals in the 


health white-paper, and in view of thé fact that many doctors, . 


nurses, and patients were on active service, he would postpone 
the introduction of the Bill until after the general election.— 
Mr. WILLEKE replied : I am not prepared to give any under- 
taking to that effect. — ei l 


Mr. H. McNEIL: Are we to understand from the answer 


_that the Minister.intends to introduce a Bill, based on the 
white-paper, before the General Election ?—Mr. WILLINK : 
I cannot say the date, and I cannot say what the eventual 
form of the Government’s proposals will be. | 


Artificial Insemination 


Mr. T. DRIBERG asked the Minister if he could now make 

a full statement on the current experiments in artificial 

| Insemination of women; and if anyi births had resulted or 
are expected shortly to -result therefrom.—Mr. WILLINK 
replied: So far as my information goes, this operation is 
being performed with donated semen on a small scale in this 
country in cases where at the joint request of the husband 
and wife the responsible medical practitioner has satisfied 
himself that it is desirable. I do not think that the subject 


as a whole is one which can be satisfactorily discussed within 


the limits of a parliamentary question and answer, but I 
think it right to say that I am advised that it would be a 
breach of the law to register as legitimate a birth which 
occurred as a result of this operation when the husband is not 
in fact the. father of the child.—Mr. Drisera: Would the 
‘Minister consider consulting with the Leader of the House 
to see whether it is possible to, find time to discuss this very 
‘Important social issue ? ys 
Sir G. AcLanpD-TroyTE: Will the Minister bring in legis- 
lation to make this disgusting habit illegal ?—Mr. WILLINK : 


There are many aspects of this matter, and I am quite certain 
that on some of them, at any rate, there would be no agree- ` 


ment. I am pursuing the inquiry into the whole matter. 
Sir Patrick Hannon: In the interests of common decency 
in this country, will the Minister make representations to the 
^ War Cabinet that this whole experimental scheme be brought 
_to a conclusion ? Dr. E. SUMMERSKILL: Will the Minister 
_ undertake to maintain a scientific calm in this matter. and 
not be stampeded by those who approach it simply from an 
emotional angle ? 


Supplies of Penicillin 


Colonel A. M. Lyons asked the Minister of Health to what 


extent penicillin was now procurable at the direction of a 
medical practitioner; and what facilities existed for its 
immediate availability when it was prescribed.—Mr. WILLINK 
replied :° The scheme for the wider distribution of penicillin 
to which I referred in my reply of March 8 is now in operation. 
Supplies of penicillin have been issued through the distributing 
centres to nearly all the larger hospitals in the country and 
may be obtained, on request, by any hospital which has a 
suitable case. I regret that supplies do not yet permit of the 
unrestricted distribution of penicillin through chemists and 


the usual trade channels, and a practitioner who requires - 


penicillin for a patient must therefore obtain it from a; hos- 
pital and not through the issue of a prescription to the patient. 


‘Gare of Scottish Children 


` Replying to @ question Mr. T. JoHNSTON said he had 
appointed a Scottish committee of inquiry consisting of 
15 members of whom 8 are women. The committee’s terms 
of. reference are : = 


To inquiro into existing methods of providing for children 
who, from loss of parents or from any other cause whatever, are 


deprived of a normal life with their own parents or relatives, ` 


and to consider what further measure should be taken to ensure 
that these children are brought up under conditions best calen- 
lated to compensate them for the Jack of parental care. 
The chairman of the committee is Mr..J. L. Clyde, Kc, and 
. the members include Dr. Nora Wattie. 


Committee on: Medical and Nutritional Problems 


Sir E. GRAHAM-LITTLE asked the Minister of Food the names 
of the members of the standing committee on medical and 
nutritional problems which had taken the place of other 

committees advising him on bread questions during the war 
years; and on what date that replacement took place.— 
Mr. W. MABANE, parliamentary secretary to the Ministry of 
Food, replied: The following are at present members of the 
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standing committee which has since the early part of 1941 
been consulted by mý department on many questions con- 


nected with food and health : ' 


Ministry of Health : Sir Wilson Jameson (chairman), Mr. P. N: R. 


Butcher, Dr. W. A. Lethem, Dr. H. E. Magee, Dr. D. M. Taylor. . 


Ministry of Food: Sir Jack Drummond, D so, FRS, Lord Horder, 
FRCP, . 4 ' 


Board of Education: Dr. J. Alison. Glover.. fii 


Medical Research Council: Sir Edward Mellanby, FROP, FRS, . 
Prof. S. J. Cowell, MRop, Dr. B. S. Platt. 


Department of Health for Scotland: Dr. Andrew Davidson. . 
Ministry of Agriculture and Fisherics: Mr. R. G. R. Wall. - 


Department of Scientific and Industrial Research: Mr. C. S&S: . 
Hanes, FRS. : 


Ministry of Supply: Dr. A. J. Amor. | , . 
Ministry of Fuel and Power: Dr. S. W. Fisher. i 
_ Wheat Germ in Medical Products. 

Sir E. GRAHAM-LITTLE asked ‘the Minister of Food whether 
wheat germ supplied to certain commercial firms producing 
patent foods and medicines was derived from any, and; if so , 
what, source other than home-grown wheat; and: ‘was he 
satisfied that no home-grown wheat was. diverted to flour 
destined for manufacturing purposes in which the valuable 
nutrient constituents of the wheat germ would be useless and 
destroyed by the process of- manufacture.—Mr. MABANE 
replied: .Wheat germ supplied to firms preparing certain 
medical products is extracted from the wheat in the milling - 
This wheat may consist 
of home-grown or imported wheat. Manufacturing flour 
from which the germ has been extracted is as far as possible: 
supplied for purposes where the processes involved: would 
destroy the nutrients in germ. E 7 

Sir E. GRAHAM-LITTLE: Which are the proprietary medical 
products supplied with wheat germ separated from wheat 
in milling: what proportion of wheat germ thus resulting is 
supplied to those firms, and by whom is their selection 
determined.—Mr. Masane : The medical products for which 
wheat germ is now supplied are: Bemax, Froment and 
CVB and preparations made by Allen & Hanburys, Glaxo 
Laboratories, Bickiepegs, A. C. Whitehead, and J..& M. 
Glaskie. The amount of germ provided -for these products 
is less than 1% of the total germ contained in the wheat 
which is milled in this country. `The selection of these pro- 
ducts is determined by my department in consultation with. 
the Ministry of Health. 


Dental’ Board Elections 


Lieut.-CoJonel A. V. G. Dower asked the Lord President | 
of the Council why, under the provisions of the Dental Board 


` (Temporary Provisions) Order, 1945, S.R. & O., No. 315, it was 


regarded as necessary to continue the board in‘ existence for 
another year without an election.—Mr. C. ATTLEE ‘replied : 
The Order related only to the six elected members of the 
Board. Having regard to the substantial proportion of 
those entitled to vote who are serving in the Armed Forces, 
elections to the board for some time to come would not. only 
involve great practical difficulties, but would also inadequately | 
reflect the views of the electorate. mk <a 


Naval Mental Hospital Staffs l 
Mr. P. W. Jewson asked the First Lord of the Admiralty 


‘whether the recommendations of tho Rushcliffe report had 


been adopted in Royal Naval mental hospitals.—Captain 
R. A. Pouxineron, Civil Lord of the Admiralty, replied : 
No. But the conditions of service of the Admiralty staffs 
concerned are being reviewed in the light of the report to 
determine what modifications are warranted. A decision ‘on 
this matter will, it is hoped, be reached at an early date. 


CLASSIFICATION OF EMS Patients.—When a patient: is 
admitted to an EMS hospital. the authorities have to 
decide whether the Ministry of Health can: be held 
responsible for the cost of.treating him; -and they must 
also onsure that the records show the number of Ministry 
of Health. cases and the number of other cases. To help 
them in these tasks the County Accountants’ Society 
published, in March, 1944, a Classification of Patients under 
the EMS Scheme, and since then the useful little analysis 
has run through two editions and three reprints. The 
third edition, revised (Pp. 62. 2s. 6d.), was completed in 
December, 1944, and can now be had from the secretary 
of the society, County Hall, Chichester. 
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| ` TEACHING OF PATHOLOGY | | 
~ SIR, —Nobody will deny that the amount of informa- 


tion the médical student is expected to absorb is much 


, greater than he can digest during his five or six years in 
statu: pupillari. And, for this reason, a great deal is 
being done to remodel the curriculum, mainly by paying 
more attention to practice than to theory: in other 
words, by emphasising the art, rather than the science, of 
medicine. 
obvious, because it is far more difficult to learn a large 
number of disparate facts than it is to draw inferences 
from general principles that have been clearly appre- 
hended. l i 

It would not be going too far if one ascribed much of the 
burdeh of pathology in the life of the medical student 
to the failure of his teachers to subsume many pheno- 
mena under wider and more inclusive concepts. Thus, 
for example, the student tends to imagine that living 
tissues are almost infinitely , versatile, Whereas in fact 
they possess only a limited possibility of reaction, which 
manifests itself variously, despite an underlying similarity. 
But the poor benighted fellow, who'tries to learn by heart 
all the strange changes that may occur in tissues—who, 
that is to say, thinks of ‘each and every morbid process 
-as if it were sui generis—does so because he has been 
given no help in acquiring a wider understanding. | 

‘For instance, ‘it is extremely rare to find a student who 


: has apprehended the underlying identity of the processes: 


that result in the healing of wounds, the repair of frac- 
tures, the formation of granulomata, the phenomena of 
i ation, and the responses to particulate foreign 


bodies. Jf anyone doubts the truth of this indictment, 


he might well ask a student, ‘‘ What is granulation 
tissue ”; and, if he received any answer of wider 
generality than a series of examples of granulation 
tissue arising around gaps jin soft tissues, he would 
indeed have found a most unusual student. ‘ | 

The presentation of pathology as a collection of morbid. 
conditions is neither accurate nor interesting, whereas 
the idea of process can arouse the attention of even the 
most lethargic. In short, the student, who succeeds in 
grasping the concept of the organism as a self-maintain- 
ing, although continuously changing, pattern of orderly 


relations, is well on the way to a comprehension of. 


pathology. But the one to whom pathology is something 
like histology and anatomy, a disconnected collection 
of facts, is far from.a genuine comprehension of the 
subject. | 7 3 | 
Of course, attempts have been made to discuss patho- 


- logy in terms of stimulus and reaction, as for example 


_in MacCallum’s textbook ; but the student does not use 
such presentations, because, as he justly alleges, ‘‘ they 
are no use for exams.’’, And anyone who takes the 
trouble to look at a number of examination papers will 
easily convinée himself of the truth of this assertion. | 

The philosopher of pathology has not yet been born 
or at least has not yet become vocal. 
few would be so temerarious as to attempt the major 
synthesis that is needed, it should be possible to fill some 
of the gaps in the theoretical bases of the subject. It 
should not present insuperable difficulties to discuss 
pathology, as the series of changes that occur in an 
organic, not an atomic, system; that is to say, as the 
reactions: of a body in which the parts act differently 
because of their combination. The whole picture of 
pathological process is delineated in Stalin’s words 
(written, of course, in a- different connexion), ‘‘ the 
struggle between the old and the new, that which is 
dying and that which is being born, constitutes the 
internal content of the developmental process.” ! 

_ It follows from the thesis here put forward that a 
comprehension of pathology depends upon its correlation 
with the findings of allied sciences and on appreciation 
of the fact that pathology is an integral part of the wider 
discipline of biology. If this is realised, there. will no 
longer be so wide a divergence between the practical 
scientist and the speculative thinker. Biology (and, 
therefore, pathology) can gain at least as much as physics 


1. maUn, Fa Disle cuca: and Historical Materialism. London, 
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‘That such'an attempt must fail is, I think,- 


But, although 


has gained’ by a closer relationship between science and 
philosophy.“ a Seg i a 
In. practical teaching, general pathology is thus far 
more important to the student than is special pathology ; 
but the student who reads much of the former is a rarity. — 
‘London, W1. ` oo S = A., PINEY. 
"a STRESS FRACTURES 
Sır, —Dr. Hartley, in his letter.of April 7, is surely 
speaking from'a limited experience of march fractures . 
of the metatarsus when he asserts that march, fatigue, — 
or ‘‘ stress ” fractures are essentially incomplete. For — 
example, in the last 160 march fractures of the metatarsus 
radiographed at a military hospital (in 143 patients) 
there was definite displacement in 8. and a definite 
complete fracture was noted in another 4, making a 


' total of 74% which showed complete fractures, as. 


distinct from the medial crack, or even mere periosteal 
haziness, usually seen when the patient is first examined 


- or (as in 8 cases in this series) a few days after a negative 


first examination. 4 = 

It cannot,be too clearly emphasised that there is 
nothing characteristic in the radiographic appearances 
of these fractures—exactly similar appearances are seen 
in patients giving a-history of sudden pain in the foot | 
after. jumping from.a height. The diagnosis is made 


_ from the radiographic appearances and the history, 


which, here at all events, is usually (a) sudden onset of 
pain at the seventeenth mile, or thereabouts, of a route 
march, or (b) pain the day after a long route march, 
usually twenty miles or more. I have not been able to 
trace any connexion between the history and the presence 
of displacement. ; a i 
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“PENICILLIN IN SYCOSIS BARB 


Srr,—Several authors ! have recently reported success 
in the treatment of sycosis barbs by local penicillin — 
„applications. In both of the first two series, the only 
ones reported in detail, there was some. difficulty from 
irritation of the skin. Recently a, case of dermatitis 
‘-venenata due to contact with penicillin solution of high 
strength has been described by Barker.2 But Garrod ® . 
has demonstrated that ‘‘ nothing is likely to be gained by 
using high concentrations, particularly for local treat- 
ment.” Only sufficient is necessary to maintain a 
supply at the infected site, bearing in mind that some 
will be lost by absorption or dilution with discharge, 
and serum also will have a destructive effect.‘ In the 
light of these observations it would seem that the ideal 
application for skin conditions should be of low strength. 
I have treated a series of cases of sycosis barbæ with 
a spray of crude penicillin filtrate containing 4—10 units 
per c.cm. (for which I owe my thanks to`Dr. C. J. Young 
and Mr. G. C. Holliday). In general, the cases’ were 
treated at outpatient clinics with a daily spray. In the 
only case admitted and treated four-hourly, a cure was 
effected in three days. In 14 cases of uncomplicated 
sycosis the following results were obtained— 
Cured after initial course . ea BS a 
Cured, relapsed but cure repeated ee TE 

Relapsed but final condition improved ..  — 

> Failures T F ‘2 ae 


On A oO 


Of 4 cases of sycosis with severe seborrhea, the condi- 
tion was improved in 2 and remained static in 2. 

Treatment in most cases lasted three to six weeks, 
with daily attendance. In all cases, æ slight exacerba- 
tion occurred during the first week (? due to liberation 
of toxins from destroyed organisms), and gradual 
improvement then took place. Only one case of ecze- 
matisation occurred, and this settled in a few days 
without treatment, both the sycosis and-the eczema 
clearing completely by the end of the course. . 

Follow-up has only been possible for a period of up 
to three months,'so a decision on the permanence of cure 
cannot yet be made; but there is no doubt that peni- . 


1. pe a I. A., Christie, R. V., Roxburgh, A. C. Brit. med.. 


44, i, 524. Taylor, P. H., Hughes, K. E. A. Lancet, 
1944, ii, 780. Sophian, L. H. Amer. J. med. Sci. 1944. 208, 
5 May, H. it. med, J. 1944, ii, 847. 


B. Brit. ; 
Barker, A. N. tant 1945, i, 177. 
Garrod, L. P. Brit. med. J. 1945, i, 107. 
. Bigger, J. W. Lancet, 1944, ii, 400. 
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cillin. has: proved a most valuable .weapon. against 
sycosis, sometimes of several years’ duration and 
resistant to other types of therapy. | 

The conclusions that I have reached from these studies 
so. far are that. weak solutions of penicillin are fully as 


effective in local therapy as strong ones, and that 


irritation ‘of the skin and eczematous reactions are’ 


_Tare when weak solutions are used. í 
Royal Infirmary, Bradford. M. A. COOKE. 


~ OUR: TUBERCULOSIS SERVICE > 


-e Srr,—Two impressions are left on the ordinary prac- 
titioner reading the report of the Joint Tuberculpsis 
Council’s reorganisation committee. These are the 

ostliness and the cumbersomeness of the machinery 
in the environmental treatment of tubercylous infection 
on the one hand, and on the other the puny efforts made 

_ to deal ‘‘ with the seed and the soil.”. Certainly English 
_ experience is not going ta be helpful to post-war Euro- 
pean. tuberculosis ! | : 

The committee mentions that one of the principles of 
the Astor report. was that ‘‘ provision should be made for 
increasing by way of research the existing knowledge of 
the disease and of the methods for its prevention, detee- 

, tion, and cure.” It also states that as regards research, 

' “ official stimulus. is lacking, statistical technique is 
elementary, and finance-is meagre.” This failure to 


carry out the fifth principle of the Astor report justifies — 


_ the conclusion that the problem of tuberculosis as a 
whole does not receive adequate recognition. Perhaps 


this matter is prejudiced by the fiasco of the Spahlinger 


investigation which came to an end in Ulster in 1935. 
One would have expected the report would have made 
the bold suggestion of a tuberculosis research on the 
lines of the cancer one. This would be international in 


- character and comprehensive enough to include medical - 


' and veterinary practice, and all micro-organisms re- 
_ sistant to chemotherapy. In this’ connexion I note in 
your issue of March 17 that a claim is made by French 


experimenters in Madagascar. to have. ‘‘ softened ” the’ 


lepra bacillus. ‘In the prevention of phthisis the new 


housing programme seems to call for recommendations | 


from the committee for ventilation of the home. A great 


desideratum is a practical method of ventilating without | 


draughts the sleeping apartments. Perforated bricks 
are easily covered by paper and therefore useless. The 
gospel of fresh air, even in the native city of Dr. Mac- 
Cormac, -needs, ‘as far as my observation goes, a fresh 


revival. aes | 
Belfast. ner f = R. M. FRASER. 


IDIOPATHIC GANGRENE OF SCROTUM 

S1r,—In view of Mr. Mair’s article and your annotation 
of April 14, the following clinical notes may prove of 

interest. Ea ee a 
A baby, aged 7 months, was recently admitted to the 
' Peasley Cross Isolation Hospital, St. Helens, suffering from 
inflammation of the scrotum and perineum said to be of 
6 days’ duration. The child had had a.generalised measles 
rash 6 days before admission and the mother had noticed a, 


redness and swelling of the scrotum at the time of appearance _ 


of the rash. The baby was extraordinarily well-nourished 
and well cared for, the home was a good one, the mother 
careful and conscientious. No history of trauma to the skin 
of scrotum could be obtained. _ DO Ss 
The scrotum was about the size of an orange, with a red 
glazed surface. At the lower pole there was a black gan- 
‘grenous area about the size of a threepenny piece. There 
was extensive cellulitis of the perineum and inner aspect 
of the thighs, extending upwards over the pubic area on to 
the lower abdominal wall. Antistreptococcal serum was 


at once given and sulphonamide therapy commenced, but in - 


less than 24 hours after admission it became evident that the 
condition was one of extreme virulence and the child was, if 
anything, more gravely ill. A tentative diagnosis of Cl. 
welchit infection was made. In consultation with Dr. F. S. 
Mooney, pathologist to the St: Helens EMS Laboratory, it 
was therefore decided to.commence treatment with penicillin. 
Within two days of commencing penicillin the extension of 
‘the cellulitis appeared to be checked. By this time, the 
abdominal. wall was involved extensively and on the right 
side the inflammatory spread had almest reached the axilla. 
The gangrenous spot on the scrotum had spread and the 
entire scrotum was an unrecognisable tissue slough on which 
| | À 
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the exh. 


-of penicillin trea ocess in the tissues of the thighs, perineum, - 


cords emerged. Below th. day of penicillin treatment the 
the formidable problem of prow. felt that the advice of a 


`. lations appeared, and from thencetigcrotal tissues. 


child, to prevent soiling of the wound w$ 


‘the golden egg and are less concerned w 


‘to encourage the layman to assist ‘us to « 


_ prehensive service ” “ to ensure the care; „œ 1 certifice pro- 


final.end to at least three existing fre | 
private practice, voluntary hospitals, and, —«—h:'! 


— 
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sticles lay completely exposed.. Cultures of pus from 

the tu nding gangrenous scrotal patch had by this time — 
vrofuse growths of Staph. aureus and proteus 

revealed ` ie dR ay Wee see ae at l 

organisms. “+ days—roughly from the 4th to the 12th day 

_ In subsequerytment—there was a complete resolution of 


» 
_— 
ey 


the inflammatory P} In the case of the latter there was — 
and abdominal wa and by running the hand down- the 
extensive pus formatityld be expressed through the ragged 
child’s right side pus co the scrotum where the spermatic 
opening at the base of js level the scrotum had entirely 
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sloughed away. By the 15tlere normal and pus formation I 
thighs and abdominal wall wft with what appeared to be 


had ceased. We were now les-iding a tissue covering ' for 
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the exposed testicles, and it was“, But within the next 
plastic surgeon might be obtaineomission—profuse granu- - 
2 days—i.e., 16th to 18th from adiorward there. Te 
e 
amazingly rapid regeneration ‘of the healed in 8-10 days, 
scrotum was completely re-formed and ‘j as evidence of the 
and only a small puckered scar remainec e 
tissue destruction which had occurred. saline applications 
The only local dressings employed were sloughing, and a 
during the period of inflammation and ation and healing- 
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penicillin cream during the process of granule conma of traate | 


-’ slipped over 
the age of the | 
urine. This . ! 


The urine was Kept alkaline during the whol. 
ment. Despite the use of a jaconette. “ mas§ 
the penis, it was extremely difficult, owing t 


apparently had no adverse effect: 


_ As in the case quoted by Mr. Mair, des) 
ances to the contrary conservative mea 
an end-result for which at one time one 
hope. =~ 3 ; 
` I am indebted to- Dr. F. S.' Mooney, $ 
Laboratory, for his assistance and- advice -ii 
of the case; | tes | : 
St.Helens. . | eee 


= ` A NATIONAL HEALTH SE 
Sir,—I am sure many will welcom: 
leading article on the 100% issue. Some 
public have already gained the impressi: 
fighting the 100% simply to preserve the 
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Chp timely 
sick than serving ourselves. ` \ 
This impression, true or false as it ma i 
| 
great danger of bureaucratic stifling of cou 
tive in medical practice will not come to 
the energy wasted in fighting this issue 
profitably employed in fighting other less 
inherent in the proposed National Healt 
as excessive lay control and the lack of 
airing our grievances, as State servants, t« 


pnd your,” is |? 

> “100% er an | s 
hat eitfitions. t 

{| propose you | ; 

oodperattance. 

>£ accep’ed a 
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reasonableness in arguing the case fo 
scarcely needed. Few can really believe 
income limit or contracting out are\practic 

But when you urge us to accept and 
say almost nothing of the implications 
= Sir William Beveridge, whose repo 
candour in stating hard facts and unpg * atabie aper, 
quénces conspicuously lacking in the white-}"could 
pointed out that if the scheme were adq- —»ted he `r for 
see no place for private practice (parą, . 431) no d he 
voluntary subscriptions to hospitals (pak æ- 482) an com- 
gave as one of his main reasons for demaļ., «ling a “ Pation 


needed to control payment of benefit at} €- he rates X this 
posed ”? (para 437). ‘‘ Careful certifica . = On | in Yon— 
context can, I think, only mean: controlled, «ce ertificatiif Sir 
what other sense could it have ?—and tha «2refore, vice | 
William is right, by accepting the compre, s «2nsive scout af: 
linked with social insurance we are heb mng to jlons— 
g nstitult ht be 


ni . ‘ 
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called, undirected certification ; and these are very long | 


steps towards a complete State ‘monopoly i in the direction 
and supply of medical attention.’ 

, Add. to this the, demonstration that in: at least one 
important, respect the State favours dependence and 
discourages independence in. 100% of its citizens, and 
I find it-hard to imagine a shrewder blow to.those free 
institutions and, personal liberties for. which: we say we 
have been fighting these five years. 

But this is not,all. I have yet to meet any knowledge- 
able person who supposes that a comprehensive service 
corresponding with its white-paper portrait can be con- 
structed inside ten years, and I have heard/one eminent 


authority-—a physician wholly in favout of such a scheme_ 


—give his own estimate as twenty-five years. Is social 
insurance to wait until then while our unhappy pro- 
fession is daily abused for holding it up, or is ‘‘ Assump- 
tion 'B ” to be satisfied by a kind of Portal bungalow 
of amedical service, all too likely to becomea permanency; 
so that social insurance may begin ? 

Can no-one persuade the Government to separate 
these antagonistic' partners, to. proceed with a social 
insurance, solving its certification problems by whatéver 
referees and assessthent- boards may, be required, and to 
build the extended and reformed medical service we all 


desire with the single aim and. the unhurried deliberation 


that so vast an undertaking: manifestly demands ? ` 
` London, NW3. “LINDSEY W. BATTEN. 


*,.* Sir William Beveridge gave as his first and chief 


asorti for' suggesting a comprehensive medical service, 


e need of ensuring early diagnosis and prevention of 
ness (para. 426). He nowhere suggests restrictive 
. rtification, and the Government Actuary (in the 
sveridge report and again in the white-paper on 
cial insurance) has allowed for a 124% greater frequency 
claims for sickness benefit under the new scheme than 
der National Health - Insurance. .Nowhere in the 
'veridge’ report, in any white-paper, or in the new 
oposals, is it suggested that the certificates of doctors 


k. a a 


| | 10 have elected to remain outside the Service would be. 
E acceptable when- claims are made for sickness, dis-- 


: ility, or other benefits. If such a suggestion were 

ide, it would be strenuously—and, we believe, success- 
. ly—opposed by the medical profession.: Para. 432, 
: ich Dr. Batten quotes, refers to hospital contributory 
, | lemes, the disappearance of.which, and their replace- 
i, mt by a grant drawn partly from a universal -con- 
|| butory scheme. does not .‘‘ put a final end” to the 
p: untary- hospitals, whose- position will be stabilised, 


l whose expectation of life will be much enhanced, if a? 


! new proposals are accepted.—ED. L. ~ 


_BCAPITAL FRACTURES OF FEMORAL NECK 


IIR —In his technically informative article of March 31 
. Wardle implies that bony union is the object of 
tment and the criterion of success. Surely only if 


ored can a wholly satisfactory result be claimed ? 
from having to forbid weight-bearing, it is difficult 
jet many of the elderly cases to' resume walking, and 
ill doubtless be admitted that not a few fail to walk 
‘in, bony union or not. 
iorkson, Notts. 


ie g UNIVERSITY VOTERS 


-R,—Voting for university constituencies at Parlia- 
‘tary elections is conductėd by post, and voting 
~rs are sent by each university electoral registration 
-er ‘to the ‘last recorded address of every elector, 
I sg such address has previously proved insufficient. 
1. view of the impending general election I am writing 
»ehalf of all university registration officers to urge 
-y voter for a university constituency who has 
‘tiged his address since registering as an elector and 
-t has not notified the electoral registration officer of 
2-niversity of such change, to do so as soon as possible. 
~‘ elector who has reasón'to believe that his name or 
Tgnation is not correctly recorded in the register. 
9d also communicate with the electoral registration 
ser of, his university. 
—here is little doubt that many electors have changed 
or addresses within recent years without notifying their 


. M. HAYDON-BAILLIE. 


h capacity to walk as existed before the fracture is. 


i University of Oxford. v- 


university registration officers, and a wide: response to 
this appeal would not only save many last-minute 
applications for voting papers but would help to ensure 
that those who have a right to receive voting papers 
receive them. in time to record their votes. 


2 D. VEALE, 
Registration Officer. 
OVERHEATING, 


Sm —Many years ago Lewis demonstrated , -the 
“ flush ” and“ weal ” responses to human skin i injuries : 


these phenomena of capillary dilatation and poré-widen- 


ing were ascribed to the local action of ‘‘ H ” substances 


. released from tissue cells by reflex action some millimetres 


è 


away from the actual site of Mauma, which was often no 
more than a pin-prick. 

The MRC Report No. ripe Studies of Burns and Scalds 
(1944), describes loss f. plasma from burnt ‘surfaces 


through (1). tissue destruction and hence exudation, — 


(2) plasma escape. through widened pores of capillaries 
in deeper structures (into interstitial fluid), shown 
clinically’ by ‘‘ cedema ”’ best evident in the face, when 
this is slightly scorched. Plasma loss via the two routes 
is ‘made ‘up by .massive intravenous administration, 
sometimes in the face of considerable practical difficulties. 
‚The loss of plasma by exudation must, be replaced, but 
the loss through ‘‘ cedema ” deep to the injured structures 
might be prevented. 

Before the war I came up against this problem of 

“ capillary leakage ” (through widened intramural pores) 
in cases of experimental and natural heat-stroke where 
the venous hemoglobin may rise from 100% to 150%, or 
180% in a few hours. At'autopsy, in these heat-stricken 
cases, much free fluid may be found in the peritoneal ' 
cavity, in the pleural cavities, and in the pericardium. 
The paper cribing this work was rather bulky and 
was not published ‘but was-prepared for Lord Cadman 
who, encouraged the research. 
heat-stroke cases, intramural. pore-widening could. be 
controlled, to some extent, by intravenous administration 
of polyvalent adrenal cortical extracts such as ‘ Cortin.’ 
It is possible that the t whole ” posterior pituitary also 
controls capillary size. 

It is suggested that the ‘‘ deep œdema ” of heat- - 


` stricken or burned persons may be due to release of the 


“ H” substance of Lewis from affected tissue cells, and | 
the pore-widening component might be neutralised by 
cortin or Posterior pituitary extract, administered 


intravenously. Frank MARSH. ' 


THE MEDICAL SUPERINTENDENT 


Sm,—From Dr. Lister’s letter in your last issue I feel ’ 
it is clear that he is not conversant with the duties. and 
responsibilities of medical superintendents ; he describes 


. himself as amazed by the carefully worded reasons given’ 


by, Dr. Somerville Hastings for their existence. Surely 
it must be obvious that medical ‘ qualifications.’’—I, 
assume that Dr. Lister means “* knowledge ’’—will help 
a superintendent in dealing with complaints from 
patients and their friends, in allocating duties to the 
medical staff, in executing the instructions of the 
committee of management intelligently, and in using 
the available beds to the best advantage. 

Dr. Lister seems to overlook the fact that hospitals 
are for One purpose and one only—namely, the treat- 
ment of patients—and that: every decision that has to 
be made is an answer to the question ‘‘ Is it. in the 
interests of the patient or patients and the hospital as 
a whole ? ” The question “ Is it in the interests of the 
staff or any particular member of the staff ? ” is only a 
secondary consideration. 

Dr. Lister quotes Dr. Somerville Hastings as ; saying 
that ‘‘a good clinician is rarely a good administrator.” 


' This statement -certainly needs qualification by adding 


the words ‘‘ if he does not have the qualifications neces- 
sary to be one’’; but the reverse does not‘necessarily 
follow, as Dr. Lister seems to argue—namely, “ that 
& good administrator is not a good clinician.” 

It is difficult, I admit, to understand what a pseudo- 
specialist is. 
specialist—that is to say not a specialist at all—which 
of course is contrary to fact, for a medical administrator 
can be a specialist in hospital administration, and a 


i 


In our experimental . | 


Putting it into English it means a false — 
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much more efficient one than any. ziar specialist hospital . 


administrator, because of his medical knowledge. Also 
he can be, and usually has been, a specialist clinically, 
_ oF, better, has had a wide range of experience in. all 
branches of medicine before he was appointed as a 
medical superintendent. In either case he is able to 
have a comprehensive and intelligent knowledge and 


understanding of the needs of all specialists and take. 


steps to see that they are met. 


A lay administrator, as in voluntary hospitals in | 


England, is appointed chiefly because he has to see that 
his hospital is kept in the public eye by means of adver- 


tisement and propaganda ; he has to receive graciously 


voluntary gifts and collections made on behalf of the 


hospital, to organise évents to obtain funds, and to be’ 


obsequiously subservient ‘to all  philanthropists— 
an occupation I adimit totally. unsuited for a medical 
man. 


What a distorted picture Dr. Lister presents in his 


~ summing-up: it is so illogical; and pressed to its 
ultimate conclusion it would place even the most dis- 
tinguished practitioners ‘in a very. bad light. 


doctors up to consultant status by colleagues who have 


either failed or at the least lost interest in their calling — 


to,a great extent,” speaking of them as men who have 
taken up administration as a second choice. Have not 
all specialists taken -up their specialty as a second choice 
—and rightly so? What is the argument against 
having what he calls a foot in each camp? It is the 
close liaison between the purely lay and ptrely medical 
work of administration that will prevent there being 
two camps. ‘Surely he does 
‘committee, as a corporate ‘body, can attend to all the 
details of hospital administration, any more than a 
board of directors can do so in business 5 an executive 
officer is essential, 

=- Am I fair when I sum up Dr. Lister’s caban by 
saying that he is a specialist but wants to be also a 
pseudo-administrator ? Does he want to be able to 
say to a lay administrator, ‘‘ I want this or ,that ,”’ and 
expect his request to be granted without. question ? 
Does he object: to asking a colleague medical super- 
intendent, who may realise that the request needs 


a consideration, is perhaps, unreasonable, unnecessary, . 


_ and uneconomical, and not in the interests of the hospital, 
and would not wish.to press the matter further to the 
medical committee because they too might be bound to 
support the medical’ superintendent’s opinion? He 
too thinks that a lay chairman should be ‘ responsible 
to the public he represents that they get the highest 
possible ‘standard of hospital service’’; he does not 
-even recommend that the chairman of the hospital 
should preferably be a medical man. 


_ Dr. Lister shows that he has a very poor opinion of , 
the capabilities of his professional brethren, unless us “up. 


to ” consumers status. 
| ERNEST C. HADLEY, 


Late Medical Superintendent, City General 
ospital, Leicester. 


oem Dr. Lister is serving abroad, and any reply to 
this letter will be delayed. ED. L. 
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INDUSTRIAL OPHTHALMOLOGY 


Sir,—The Institute of Ophthalmology proposes to 
devote a considerable proportion of its funds to indus- 
trial ophthalmology. In view of the absence of any 
coérdinated work in ‘this field it is felt that a national 
survey of workers, and, of work already accomplished, 
is a necessary. preliminary to the undertaking of 
research: on any specific aspect of this very extensive 
subject. 

The institute therefore asks all who have routine 
experience in any branch of industrial.ophthalmology, 
or who have undertaken original work bearing upon it, 
to communicate with the institute stating briefly their 
experience and defining the aspect of the work with which 
they are most familiar—medical supervision, safety, 
lighting, industrial psychology, &c. It is the institute’s 
` policy to promote the investigation of industrial ophthal- 
mic, problems in the districts in which they arise. . It is 
hoped that those replying to this request will be willing 
_ to coéperate in their own areas and in their special fields 


FACULTY OF OPHTHALMOLOGISTS | 


i I refer 
.. to his remarks attributing ‘“‘ domination of practising 


ot think that a medical . 


political situation. 
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of interest and: expertence as the_ national scheme 
develops. 


This invitation is “extended ` not only to individual 


= workers but’ also to research and other organisations 


concerned. The funds will be distributed on the recom- 
mendation of the scientific executive committee in the 
form of. grants for approved work. The committee 
propose, initially, to support, codrdinate, and eee 
work undertaken throughout the country. 

Institute of Ophthalmology, Royal’ PT, BIRERTON; 


Eye Hospital, St. George’s Circus, 
London, SE1. ecrerery: 


£ 
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. | | DORSAL DECUBITUS 


Sm, —While not venne to contradict Dr. Norman 
Glaister’s theories, may I, as a nurse, point out that part 
of the nursing of helpless patients consists in frequently 
changing the position of the patient. Stretching — 
patients flat on the back and holding down with the 
bédclothes would not be good nursing. | 


~ 


Leytonstone, D. G. MELROSE. 


FACULTY OF OPHTHALMOLOGISTS 


‘THE Council of British: Ophthalmologists has. spon- 
sored the formation of a Faculty of Ophthalmologists 
(Lancet, Feb. 3, p. 156) which it is intended should be 
a body representative of all British ophthalmologists. 
The council of the faculty, elected by ballot, consists of, 
the following regional and national representatives. 


Regions | Members _ Associates. 
id .. George Black A — 
2 .. Ida Mann .. Doris Rose . 
3 . W. Niccol .. Moreen Whelton 
4 Frank W. Law ... J.A. Chivers ` 
5 W. J. B. Riddell .. Stewart Macky 
y ational Represent es (Members) 
P. G. Doyne F. A. Juler 
R. C. Davenport E. F. King 


Sir Stewart Duke-Elder 
O. M. Duthie H. M. Traquair o 
©. B. Goulden © F. A. Williamson-Noble 


At its first meening the council elected the following 
officers : 


Sir John Parsons 


President : Sir Stewart Duke- Elder : 
Vice-President: F. A. Juler 

Hon. Treasurer: F. A. Williamson-Noble 
Hon. Secretary : Frank W. Law 


The council also elected standing committees on 
medico-politics, education and research, and remunera- 
tion and emoluments. 

The criteria of membership and other details .were 
necessarily temporary owing to the urgency of the 
These will naturally require modi- 
fication, and with this in view a meeting has been 
arranged, under the chairmanship of the president of the 
Royal College of Surgeons, between four representatives 
each of the faculty, the ophthalmic group committee of 
the British Medical Association, and the Association of 
British Ophthalmologists. 


ASSOCIATION OF SURGEONS OF Great BRITAIN AND IRELAND. 
—The annual meeting of the association will be held in London 
on May 2 and 8 at the Royal College of Surgeons, Lincoln’s 
Inn Fields, WC2. On Wednesday, the 2nd, at 10.15 am, 
Prof. Ernest Finch, Prof. J. R. Learmonth, Pr of. John Kirk, © 
Prof. W. G. Barnard, and Major-General W. H. Ogilvie will 
open a discussion on the education of the surgeon. At 2 PM ~ 


the following will read short papers ; Prof. Seymour Barling 


on Lawson Tait; Mr. A. Tudor Edwards, constrictive peri- 
carditis; Major D. W. Harken, USA, foreign bodies in the 
heart and thoracic blood-vessels ; Prof. T. Pomfret Kilner, 
skin grafting; Mr. K. H. Pridie, fractures of the os calcis ; 
and Brigadier A. E. Porritt, the results of war surgery. On 
Thursday, the 3rd, at 10 am, there will be a discussion on 
carcinoma of the rectosigmoid junction, when the opening 
‘speakers will be Mr. R. Scott Mason, Dr. Cuthbert amc 
and Mr. O. V. Lloyd- Dav es., 
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HANS SACHS 
E os MD ~ 

Professor Sachs, ‘who died in Dublin on March 23, 
was onevof the pioneers of serology who emerged from 
the school of Paul Ehrlich. For.many years he was a 
centre of attraction for workers from many countries 
and did much to enhance the reputation of the Heidelberg 
medical faculty. After racial 
persecution had made him leave 
his own university in 1935 the 
Irish Medical Research Council 


.work in the School of Pathology 
of Trinity College, Dublin. 
_, Here he was made welcome, but 

‘could scarcely hope to recover 

the influence and activity he 
had enjoyed.as director of his 
own institute, as the academic 
representative of his subject, 
and as one of the founders 
'- and editors of the Zeitschrift 
für Immunitétsforschung und 
experimentelle Therapie. 
Sachs was born in 1877, at 
= Kattowitz in Upper Silesia. 

He qualified in 1900, and soon 
joined — the staff of the Institute 
Therapy at *Frankfort-on-Main, where hé eventually 
became professor and head of the department of experi- 


mental biology. From 1920 he was professor of immuno- . 


logy and serology and director of the scientific depart- 
ment of the Institute of Cancer Research at Heidelberg. 
His name, along with that of Georgi, associated with 
one of the first simple and reliable flocculation tests for 
syphilis, became a household word in laboratory techno- 


logy. - There is hardly a field in serology in which ‘he did. 


not contribute—notably hzmolysins, toxin-antitoxin 
reactions, the Wassermann reaction, chemospecificity 
(“ haptens ’’), and auto-specific antigens. The Wasser- 
mann reaction was originally attributed to spirochetes 
present in extracts of syphilitic liver. The observation 
that extracts of normal gnimal tissues could be sub- 


stituted for those of syphilitic organs disposéd of this, 


hypothesis ; and in this change of opinion Sachs took a 
prominent share. He was among the earliest to show 
that cholesterol is a:potent “ activator ” of extracts—a 
fact which has established the modern technique oyj 
extract-making for the serology of syphilis. The essential 
mechanism of the WR and the flocculation reaction was 
at. that time obscure. Sachs and his, co-workers in 
numerous researches did much to strengthen the view 


that the property of a positively reacting serum is due 


to constituents of the nature of antibody.. In particular, 
together with Klopstock and Weil, he demonstrated 
‘that the serum of rabbits may be caused -to react 
positively by injecting into the animals alcoholic 
extracts of rabbit- tissue along with a foreign protein, 
such as pig’ s serum (the latter being required as a 

‘carrier ” on the analogy of Landsteiner’s work). 
Thus inter alia an antibody had been developed by the 
rabbits to tissue lipoids of their own species. These 


experiments led to many others \that have increased- 


our knowledge of the nature of antigens in general, 
their *' disposability ” or ‘‘ masking ” in various organs 
and cells (e.g., red blood-cells, brain, lens, and micro- 
organisms), their ‘‘ competition ” and their specificity, 
especially the specificity of individual organs and‘ even 
of different components of the same organ, as exempli- 
fied in the central nervous system. The significance of 


this research in relation to the genesis of many patho- 


logical conditions, particularly cerebrospinal syphilis ` 
-and metasyphilis, is obvious. In later years Sachs’s 
scientific investigations were on blood-groups and his’ 
paper on blood-grouping and the distribution of ‘blood- 
‘groups in the Irish population (Irish J..med. Sct. April, 
1940) is probably the best summary of knowledge on the 
subject before the discovery of the Rh factor. 

His success was due not only to his scientific achieve- | 
ments, but also to his organising abilities and his capacity 
for working with others. These gifts, coupled with a 


enabled him to continue his. 
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‚spirit of international coöperation, were assets in his 


work for the League of Nations commission for the 
standardisation of serodiagnosis of syphilis. Both in his 
institute’ and in his hospitable home he imparted . 
scientific pa Fede and teaching, and those who knew 
him well recall the lively humour. and humanity - 
with which he revived the memory of great medical 


.men who had been his friends. 


‘My contact with Professor Sachs,” writes c. H. B., - 
“ extended over almost forty years and I remember most | 
clearly the kindness and help which as a. junior worker ` 


. I received from him in his department at the Institute 


in Frankfurt.in 1905-06. His fairness of judgment and 
the consideration which he gave to the work of others; 
irrespective of school or nationality, were an outstanding 
feature of. his personality.. Sachs devoted. himself to 
extending that field of knowledge the centre of which was 
mapped. out by Bordet and by Ehrlich (and. is well 
defined in the latter’s collected Studies in Immunity); ` 
and a:keen and exceptionally well-balanced mind ren- 
dered him the master of this domain. In addition to 
the highly important practical contributions which he 
with his pupils made to serological methods, he also 
developed a philosophic outlook on the rôle ‘which anti- 
genicity of tissue-constituents might play in disease. He 
appreciated deeply all the hospitality afforded to him 
at Trinity College, Dublin; nevertheless, it is greatly 
to be feared that the uprooting of Sachs from his own 
soil Pro a Madered the maturing of ¢ an even richer 
harves i 


EVAN LAMIN G EVANS 
CBE MD CAMB., FRC S 


Mr. Laning Evans, emeritus surgeon to the Royal 
National- Orthopædic Hospital, London, died at Sidmouth 
on April 6. 

He was born on Sept. 3, 1871, the son of Worthington: 
Evans and of Susanah, daughter of James Laming of 
Birchington. Hall, Kent, and his elder brother was the 
late Sir Laming Wor hington-Evans, at one time Secre- 
tary of State for War. He was educated at Eastbourne 
College and Trinity College, Cambridge, and received 
his medical training at St. Bartholomew’s Hospital. 
where he was afterwards house-surgeon. He graduated 
in 1896, became FRCS in 1899, and was awarded the- 
Raymond Horton-Smith prize for his MD thesis in 1901. | 
- His first contact with orthopedics began with his 
appointment as house-surgeon to the Royal Orthopedic 
Hospital, the oldest hospital of its kind in London, 
which since 1840 had been a main training centre in 
orthopedics. Here he gained experience which was 
to serve him well; but for a. while the South African 
War intervened and he went out to join the Welsh 
Hospital Field Force as an assistant surgeon. In 1902 


\ 


he was appointed surgeon to the Royal Orthopedic 


Hospital. About the time of his appointment to the 
honorary staff the manner of correcting deformity was 
beginning to change ;~ until the end of the century | 
manipulation and tenotomy had held the field, but now . 
open opérations began to be performed more often, 
and Laming Evans: played a part in the change of 
technique, helping thereby to widen the scope of ortho-. 
pedics. In 1905, at the instigation of the King Edward 
VII Hospital Fund, the Royal Orthopzedic Hospital 
amalgamated with the National and City Orthopezedic - 
Hospitals to form the Royal National Orthopedic 
Hospital which was subsequently built in Great Portland 
Street.. He rendered great and steadfast service to this 
hospital; his reputation constantly attracted a large _ 
number of patients to his clinic, and for many years he | 

was a zealous chairman of the medical board. He was 
also consulting orthopedic surgeon to the West End 
Hospital for Nervous Diseases; to the British Post- 
Graduate Medical School, Hammersmith; and to the 
King Edward Memorial Hospital, Ealing. At various 
times he was president of the Harveian Society and of 
the orthopedic sections of the Royal Society of Medicine 

and of the British Medical Association. 

Certain disabilities: particularly interested him, and 
congenital dislocation of the hip was one of these. 
Lorenz, who had advocated treatment by manipulation 
and plaster cast, visited this country early in the century 
and Laming Evans was one of the first to learn the new 
technique. in the following vears he gained a cumula- 
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tive experience in the highly successful treatment of this- 


deformity and embodied the knowledge gained in a 
paper on the late results of manipulative ‘treatment of 
_ congenital dislocation of the hip (published in the British 
Journal of Surgery in 1922). Another disability which 
he studied with enthusiasm was paralytic talipes calcaneo 
valgus, which he was able to cure satisfactorily by 
Whitman’s astragalectomy operation. It was on astra-. 
galectomy. that he chose to write in the Robert Jones 
birthday book in 1928. — 


He was appointed CBE in 1920. He retired in 1936, 


_ but although his health was not good he gladly came back _ 


at the outset of war to work again in the outpatient 
department of the Orthopedic Hospital and so relieve 
_ the strain on a depleted staff. This service he continued 
until last summer, when he had to give'up. He was the 
last surviving surgeon appointed to the staff of the 
Royal Orthopedic Hospital before the amalgamation 
` -of the three hospitals, and his long work for the hospitals 
will be gratefully remembered. He was also one of a 
small band who helped to promote the fuller recognition 
of orthopeedic surgery as a specialty. i 


GORDON TRAVERS BIRDWOOD 
M D CAMB., DPH - 


- Lieut.-Colonel G. T. Birdwood, who died at Deal on 
April 14, found time in his 78 years for two working lives. 
When he retired from the Indian Medical Service in 1920 
he settled in practice at Deal, where his elder. brother 
Field-Marshal Lord Birdwood holds the ancient. office 
of captain of the castle, and both as doctor and citizen 
he contributed .much to the life of the town. He was 
educated at Clifton College and Peterhouse, Cambridge, 
and: he qualified at Guy’s Hospital in 1892. In the 
same year he came second in the entrance examination for 
the IMS and received his commission. During the ’nineties 
‘he served with distifction'in the Abor and Waziristan 
expeditions and the Tirah campaign. In 1903 he 
became principal of the medical school ‘at Agra, and his 
success in raising the standard of its teaching and extend- 
ing its buildings was recognised when seven years later 
he was appointed to the new chair of midwifery at 
Lucknow Medical College.. He was elected a fellow of 
Allahabad University and served on ,the child-welfare 
committee of the province. : i 

At Deal Dr. Birdwood took an active interest in the 
district war memorial hospital, where he was senior 
. surgeon until 1937. Two years previously he had started 


the ophthalmic department there, and he was a live 


member of the management committee. For ten years 
he acted as medical officer to the child-welfare centre 
work to which he was wholeheartedly devoted. He also 
took a prominent part in civic affairs. In 1929 he 
presided over the chamber of trade, for‘six years he was 
a member of the borough council, and when he died he 
was deputy mayor. -> E 


FRANCIS FREDERICK MUECKE 
CBE, MB ADELAIDE, FRCS — 


Mr. Muecke, who died on April 13,'was an Australian, 
but came to London in 1903 and worked from 1909 at 
the ‘London Hospital, where he was a good friend to 
many generations of students. oe 1 eat 
Son of the Hon. H. C. E. Muecke, he was born at 

Adelaide on Dec. 6, 1879, and educated at the Prince Alfred 

College, where he was in the same class as the late Harold 
Chapple of Guy’s.. At Adelaide University, which he 
represented in cricket, lawn-tennis, lacrosse, and rowing, 
he graduated in 1902 with first-class honours, and two 
years later he entered on his specialty with ‘an appoint- 
ment as clinical assistant at- the Throat Hospital, 
Golden Square. He became assistant surgeon to the 
London Throat Hospital in 1908, andin the following year, 
when he took his fellowship, aural registrar and demon- 
‘strator at the London. He also held appointments as 


aural. surgeon at Maida Vale, and outpatient.aural : 
surgeon at the Belgrave Hospital, and wrote on vocal, 


irregularities, voice production, auditory re-education, 
and the nasal septum. He was assistant surgeon to 
Golden Square from 1914 to 1919, but for almost all 


this period was away on war service with the RAMC. . 


He was present at the. Suvla landing at Gallipoli, and 
at the offensives of the Somme, the Ancre, Arras, and 


` OBITUARY 


afternoon in the operating-theatre was. a. happy*time. 
_great-hearted personality covered everyone: patients, porters, 
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Passchendaele, being mentioned in despatches. Even- 
tually he was transferred, as lieut-colonel, to the Royal 
Air Force, in which he was specialist for the ear, nose, 
and throat. Returning, with a military CBE, he was 
appointed surgeon to the ear, nose, and throat depart- 
ment at the London Hospital, and in the next few years 
produced papers on nasal obstruction, symptomless 
mastoiditis, hemi-laryngectomy, and aural meningitis. 
He became a consultant to the London County Council, 
and in 1935 presided over the ear, nose, and throat 
section of the. British. Medical Association at its , Mel- 
bourne meeting. . y. a2 ae. = 

C.K.writes: | nm 


- “ It was always a pleasure to work with Muecke. Friday 
His 


sisters, housemen, instrument-men, lift-men, all adored him. 
He was always on time, always human. He was big in every 
way. In morning coat, and grey top-hat, he was magnificent. 
His straight honest blue ‘eyes under the great shaggy eye- 
brows welcomed the world he lived in. ‘He had a wonder. 
fully quick grasp: of a humorous situation, and his deep 
knowledge of human nature made him a master at dealing 
with patients. His was one of the best consyltant practices 
in London: doing duty for him, one realised that duchesses 
and doormen paid him equal tribute. 


“ He profoundly influenced those of us who come after him. 
He was a pioneer in understanding the true physiology of the 
nose, and its great importance in health and disease. ‘ You 
‘can’t do better than Nature, laddie.’ ` — ne As 

“ He lived a full life. One can picture him, newly roused 
from sleep, directing rescue work after an appalling train crash 
outside his casualty clearing-station at Étaples. ‘Or, himself 
a casualty, propped up in bed, operating on a soldier’s mastoid. 
He loved students and the medical school. He was a grand 
lecturer. As surgeon to nurses, he was devotion itself. 

_ “The last glimpse was just before his death in‘the private 
wards of his hospital. ‘ Wouldn’t be, anywhere else, laddie, 
Muecke loved the London, and the London loved him,” 


ı Mr. Muecke was twice married, in 1905 and in 1930. 


but had no children. l 


/ EMPLOYMENT OF EPILEPTICS 
EPILEPTICS are unfortunate among patients in having 4 


disease which gives. them relatively little trouble or dis- 


comfort, yet’ sets them apart from their fellows and embar- 
rasses their friends. In the United States, the Laymen’s 
League of Epilepsy has long worked to establish in epilepties 
a quiet self-confidence, despite their disability, and: to 
encourage them to take a normal part in the life of the com- 
munity. It is now announced? that in future the name is 
to be the American Epilepsy League Inc., “to emphasise 
the continental scope of the League’s work and to avoid 
confusion with the physicians’ group.” -> Members, many ol 
whom are epileptic, are drawn from all over the world, and 
the league has lately been accepted as an associate membe: 
of the American National Health Council. © = 

War has opened many doors to epileptics, and Mr. Bemen' 
F. Hibbard, the vocational director of the league, has workec 
with, employers, State and local employment agencies, anc 
various Service reablement organisations to place patient 


-im suitable work. Books and pamphlets sponsored by th 


league have been'supplied to the Services, and the U! 


- Employment Service fhas published general rules for it 


officers to follow when placing epileptics in industry. 

Those placed are self-supporting ; their earnings amoun 
to more than. $120,000 annually, and they have contribute 
not less than $14,000 to taxes. Only 2% of them have ha 
fits which interfered with work, and the maximum time los 
by any individual was 48 hours. As this man was paid b 
the hour he cost his employer nothing. ‘The average los 
of time ‘was 15 hours out of 2100 possible working hour 
There was only one, accident of any kind among them, an 
that was not caused by a fit but by carelessness. Less. tha 
1% of them made any claim on a casualty company. | 
would be interesting to know the numbers of employe 


-epileptics to whom these figures apply; but even if th 


group is small it demonstrates clearly that suitable epileptic 
can work in industry with advantage to themselves and the 
‘employers. 7 


` 1, Epilepsia, 1944, 2, 264, | 
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.as MO to. theo 2nd battalion of the | 


‘On Active Service | 


GASUALTIES 
KILLED - | 

Flight-Lieutenant SYDNEY WETHERELL, LMSSA, RAFVR ` 
WOUNDED 

Captain N. N. LEVINNE, RCAMC 


AWARDS i 

MC i 
Major P. O. MITCHELL, MB ABERD., RAMO ` 
Captain ROBERT : MCILWRAITH, MB GLASG., RAMO - 


~ 


f 


- Captain J. A. TULLOCH, MB EDIN., RAMC 


Lieutenant S. W. PLEASANTS, RAMO 


‘Lieutenant Davin TRAIN, RAMO 


‘ MENTION IN DESPATCHES 
Surgeon Lieutenant A. J. WHITAKER, MB LOND., RNVR 


‘ALLIED AWARDS 
‘SOLDIER'S’ MEDAL OF THE! USA 


Captain JAMES McLEaN, MB EDIN., RAMG 


ORDER OF THE STAR OF NEPAL, IV CLASS 
aptain . BARNETT FREEDMAN, MRCS, RAMC: 


_ MEMOIRS 


The late 


Captain ALBERT Brown, RAMO, who was killed on Jan. 9 at 


the age of 29, was the youngest son of the late Mr. James Brown, 
_of Springboig, Glasgow. Educated at East- 
bank Academy, whore he was gold medal- 
' list, and at Glasgow University, he graduated 
B Sc in 1935, and three years later,obtained 
his MB with commendation. He ‘spent six 
months as house-physician with Dr. John 
_ Middleton in Glasgow Royal Infirmary _ 
` before he became assistant in a general 
_ practice in Galashiels. Early in 1940 he 
volunteered for the RAMC and soon after- 
wards was drafted to the Middle East where 
he was employed on malarial control. 
During the final campaign for North Africa ` 
he was-with the Eighth Army, and he came 

l back to this country last April to take part 
in the landing in Normandy on D-day. He was in the hard ` 
fighting round Caen, in the Nijmegen salient and on the Maas. 
He was killed-when a stray shell hit his regimental aid-post in. 
the Ardennes battle. A well-built man, of-a happy disposi- 
tion, Brown was popular with his colleagues and patients, and 


he was always ready and willing to help when need arose. 


His games were golf and tennis, but his chief interest in life was. 
medicine, and he constantly strove to extend and i Improve his © 
knowledge. ’ 


Captain J. H. KEESEY, missing since Arnhem, is now officially < 
reported to have died as a prisoner-of-war on Oct. 6.of last 
year. The only child of Captain G. E.H. - 
Keesey, Rifle Brigade, who was killed 
in the last war, and of Mrs. Keesey 


of. Fisherflat, Westmorland, he was 
educated at Wellington College, ` and 
Clare College, Canibridge. He took his 


medical training at St. Thomas’s Hospital | 

and graduated MB Camb. in.1940. -After | 
holding house-appointments he joined | 
the RAMC. To begin with he served 


Gloucesters, but he soon volunteered for 
service with paratroops and he was 
wounded in the North African airborne 
landing in 1942. He recovered in time 
to take part in the campaigns in Tunisia, | 
Sicily, and Italy. Early last year he returned to England and 
on Sept. 17 he landed with the Ist airborne division at Arnhem 
where he is known to have done fine work in caring for the 
wounded throughout the battle. He had married in 1942 
Susette Harvey, younger daughter \of the Bishop of Cashel. 
He died a few weeks before his 29th birthday. ; 


_ Flight-Lieutenant WETHERELL studied medicine at Guy’s 
Hospital and qualified LMSSA in 1941. After a few months 
in general practice he was commissioned as flying-officer in 
the medical branch of the Royal Air Force Volunteer Reserve. 
He was killed by ‘enemy action while sors as medigal 
officer to a squadron overseas. 


ON ACTIVE SERVICE.—NOTES AND NEWS 
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Notes and News: 


INTRAPERICARDIAL PENIGILLIN 

PENICILLIN has’ been successfully given into the’ peri- 
cardial sac in a' case of purulent pericarditis, presumably 
pneumococcal.!- Fhe patient was treated ‘for pneumonia 
with sulphadiazine for 4 days before admission to St. Luke’s 
Hospital, Davenport, Iowa. There were clinical and X-ray 
signs of consolidation of the left lower lobe and the sputdm 
contained pneumococci. Typical signs of a pericardial | 
effusion were also present. She was given pa phas seine 


| for a further 5 days, with oxygen by BLB mask and digitalis, 


but her temperature remained at 102°-104° F. The sulphe. 
diazine was. then stopped, and penicillin, 15,000 units, was. 
given every. 3‘ hours intramuscularly ; after 3. days the 
patient seemed no better, her temperature still being 103° F: 
A pericardial paracentesis was therefore done and 70 c.cm. 
of turbid blood-stained fluid removed ;:. 40,000: units of | 
, penicillin in 30 c.cm. of isotonic saline was then introduced 
' directly into the pericardial cavity. Within 16 hours her 
temperature fell to normal. The intramuscular penicillin 
‘was continued for 4-5 days, and her subsequent cure was 
‘uneventful. The pericardial fluid’ removed was s unfortunately 


` not examined bacteriologically. 


RHEUMATISM CLINIC IN DUBLIN 


A, CLINIO for adult walking patients with rheumatism, set 
up in Dublin in October, 1942, has now published its first 
annual report. On weekdays: the clinic remains open until 
T PM so_ that pationts can come for treatment after work. 
- All are ‘seen by appointment, and this plan has worked 
smoothly ; ; failures to keep appointments are rare. The 
clinic is well equipped for hydrotherapy, and ‘heat, light, 


and electrical treatment including short-wave therapy ; 5 it. 


has its own X-ray plant and laboratory. So far, 1676 
patients (1034 women, 642 men) .have attended 27,798 
times, and results in patients who had completed treatment 
by the end of 1943 were 59% cured, 20% much improved, ` 
20% improved, and only 1% unchanged. Varieties of 
rheumatism treated included, fibrositis, rheumatoid arthritis, 
osteo-arthritis, ankylosing spondylitis, and gout; 6% of 
the total cases were attributed to psychoneurosis and. 12% 
of the rheumatic group were complicated by psychoneurotic 
symptoms, The clinic was set up, with the’help of a grant 
from the Hospitals Trust Board, by the Dublin Rheumatism 
Clinic Association, for the Minister of Local Government 
and Public Health. The Association is a public company 


without power to distribute profits ; any surplus is used to » 


further ‘its objects, and it is hoped in time to establish and 
maintain other clinics for rheumatism, to promote research 
into the causes: and cure of the disease, and to undertake 
postgraduate teaching. 


IMPROVEMENTS IN PHOTOMICROGRAPHIC 

. APP TUS 

AT a , meeting of the Association for Scientific Photography 
on April 21, Mr. Edward Machie, rrms, considered the 
defects inherent in existing photomicrographic equipment. 
He suggested that by using modern machine-room techniques 
a compact precision apparatus could be produced capable of 
À being, used horizontally or vertically, measuring some 20 . 
inches in overall length, and having accurate centring of 'the 
light-train.. Other members mentioned the need for good 
reflected-light equipment and the problems introduced by 
inclusion: of an incubator. It was agreed that a radical 
redesign of equipment is needed; and anyone having views 
on this subject is invited to communicate with the hon. sec, 
of the Association! at Tavistock House North, Tavistock 
` Square, WCI1. | 


Moral Welfare of Children 


The ahnual meeting of the Children’s Moral Welfare 
Committee for the boroughs of Holborn, St. Pancras, and 
Hampstead, will be held at the Holborn town hall next 
Wednesday, May 2, at 6 pm, when the speukers will include 
Dame Lilian Barker, formerly governor of ‘HM Boarstal 
Institution for Girls, and Mr. S. H. Wood, formerly assistant 
secretary to the Ministry of Education. The committee was 
established 20 years ago, and its chairman is Dr.. Alan 
Moncrieff. ‘The secretary’s address is 93a, King Benty x 
Road, London, NW3, and the meeting is open to all. 


1. Wise te W., Shafer, L. E. J. Amer, med, Ass. March 10, 1945, 
fp. 5 ‘ e fi 
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University of Oxford — ee. oa 
An election of two members of the board of the faculty of 
medicine will be held on Wednesday, June 6. Nominations, 
which must be signed by. six members of the general medical 
‘ electorate, will be received by the secretary of faculties at the 
University Registry up to 10 am on Wednesday, May 16.. 


Royal College of Surgeons of England 
. „A meeting of fellows will be held at the Royal College of 
. Surgeons of England, Lincoln’s Inn Fields, London, WC2, 
on. Tuesday, May 1, at 3 pm, when there will be a discussion 
on; the present state of negotiations on the Government 
white-paper on a national health service. | | 
The following lectures will be delivered at the College, 
'Lincoln’s Inn Fields, WC2, during May: » | 
_. Hunterian Lectures.—Mr. A. S. Aldis; injuries of the pancreas 
- (May 4); Mr. R. W. Watson-Jones, limb and spine injuries due to flying 
accidents (May 10) ; Prof. James Patrick, supination and pronation, 
with special reference to the treatment of forearm fractures (May 31). 
Arris and Lectures.—Prof. F. Davies, the early development 
of the human embryo (May 7); Dr. D. V. Davies, the synovial 
‘membrane and the synovial fluid of joints (May 9); Mr. Judson 
‘Ches TA attenstlons of the neuromuscular balance of the 
intestine 11). , = 
Techies oy the Research Professor in Ophthalmology.—Prof. 
‘Arnold Sorsby, blindness in Great Britain (May 25); penicillin and. 
gramicidin S in ophthalmology (May 29). .- , ; 


The lectures, which are open to medical practitioners and — 
advanced students, will be held at 4 pm each day. 
i i ? 


University of Glasgow / 
On April 14 the following degrees were conferred : a 
MD.—J. H. Stirrat (with commendation); A. A. Gilmour. 
Bellahouston medals for ‘“‘ eminent merit ” in MD theses - 
-= were awarded to Dr. A. W. Kay and Dr. J. H. Lawson. 


National University of Ireland 


The following appointments have been made: , 

University College, Dublin.—Dr. E. J. Conway to the chair of 
biochemistry ; Dr. T. W. T. Dillon to the chair of pharmacology 
and therapeutics. i 
\ University College, Cork.—Dr. Owen Laughnan to a lectureship 
in therapeutics; Dr. James Hackett to a lectureship in dental 
surgery. + oe a, 

Prof. James O’Connor has heen appointed representative 
of the university on the General Medical Council, in place of - 
the late Dr. Denis Coffey. 

Scottish Conjoint Board | 

_ Having passed the final examination the following have | 
been admitted licentiates of the Royal Colleges of Physicians 
and Surgeons of Edinburgh and the Royal Faculty of Physi- 
cians and Surgeons of Glasgow : : 

R. J. G. Aitken, O. E. A. anta ony. Henry Baytch, I. J. Bern- , 
stein, A. E. R. Campbell, I. G. Campbell, J. D. C. Campbell, Henry 
Camrass, Bernard Chromow, David Craig, G. C. Fletcher, Aubrey 
Gerber, A. A. Holder, Alexander Ingram, J. M. Leith, Thomas 
Leven, W. E. Lotty, Alison M. Matheson, A. A. A. Mazen, J. M. 
Moore, R. E. Morgan, M. N. Padayachee, F. L. Paterson, T. W. 

” Poole, W. E. Robinson, J. C. Rohan, A. L. Rose, D. H. Rosenberg, E 
I. J. Selikoff, H. J. Shapiro, Percy Shenkin, Mendel Silver, D. H. 
Sinclair, Paul Steinlauf, James Waddell, R. R. Wilson, James , 
Wotherspoon, and Max Zimnowitz. S\N 


- The following graduates of recogħised foreign universities 
were also admitted to the licentiateship : Johann Weiss, MD 
GRAZ; . W. C. S. von Reybekiel, MD BERNE.. ` 


Royal Society of Arts | | so ; 
On Wednesday, May 9, at 1.45 pm, at the house of the 

society, John Adam Street, Adelphi, WC2, Dr. F. M. R. 

Walshe will speak on the treatment of infantile paralysis. 


Parliamentary Candidate f 


Dr. D. Stark Murray has been adopted as Labour candidate 
for Richmond. 


Royal Society of Medicine. ` 


On Tuesday,.May 1, there will be a meeting of fellows .at 
5 pm. -At the same hour at a meeting of the section of 
orthopedics Mr. A. S. Blundell Bankart, Major W. E. 
Tucker, Mr. W. Harvey Gervis, Dr. L. B. Blomfield, and Dr. 
E. J. Crisp will read-short papers. On May 2, at 2:30 pm, 
at the history of medicine section Dr. E.. Ashworth Under- 
wood will speak on Wilhelm Konrad Réntgen, and Sir Walter 
Langdon-Brown on Clifford Allbutt. On May 4 at the 
section of otology, at 10.30 am, Mr. Colin Johnston, Squadron- 
Leader T. M. Banham, and Mr. W. O. Lodge will open a dis- 
cussion on chronic suppurative otitis media. -The section of 
anesthetics will meet at 2.30 Pm on the same day when Dr. 
John Gillies will speak on anesthesia in operations for closure 
of patent ductus arteriosus, and Dr. George Graham on the 
preparation of the diabetic patient for operation. 


‘N 


- 


HASLAM-F¥Oox, 


Lectures on Ophthalmology 

On April 25th Prof. W. J. B. Riddell gave the first lecture 
of a series to be held in the department of ophthalmology of 
the University of Glasgow on Wednesdays at 8 pm. Other 
lecturers will be Dr. G. H. Bell, -vision:and sound in cinemato- 
graphy (May 2); Mr. J. S. Tough, plastic surgery of the 
eyelids (May 9); Miss D. E. Feather, orthoptic treatment of 
Squint (May 16); Dr. R. W. Pickford, defects of colour 
vision (May 23); and Mr. W. B. Inglis Pollock, Arabian and 


 mediæval ophthalmology (May 30). 


: 53 
Society for the Relief of Widows and Orphans. of 
Medical Men | | 


« Lo $ 
At a meeting held on April 11 Dr. R. A. Young, the presi- - 

dent, ‘brought to the notice of the directors that their present: 
secretary, Dr. E. J. Blackett, had held office for 40 years and 
his father, Dr. J. B. Blackett, for 37 years. Together they 
had thus been in office for little short of half the 157 years of 
the society’s existence. : 

~ A new list of members has been printed and copies may be 


had from the secretary, 11, Chandos Street, London, W1. 


Membership is open to any registered medical man who at: 
the time of his election is residing within a 20-mile radius of 
Charing Cross. Relief is granted only to widows and orphans 
of deceased members. The annual general meeting will be 
held on May 23. yo 


LA 


, Appointments - 


ABERNETHY, MARGARET, MRCS: 
Melford, Suffolk. 

GILL, R. A., MB LOND.: 
London. 


examining factory surgeon, Long 
. surgical registrar, St. Thomas’s Hospital, 


H. C., MB EDIN.: examinin facto surgeon, 
Ormskirk, Lanes. S x n 


SIDDONS, BERTRAM, MB EDIN.: examining factory surgeon, Newport, j 
on. aes 
Youna, A. K., MB GLASG.: examining factory surgeon, Tarbert, 
Argyllshire. 
surgical registrar, Charing- 


ZIEVE, I. E., MA CAPE TOWN, FRCS: 
Cross, London. 


Colonial Medical Service.—The following appointments are an- 

nounced : a | 

BoaseE, A. J., MRCS, DOMS: ophthalmologist, Uganda ; 

BUCHANAN, J. C. R.; MD EDIN., FRCPE, DTM &H: Inspector- 
General, South Pacific Medical Services; ` 

CHARTRES, J. E., BM OXFTD: MO, Nigeria; 

DAVIES, J. N. P., MB BRIST. : MO, Uganda; 

McKELVIE, A., MB: MO, Nigeria; a aoe 

LAURANCE, B. M., MRCS: ophthalmologist, Trinidads: 3 

TROWELL, H. C.; MD LOND., MROP: physician, Uganda. 


` Births, Marriages, and Deaths 


BIRTHS 


CrossE.—On April 13, in London, the wife of Lieut.-Colonel J. H. J. 
Crosse, OBE, RAMC—a son. . 
Hacaik.—On April 15, at Stamfordham, N orthumberland, the 
- wife of Captain M. H. K. Haggie, MO, RAMC—a Bon. 
HOLLINS.—On April 15, at Oxford, the wife of Dr. Charles Hollins— 


MooRE.—On April 21, at Guildford, the wife of Captain B. P. Moore, . 
FRCS, RAMC—a daughter. 

MorsE.—On April 14, at Bognor Regis, the wife of Dr. P. W. 
Morse—a son. 

Scorr.—oOn April 14, at Woking, the wife of Flight-Lieutenant 
O. L. S. Scott, MRCP, RAFVR—a daughter. \ ' 


MARRIAGES l 


BARKER—RASEY.—On April 19, at Edinburgh, Percy Bailes 
Barker, captain RAMC, to Hilda Elizabeth Rascy. a 

McKELVEY—ROPER.—On April 12, in Cyprus, Thomas Patrick 
Hubert McKelvey, lieut.-colonel RamMc, to Jean Roper. . ; 

MURRAY—SPENCER-SMITH.—On April 9, at Aldershot, Robert G./ 

~ Murray, captain Ramco, to Patricia Spencer-Smith, QAIMNS(R). | 

SaTow—HARDING.—On April 12, at Bath, Lawrence Satow, 

MC, MRCS, to Ann Harding. i ? 


DEATHS 


AVETOOM.—On April 7, at Chichester, Sarkies Thaddeus Avetoom, 
LRCPE, lieut.-colonel Imus retd., aged 90. 

BELLINGHAM SMITH.—On April 19, at Felsted, Essex, Guy Belling-` 
ham Smith, MB LOND, FRCS. , v. e 

BrRDWooD.—On April 14, at Walmer, Kent, Gordon Travers 
Birdwood, MA, MD CAMB., DPH, lieut.-colonel IMS retd,, aged 78. 

GRUBER.—On_ April 15, Rudolph Gruber, MD VIENNA, MRCS. 

JOHNSTON.—On April 12, at Frome, Somersct, Charles Herbert 
Farley Johnston, MD LOND., aged 63. 

LAWFORD KNaGGs.—On April 16, at Newton Abbot, Devon, 

_ Robert Lawford Knaggs, MD, M CHIR, CAMB., FRCS. 

Macwatr.—On April 14, Sir Robert Charles Macwatt, CIE, MBEDIN., 
B SC, FRCPE, FRCS., major-general late DGIMS. 

WHITE.—On April 16, at Crowborough, Edwin Francis White, 
FRCS, formerly of Putney, aged 86. , 


- 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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WOUNDS OF THE KNEE-JOINT , 


_ -B. H. Burns mp oamp., FROS 
R. H. Youne > GQ. M. MULLER 
M B OAMB., FROS MBLOND, FROS 
SURGEONS TO AN EMS WAR HOSPITAL 


TEE results of treating gunshot wounds of the knee 
have steadily improved since the beginning of the ped 
war.. In the official history of the Great War 


said (1922): “In the early stages of the war, attention za 


concentrated on drainage to the exclusion of all other 
~ methods of treatment. With the exception of some sim- 
ple perforating wounds, practically-every case suppurated 
and treatment by incision with the insertion ef large tubes 
was adopted... . the results of these methods were 


wounds and suture of joints wasa great advance. Since 
then, with jhe exception of delayed primary suture of 
- the wound, which became popular in 1918, there has 
been, little change in the operative treatment of this 


injury. 
Nevertheless, Buxtòn in his Hunterian lecture (1944) 


showedďd'that the results in 237 wounds of the knee in the 


l 


second and third Libyan battles of the North African 
campaign compared very favourably with those 

’s survey of similar wounds in 1917.. The figures 
were as follows : i 


Taha ,| N. Africa 


sn e iy ive E © OF 1917 '| 1941-42 
Total wounds of the knee .. 845 273 
Deaths .. ..”. an a s| 85% 2% 
 Amputations “is ee de, We a 19-4% 4:4% 
Suppurative arthritis ..- se ~ Strays $ 34:8% 


SE E EE ee ee R 
The main difference in the treatment of the cases in 


North Africa and in the last war is that the North 
African cases had the benefit of the sulphonamides. 


Today the results that are being obtained with penicillin . 


ours are typical of those at other centres (Ellis 
1945)}—show, still further improvement. 


RESULTS IN.101 CASES IN 1944 


This paper is an account of the cases of wounds of the 
knee admitted to the EMS hospital -between D-day 
(June 6) and the' middle of October, 1944. Although it 


was a transit hospital we were able to retain most of these | 


cases until their treatment was finished, or until we could 
' assess the effects of treatment ; and on discharge from 
‘the hospital they either went: to a convalescent depôt for 
hardening, or were discharged from the,Army. Our 
worst cases have been retained for six to nine months. 
i condition.of 101 cases on leaving the hospital was as 
ollows : 


Normal knees .. 15 Sar i knees . 15 
Will be: normal .. Stiff knees .. PO | 


There‘were no deaths and no amputations. All but 5 
of the wounds were healed at six months ; these 5 had a 
sinus from’ cancellous osteitis, ~- 

In the category ‘‘ normal knee” we have included 
those who had a normal appearance, and a full painless 
range of movement when they left the hospital. A few 
of these had bone damage to an extent that may ere 
rise to osteoarthritis later. The category “ will 
norma] ” includes those with minor injuries who left the 
hospital one to three months after wounding with almost 
full restoration of function, and in whom complete 
recovery was only a matter of afew-weeks. Those in the 
categories ‘‘ useful knees” and “stiff knees ”’—the 
failures—are analysed in more detail later. 

Small punctured wounds not requiring excision but 
with hemarthrosis are included in this series (16 cases), 
as also are gross comminuted fractures of the lower end 
of the femur in which the. knee-joint was opened (8 cases. 7 


TREATMENT — 


Most of the -patients arrived here in Tobruk plasters 
two to eight days after wounding. In the first few days, 
before operating facilities had been established i in a France, 


6349 


a 


» 


The introduction in 1916 of excision of. 


in., sewn up on sight. 


patients were received with only a field dressing on their 
‘wounds. But from then on, all except small punctured . 
“wounds had been excised within 24 hours of wounding. | 
After excision ‘the synovial membrane had been sutured. 
when possible. The grent majority of wounds had! been 
lightly packed with sulphanilamide and soft paraffin 
gauze, and no drainage-tubes had been employed. Sixty- 
patients, including nearly all the serious ones, had. hád 
some penicillin before admission here; 28 had intra- - 
_articular injections only, 14 had intramuscular injections 
only, and 16 had penicillin by both routes ; 2 had peni- 
cillin tubes in the wound. The primary treatment they 
had receivéd in the Army was clearly of very high 
standard. 

Within 12 to 24 hours after aiva here the plaster was 
removed and the wound inspected. Frank pus was pre- 
sent in the joint in 8 cases, but often there was a mild 
infection of the wound with a sterile joint cavity. ere 
was a remarkable absence of streptococci and staphylo- 
cocci; in only 2 cases of gross bone-destruction with a 
widely open joint were these organisms found. Many 
wounds contained coliform bacilli, some Bacillus proteus, 
some diphtheroids, and a few anaerobic bacteria. No 
Ps. pyocyanea was reported. k 

. When anatomical factors allowed, the wounds were 
Suturing in layers was always 
attempted, and, although in many instances it was not 
possible to close the synovial rhembrane, an effort: was 
always made to sew up the capsule and the skin com- -> 
pletely. ‘It was considered more important. to prevent 
- the access of gram-positive organisms after the cessation 
of penicillin than to give exit to the mildly noxious 
gram-negative pus which would in most instances be 
overcome by natural resistance. 

After their arrival all but 9 patients were given 
penicillin in some form. Those with smal] uninfected 
punctured wounds were given one intra-articular injec- 
tion after aspiration ; no more was necessary. Of the 
other cases, the first, few ‘had intra-articular penicillin 
only, because it was thought necessary to get the drug 
into the joint cavity and penicillin in the blood may 
not traverse the synovial membrane. After a short time, 
however, when we had had two cases of extra-articular 
abscesseS due to gram-positive organisms with a sterile 
joint cavity, we realised that the chief danger was infec- 
tion of the periarticular tissues. We therefore decided — 
to give both parenteral and intra-articular penicillin, and 
this was done in 62 cases. Although the joint could often: 
be relied on to look after itself, it was considered that 
additional safety could be secured by an intra-articular 
injection. Our usual course of parenteral penicillin was 
20,000 units three-hourly for five days. 

In only 3 cases were penicillin tubes used, and that was 


- when the joint could not be completely closed. 


\ RESULTS OF SUTURE 


Of 76 cases completely sutured at the first fespection: 
of the wound, 61 healed by first intention. In 4 others 
the wound was healed a month later, but in 11 a sinus 
developed in one part of the wound. Of the completely 
sutured joints, 4 contained pus (Bact. coli) at the time 
they were closed; all of these were aspirated several 
times afterwards, but all developed a sinus. In 5 cases 
it was not possible to sew up the wound completely. 

Of the 16 sinuses, 8 were closed by three months but 5 
were still open at six months. Often the sinus formed a 
short track leading down to a focus of mild infection in 
cancellous bone, there being no commuhication with the 
joint cavity, which had been sealed off by adhesions. 

Occasionally after a wound was sewn up pus continued 
to be formed. The collection of gram-negative pus was 
not often accompanied by redness of the skin, oedema, 
or tenderness, and very rarely by pain. It usually 
found its way to the surface between two stitches in the 
‘suture line. Only once was it necessary to open the joint 
by operation: to evacuate a collection of pus. 


FOREIGN BODIES i 
At the primary operation, all foreign bodies (FBs) had 
been removed except when very small or inaccessible. 
A few patients had retained FBs when they came here. 
We made a point of removing these soon after the wound 
had healed—that is, 2-3 weeks after admission. The) 


8 
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reason for this delay. was to avoid operating through 


was left in 4 cases, however, in the hope that it would - 
remain quiet and give no trouble. In every instance it 
became necessary to remove the FB later, because it 
became a source either of sepsis or of irritation. In fact,. 
the only patients who left hospital with a retained FB 
were those with a very, small fragment situated well 
away from the working parts of the joint. Retained 
shell or mortar fragments were sometimes accompanied 
by a piece of clothing or grass, and unless this also was ` 
removed it was the cause of a subsequent sinus. 


e had a warning of the risk entailed by leaving a | 


foreign body-near the joint. A patient admitted here in 
July had carried a shell-fragment in the lower end of his 
femur since the last war. The knee had been normal. 
until a few days before his admission, when he developed 
an acute suppurative arthritis which -ended in ankylosis. 


. RESTORATION OF FUNCTION 


_ An attempt to restore movement was made in all cases 

exce t those in which the bone damage was gross—i.e., 

but 8 of the 11 cases in the category of stiff knees. 
Active exercises, at first off-weight and later on-weight, 
were our mainstay in rehabilitation 

After suture, plaster was applied from the upper thigh 
to above the ankle, leaving a large window over the front 
of the knee. Quadriceps exercises were begun at once, 
and when the patient could lift the limb off the bed and ` 
the knee was painless—usually at about ten days—the 
plaster was removed. Active off-weight exercises were 
then started. When a useful range and good power had 
been recovered—often in a further seven to ten days— 
_ the patient was allowed to walk ; 50 patients were weight- 
bearing without splints within six weeks. Skin traction 
‘was used in a few cases in the early stages. We have 
come to no conclusion as to whether it is better than 
plaster. 

In simple penetrating wounds where the joint filled 
with blood, the signs of. synovial effusion were well- 
`- marked. Later, at the third or fourth week, in all but the 
3 lighter injuries, periarticular swelling was a common- 

eature, being noted in 56 cases. Thus a boggy swollen 

knee, not hot or tender or painful, was often seen in the 

first eight weeks, and this appearance sometimes lasted 
. three or four months. So long as the joint was painless, 

movements were encouraged and benefited the condi- 
tion. 
mayed by the swelling, but it was gratifying to see how 
it eventually disappeared without apparently causing 
any permanent barm. 

In some instances however the periarticular swelling 
was accompanied by heat, tenderness, and pain on 
movement—an. irritated joint. 
complete rest, and with rest it often quickly subsides, 
But in 5 cases, all of which had had a coliform infection, 
_ the condition persisted long enough for X-ray films to 
show a diminished joint space and some erosion at the 
edges of the articular cartilage—small pieces eaten out— 
indicating a definite arthritis. 

Intra-articular adhesions were often troublesome and 
were the cause of a proportion of the bad results. These 
were naturally worst where the bone damage was greatest 
and where movement had been ‘most delayed. On 
several occasions when exploring the joint we observed a 
dense layer of adhesions sprouting from a crack in the 
articular cartilage to. the synovial membrane opposite. 
Sometimes these were the only adhesions in the joint, but 
_ when immobilisation had been maintained for more than 
a short time the suprapatelar pouch and the lateral 
recesses were in some cases almost obliterated. 

In dealing with adhesions we found considerable use 
for controlled passive stretching. The patient lies on his 
face and the thigh is strapped to a table. From a sling 
round the ankle a cord passes upwards over a pulley to be 
attached to a weight. This weight is slightly greater 
than can be sustained by the quadri iceps and it is used 
over an increasing period. 

Manipulation under anesthesia has a limited place in 


_ the treatment of these joints, but we sometimes used it 


with advantage when the range of movement ceased to 
improve with active exercises and passive stretching. 
‘When undertaken each manipulation should have a 
limited objective—it is a mistake to do too much. 


MR. BURNS AND OTHERS: WOUNDS OF THE KNEE-JOINT 


In our early experience we were somewhat dis- . 


Such a joint requires 


\ 
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Manipulation is only justified when the joint | is quiet and 
potentially infected tissue. A FB about thesizeofamarble,. there are no signs of irritation. 


Otherwise it will be 
followed by so much reaction that it will do more harm 
than good. 


Sometimes, when the adhesions were too dense for 


manipulation to break down, and there was a range of 
movement partially active and ‘partially uncontrolled, 
open operation was carried out. 
the adhesions are divided completely so as to allow a 
finger to be swept through the whole of the supra- 
patellar pouch and_ lateral recesses. Movements are 
begun immediately afterwards. We have’ used this 
expedient on a number of patients, only 3 of whom are 


in this series, and-in every instance active control has - 


been restored over the previous passive range, and in 
some movement has steadily increased. 


' FLEXION CONTRACTURE ~ 


- Six patients developed flexion contractures. aad this 
was a troublesome complication.; It was usually due to a 


contracture of fibrous tissue consequent on damage to _ 


the posterior aspect of the joint. It was encouraging 
to see that it was often possible to overcome the contrac- 
ture by traction'for a fortnight. Sometimes this had to 
be repeated, and the wearing of a calliper for a short time 
was found useful. In 3 instances, where there was 
.danger of posterior slipping of the tibia on the femur; 
vertical traction also was exerted through & Steinmann 
pin through the tibial tubercle. ` 

The complications and delays in recovery are numer- 


_ ous ; nevertheless, too gloomy a prognosis in the earlier 
stages was found to be unjustified, for .it was often ` 


surprising how a knee that looked unpromising at three 
months became normal at six. It is a mistake to give up 
hope and rehabilitation, and to allow the patient to be 
transferred from an orthopzedic centre to another hospital 


The joint'is opened and - 


nearer the man’s home, for valuable time may be wasted 


ata critical stage i in the progress of his activities. 


“CAUSES OF FAILURE 


Useful knees. —Table I gives a detailed, analysis of 
those knees classified as only ‘‘ useful,” showing. the cause 
of their shortcomings. These knees were painless, and 
no sepsis was present except where noted. — 


r 


TABLE I—‘ t USEFUL ’ > KNEES 


Months PAS 
‘ aiter t 
Case! Range wound: Cause of*failure 
ing i 
Ea ee ah a a aua) Se 
1 | 180°-90° Extensive soft-part damage ; “anaerobio 
infection. 
21 180°-90° Sagittal through- and-through bullet ; 
wound of patella and femur. f 
3} 180°—90° Extensive laceration of quadriceps ex- 
pansion; large punch -fracture of 
condyle ; Bact. col pus in joint. 
4} 180°-95° Patona excised for gTOSS comminution ; 
i skin losa. 
5! 180°-95°, Large soft-part vonni oo embedded in 
medial condyle ; sin 
6 | 180°—90° . Foreign body in Dalelia: ‘irritated joint ; 
7 __ adhesions. 
7| 180°-120° Groove in patella and front of condyles ; 
adhesions and pain; needs patell- 
` ectomy. 
8) 178°-92° .| Piece of metal retained in cruciates for 4 
. months ; had periarticular abscess with 
i Staph. aureus. 
9 | 178°-85° Articular surface of external condyle S 
. . damaged; fistula for a month till 
a: . defect in capsule closed. 
10 | 178°-135° Laceration of whole of quadriceps 
a expansion ; Patella removed; Bact. 
. coli pus in ‘joint. 
- J1| 175°-120° 6 Comminuted T-shaned fracture of femur 


involving knee-jo 


12| 180°-100° 6 ' | Large groove in femur deep to patella: 
, had sinus from soft tissue. 

13| 175°-135" 9 Intracondylarfracture ; upward displace- 

ment of interval condyle; cancellous 
: © osteitis due to B. proteus 
14! 180°-90 4 Intracondylar fracture; u ward displace- 
ment of external condyle 
15| 180°-110° 8 Gross bony damage to etena condyle. 


— 


Stiff kites: — This category includes Doe with bony 
ankylosis or a short fibrous ankylosis giving a few. degrees 
of movement only and that often painful. There were 11 
in this category. In 8 there was gross shattering of the 
femoral or tibial condyles ‘or both. In 3 there was 
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v tissue are classified as minor soft-part damage. 
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destruction of the: quadriceps mechanism with gram- 
negative sepsis which interfered with repair; 5 were 
infected with Bact. coli, 3 with Bact. coli and,B. proteus, 


_ 1 with B. proteus alone, and 1 with.a hemolytic strepto- 
coccus for a time after the cessation of penicillin. 


Prognosis based on initial damage.—Table m relates the 


initial damage to the ultimate function. All puncture. 


wounds and incised wounds without considerable loss of 
fractures with little displacement, punch fractures, and 
TABLE I}—RELATION OF INITIAL DAMAGE TO RESULT 


Stiff 


' Initial - -| Normal | Useful 
damage ' aaa knees | knees | knees Sinuses 
J 2 Se ee Spe ee ee —————— Ea a 
Minor soft-part .. 61 60 1 | 2 
Minor bone ce ae 
Major soft-part .. 15 10 4 1 4 
Minor bone... ., 
2 | oe 

Minor soft-part .. |: 9 4 5 - a 1 
Major bone... ù E = 
Majorspft-part..| 16 | 1. 5 10 | 9 


Major bone 


grooves not or only slightly involving the articular sur- 
faces of the joint have been classified as minor bone 
damage. It is probable that some cases with major bone 


damage who now have a normal function may deteriorate - 


after a few years. ` | s, 
, Only’ 1 of the 6Q minor wounds became seriously 
infected+—that is, to such an extent as to impair function. 


. Sepsis ‘due to -penicillin-insensitive organisms was a 


factor in the loss of function in some cases, and it appears 


Fissure . 


that the more extensive the damage the greater was 
the incidence of sepsis and,the more difficult it was to 
eliminate. However, we estimate that.only 10 cases, 
on account of sepsis, had ‘worsé results than would be, 
expected from the structural damage alone. Indeed the 
ultimate result seems usually to be in direct proportion, 
to the structural damage. ; : Si i 
o TER ` CONCLUSION | : | 
Penicillin, by eliminating the streptococciand staphylo- 
cocci, has-removed the danger to life and limb. But the 
coliforms and B. proteus remain, and although, as Page 
said in his account of this injury in 1917, the coliforms 
may be regarded as comparatively harmless, they are 
now, with B. proteus, the most troublesome microbes. 
Suppurative arthritis is not only less frequent than 
before the introduction of penicillin but much less severe 
in its effects. The type now seen, due to gram-negative 
organisms, is more subdued. The picture resembles that 
of a subacute infective or proliferative arthritis. A can- 
cellous osteitis was in our'series perhaps the most notable 
effect of sepsis, giving rise to.a sinus discharging thin 
pus. The sinus is usually closed off from the joint, which 


- otherwise may be slightly affected. 


. Further’ improvement in the results of treatment of 
knee-joint wounds depends on the discovery of a means of 
eliminating Bact. coli and B. proteus. ` : 


We should like to thank Lady Florey for her instruction in - 


the use of penicillin ; and Mr. D. Freebody for the records of 


8 cases. 
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o + R L. Harpy, MD, FRCP 

HON. PHYSICIAN TO BIRMINGHAM UNITED HOSPITAL 


1. COLON NEUROSIS AND ULCERATIVE COLITIS + 
THERE are two disorders of the colon, one a disturb- 


' ance or disturbances of function only, best known as 


colon neurosis, the other an organic disease, or possibly 
group of diseases, usually known as ulcerative colitis, 


which stand in no relationship to one another, sequent or 


otherwise, if a short and close-up view be taken of end- 
results, but if we step back and obtain a larger per- 
spective certain affinities.can be observed which may have 
significance in the understanding not only of these 
disorders but of a much wider group of hitherto unrelated 
‘* psychosomatic ” conditions. l 


Psychosomatic medicine has been defined as that part _ 


‘of ‘medicine which is concerned with an appraisal of 
both the emotional and the physical mechanisms in- 
volved in the disease processes of the individual patient, 
with particular emphasis on the influence that these 
two factors exert on each other and on the individual as 
a whole. Halliday (1943) has defined it more simply as 
concerned with bodily disorders whose nature can be 
appreciated only when emotional disturbances are 
investigated in:addition to physical disturbances. There 
is, of course, nothing new in this emphasis on a body- 
mind relationship in disease, though there has been some 
tendency of late to pay it lip service only. The whole- 
ness -of the individual was implicit in Hippocratic teach- 
ing, and Socrates taught that the body could not be 
cured without the mind. Bauer (1943) is surely right 


in attributing the revival of this doctrine to a wholesome - 


reaction to that trend in modern medicine which overlooks 
the patient in the detailed scrutiny of his various organs. 
The term psychosomatic, however, is not I feel a per- 
manent addition to medical nomenclature, but rather a 
temporary: 6xpedient giving a new direction to medical 
thought. — | 

Within the terms of‘his definition Halliday (1943) 
includes -a number of diverse disorders differing in 
ætiology, course, and pathology but with a common 


* The Croonian lectures for 1944, delivered at the Royal College 
of Physicians of London. / Lecture I appeared last week. 
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form, whick embodies* fundamental characteristics— - 
‘the importance of emotion as a precipitating factor, 
a particular type of personality associated with each 
particular affection, a pronounced disproportion in sex 
ratio, the occurrence either simultaneously or in alter- 
nation of other psychosomatic disorders, a well-marked 
familial incidence of the same or an associated disorder, . 
and finally a phasic manifestation of the illness. Among 
these disorders he includes essential hypertension, effort 
syndrome, Graves’s disease, duodenal ulcer, mucous 
colic, and certain types of constipation. In a similar 
sense Moschowitz (1943) speaks of the hyperkinetic 
diseases, maladies largely conditioned by psychosomatic 
factors, the result of the impact of environmental 
influence upon a constitutional background. 

In these disorders there is a primary exaggeration. 
of normal function which may’end in structural change ; 
order proceeds to disorder, disorder to disease. By 
following this process, instead of the usual method of 
tracing cause from a study of materies -morbi, we 
proceed from cause to effect ; we watch, as it were, the 
crime: committed. It is today the method of: greater 
‘promise. I propose to examine certain aspects, chiefly 
etiological, of colon neurosis and ulcerative colitis in the 
light of this orientation, relying chiefly, though not 
wholly, on my personal experience. _—__- = 


Colon Neurosis. i 


In 1884 and again in 1939 distinguished Fellows have 
lectured before the College on the visceral neuroses, and 
Ryle (1939) has defined them as disorders of visceral 
movement, secretion, and sensation which occur in the 
absence of organic disease. The term, neurosis, in this 
connexion is not wholly satisfactory, since it is too often 
regarded as synonymous with psychoneurosis, and 
though the association is frequent it is not invariable 
and may not be fundamental. Confusion has been 
added by the use of a number of terms intended to 
define colon neurosis‘more precisely. The passage of 
mucus in casts er otherwise, the occurrenee of colic, of 
constipation, of spasm and spasticity, of states of irrit- 
ability and instability, of incodrdinated and disordered 
motility, have from time to time attracted attention and 
been perpetuated in such well-known titles as ‘mucous 
colitis, mucomembranous colitis, mucomembranous colic, 


- nervous spasmo-myxorrheea, colon spasm, spastic con- 


stipation, emotional diarrhcea, the irritable colon, the 


t 


. these records were taken. 
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unstable colon, dyskinesia, dyssynergia, and hyper- sederitary workers, and deduced from this that softness — 


kinesia of the colon—a very babel of terminology. Par- 
ticularly, undesirable is the retention of the term mucous 
_colitis,.or mucomembranous colitis, for, as Hurst has 
often pointed out, evidence of colitis is very rare, and in 
its modern equivalent the passage of mucus infrequent 
and of casts exceptional. In a consecutive series of 218 
cases of colon neurosis mucus was passed occasionally 


in 26 only, and in the form of casts in 6, and I doubtifany . 


could be regarded as examples of colitis within the proper 


- meaning of the term. 


Mucous colitis, or more properly mucomembranous 
colic, is. a period piece in medical history, a relic of the 
late Victorian and Edwardian epochs, a common disorder 

: until 1914 when it disappeared with remarkable sudden- 
ness and completeness. 
ated and incodrdinated motor, activity and excessive 
secretion of mucus in response to emotional stress, a 
specific reaction to the environment of its time in certain 
constitutions. It differed from the typical] colon disorder 
of today by its almost invariable occurrence in the 


` female sex. by the greater intensity of abdominal pain, 


by the passage of large quantities of mucus, often in 


- ‘casts, by the very large quantities of purgative medicine : 
taken to open the bowels, and by the profounder emo- . 


tional upset which usually dominated the picture— 
in short, by the greater functional disturbance and more 


obvious manifestation of objective phenomena. Its 
- disappearance in 1914, despite the fact that colon dis- 


orders are às common as ever, has not been satisfactorily 
explained ; the more purposeful life for women which 
resulted from the Suffragette movement and the careers 
made available by the 1914-18 war may have had some- 
thing to do with this very desirable result. It is interest- 
ing to recall that Da Costa, who was one of the earliest. 
` writers to give a full account of mucous colic under the 
title membranous enteritis, published in the same year, 
1871, his observations on the irritable heart in soldiers, 
and while he recognised the importance of nervous 
manifestations, especially the hysterical reactions and 
hypochondriasis, in the enteritis, he evidently had not 
appreciated their significance in the soldier’s heart. 


INCIDENCE AND DISTRIBUTJON 


Hawkins (1906) pointed out that the colon neuroses ` 
become rarer as we descend the social scale, and they are © 


certainly uncommon in hospital practice. White, Cobb, 
and Jones (1939) with difficulty collected 60 cases from 
the outpatient department of the Massachusetts General 
Hospital in a period of eighteen months. In an earlier 
paper (1934) I reported that in a four-year period 1078 
patients were admitted to the wards of the General 


- Hospital, Birmingham, for-chronic disease of the digestive -` 
system, and of these 85, or 8%, were admitted under the | 


various diagnoses which come within the group of colon 
‘neurosis. The proportions recorded by Spriggs (1931) 


- and Jordan (1929) in their special clinics are much higher 


and amount to 20-30% of the total. My own records 
over fifteen years show that out.of some 3400 examples 
of abdominal disease almost exactly a quarter were due 


to colon dysfunction, while of these colon spasm accounted , 


for 413, a figure almost identical with that for duodenal 


ulcer, the only lesion with comparable frequency over 


the same period. For my present purpose I have 

. analysed 375 consecutive cases, formed of a group of 
157 reported on earlier and 218 seen more recently. 

The 375 patients consisted of 141 men and 234 women ; 

72% of the total were between the ages of 20 and 50 


at the time of onset, a similar distribution to that found © 


by Jordan (1932), who analysed 1000 cases of colon 
instability. Among the 218 patients in my later series, 
73 men and 145 women, the occupations of 120 are known, 
the remainder being married women without other 
employment. They fall almost wholly within the pro- 


fessional] and black-coated worker classes of the com- . 


munity. Among them are 25 office workers, of whom 
12 held responsible secretarial posts, and the teaching, 
nursing, and medical professions are well represented. 


In the whole series there are only 8 manual workers, 


although in an industrial area these have formed a sub- 
stantial proportion of the private practice from which 
White, Cobb, and Jones 
(1939) noted the rarity of the syndrome among those 
doing hard manual labour and its frequency among 


a 


4 


It was an example of exagger- | 


or lack of condition was a factor to be recognised. ° . 

It is at least as noteworthy, and probably more signifi- | 
cant; that these disorders fall especially heavily on 
classes who contribute more than the average to the 
daily life of the community ; classes who have, on the 
whole, a harder struggle than most to maintain their high 
standards of living, and at an age when the responsi- . 
bilities and anxieties of livelihood and parenthood are‘ 
most likely to be felt. A similar association was noted 
by Ryle (1932) in another psychosomatic `illness— 
duodenal uleer. The environment is often difficult and 
at times hostile to a satisfactory life for these folk, and 
though the determining factor may lie in constitutional 
defect, the social background must be well considered | 
in any wide survey of ztiological factors. 


eid : ETIOLOGY . as i 

The etiological factors in colon neurosis, as in: all 
visceral neuroses, are multiple, variable, and often 
infinitely complex, but in every case some attempt must 
be made to assess the importance of the various mechan- 
isms which may be operative, such as irritability of the 
neuromuscular mechanism conditioned by local disease, 


. by local irritation from unsuitable food or an irritating © 


purge ; reflex disturbance of function from other organs, 
(e.g., the pelvic viscera, the appendix, the gall-bladder, 
and the anal margin); humoral mechanisms such as 
allergy and the results ‘of endocrine imbalance; and. 
various stimuli of psychogenic origin, particularly those . 
which result from long-continued anxiety. In any given 
group of patients the emphasis on one or. other of these 
mechanisms will vary. It will vary, too, with the’ bias 
of the observer, for few can remain strictly impartial 
when the evidence is so conflicting. . gcc | 
Organic diseases of the colon itself which of necessity 
disturb function are excluded from consideration here, 
‘but certain late results which follow dysentery and non- 


. specific inflammations seem to be ‘due to a residual 


irritability of the neuromuscular mechanism and appear 
clinically as periodic attacks of diarrheea often alternating 
with constipation. Among my 218 cases, 17 were 


“regarded as postinfective and as examples of neurosis 


conditioned by local factors. a 


BOWEL HABITS AND PURGATION - 


The bowel function in these patients is so often deter- 
mined by their purgative habits that they cannot well be 
considered apart. Constipation, past or present, real 
or alleged, was complained of by 196 of 375 patients, 
diarrhoea by 61, with alternations of these by 69, while 
59 had normal. bowel movements. : There is no doubt 
that in the great majority constipation exists only in 
the patient’s mind and has been treated by purgatives 
for so long that few of them can recall a time when the 
bowels moved without assistance. A barium meal 
usually demonstrates a perfectly norma] passage through ' 
the intestine; in 85 barium meals stasis was reported 
only 6 times. ` ON 7 

In no disorder is purgation so rampant or ill judged. 
Out of the 375 patients, 186 were taking irritant aperients ` 
nightly, the favourites being cascara, phenolphthalein, . 
and senna. These figures, though significant enough, are 


dess than those recorded by Spriggs (1931) who found 


that 471 of. 764 patients who complained’of constipation - 
were taking a daily aperient, while Jordan (1929) in her 
investigation of 1000 cases of unstable colon records an 
incidence of 80%.: I very much doubt however if 
purgatives, or constipation, or both are anything more 
than factors perpetuating overaction in an unstable 
colon. Many patients have always known that purga- - 
tives upset them. They dread using them and are 
comfortable only when they, are constipated. Unhappily 
they do not realise that their socalled constipation is 
the result of colon inactivity following a purge, and the 
habit continues. The result is a weakening of the 
autonomic function of the bowel and the development of 
increasing instability. : eee 
Many varieties of stools are ‘passed in colon neurosis 


—normal stools, loose stools with mucus, hard 
t Symptomatology is not considered in this lecture; Hawkins 
(1906), Dawson (1921), Hutchison (1923), and Ryle (1928) 


have contributed memorable clinical descriptions of the disorder. 
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| fragmentary . stools with mucus, ribbon and pencil- instability may be inherited—not one specific for the 

_ shaped stools from abnormal tone of the anal sphincter. colon, for of that we have no evidence, but a constitu- 
I have already ‘mentioned that mucus was passed at tional tendency to over-actjon of plain muscle such as is 
some time or other'by 26 patients, 6 of whom occasionally seen in asthma, essentia] hypertension, Graves’s disease 
passed blood. Sigmoidoscopy, which,was carried out and peptic ulcer, all psychosomatic disorders which are 
in 16 of them, showed a normal appegrance in 13, andin noted too frequently in the family and personal histories 
3 some evidence of hyperactivity such as increased of colon neurosis to be coincidental. | P ae 
vascularity, redundancy of folds, and excess of mucus. I do not think that any special type or temperament 

ea Get l l | | J ; can be recognised. The great majority of patients were 
REFLEX DISTURBANCES ANN HUMORAL MECHANISMS noted as being spare. There is often, too,.& nervous 
Reflex. disturbances of colon function from other tension which shows itself in heightened reflex activity om 
viscera—appendix, gall-bladder, or pelvic organs—are and a general restlessness and urge reminiscent of the  ... 
often cited aş xtiological factors, but with the possible ulcer patient; and, as mentioned, the two disorders 
exception of pelvic disease and displacements I have are net infrequently ‘associated. White, Cobb, and 
become chary of attributing mueh importance to them. Jones (1939) lay little stress on the build of the patient 
Out of 218 patients, 42, or one in five, had had some form and more on the general muscular condition, pointing 
of abdominal operation: appendicectomy'in 28 (a few out as I have already noted that the disorder is much 
on my advice), cholecystectomy in 2, cecoplication in 1, commoner among sedentary .workers than those doing 

_ nephropexy in 1, and various gynecological procedures hard manual labour. I am inclined to-think however 

. -in 10, all without permanent benefit, while 2 patients that it is the social environment from which these 

~ in this series had appendicectomy for acute attacks patients come rather than their physical condition 

. without influence on the colon dysfunction.. Admittedly which determines the appropriate stresses. 
differential diagnosis is difficult and drawing a bow Colon neurosis is a symptom complex with protean 

_ at. a venture occagionally justifiable. ‘Nevertheless an manifestations, presenting almost as many subjective 

` abdominal scar, especially in the right lower quadrant, -and objective pictures as there are sufferers. Common 

: may be evidence of colon disorder. It will be recalled to all, though often submerged in psychoneurotic , 

| that a well-scarred abdomen was a feature of Hutchison’s symptoms, sometimes almost to the point of extinction, 

(1923) memorable description.of the chronic abdominal are abdomina] discomfort and pain, with or without 

invalid. =’ : l SENE y o ~ distension, reflex dyspepsia, and irregularity, inadequacy, 

| . Rectal examinatifh. reveals in some cases spastic and-uncertainty of defeecation.. These somatic evidences | 
contraction of the sphincter ani, which may be part ofa of disturbed colon physiology need emphasis since it has 
general colon hypertonicity or the result of some irritative often been assumed that the eondition is usually and pre- 

‘lesion. : Great importance should be attached to painful dominantly psychoneurotic and yields only to psycho- 
lesions of the anal margin, not only as interfering with logical treatment. The colon responds sometimes by 
defeecation but as responsible for a small group of cases exaggeration, sometimes’ by depression of function, to 
of colon neurosis. I have notes of 14 cases, in 5 of which a large variety of internal and external stresses and to an 
the sphincter was ‘abnormally tight and tender to infinitely variable combination of these. and as Larri- 
examination, and 9 in which there was a demonstrable ‘more (1940) has observed psychoneurotic status is , 

, fissure. Most of these, no doubt, are secondary to con- certainly not essential] for diagnosis. 

_ ‘stipation, but there were three or four histories in which . Stacey Wilson (1927) and Evans (1929b)-have also \ 
painful defæcation led to the taking of aperients and the usefully pointed out that patients with colon- neurosis 
establishment of colon overaction and abdominal pain, ` often show surprising improvement, both mentally and 
associated in one elderly lady with the passage of mucous physically, when the condition is regarded and treated 
casts, and in another with dyspepsia of reflex origin, as a peripheral disorder of the neuromuscular mechanism 
leading to loss of appetite and. severe malnutrition. and independent of any other nervous disturbance that 
In each case barium enema and sigmoidoscopy were the patient may present. Indeed, in my experience 
normal, and cure was ultimately brought about by very few patients require anything more in the way of 
suitable treatment of the anal condition. Howship psychological treatment than can be given by a general y 
(1880) had recognised this association in his original physician in the course of consultation. 
communication on spasmodic stricture’ of the colon. | ie . 

The importance of an examination of the anus and anal i Ulcerative Colitis . 
canal visually, digitally, and with the proctoscope cannot. Ulcerative colitis, or colitis gravis, is a disease; or 
be exaggerated. , ; : perhaps a group of lesions, which has been traced back 
Humoral mechanisms play their part in etiology,and as far as 1669 when Sydenham described the bloody flux, 
the effect of thyrotoxicosis in causing increased colon though I feel that we cannot exclude as an earlier .case 
, activity is well known. Graves’s disease was noted in the woman with an issue of blood twelve years, especially 
the persona] history of 6 of my patients, and partial in view of her unfortunate experiences at the hands of 
thyroidectomy: had been successfully carried out in 4. many physicians. Hale-White (1888) separated ulcera- 
The disease was quiescent in all, and had antedated tive colitis from bacillary dysentery, and although this 
the colon symptoms by some years in 8, while in the position has been challenged by many subsequent 
others the two had run concurrently for a time. True writers, who have regarded it as a sporadic and chronic 
abdominal allergy is rare but should come to mind inthe form of dysentery, modern opinion supports the views of 
differential diagnosis of acute attacks of colon.spasm.- Hale-White and later Hawkins (1909) in regarding the 
Mucus is usually passed in the stools and there may be two disorders as alike only in their pathological end- 
eosinophilia. I have only one case-record of this type results. Recent views on ulcerative colitis are reflected | 
of event... | | in qualifying adjectives such as bacterial, allergic, or 
It is well known'that nicotine increases colon activity, psychogenic, descriptive more of the bias of their authors 
and' tobacco was a factor of aggravation in 13 of my than of any real progress in the understanding of the 
patients, and in one possibly the sole cause. Foodstuffs, disease. , | 
especially coarse vegetables and fruit, were occasional It is a grave disorder with a high mortality-rate, 
factors, and cold winds in some instances. affecting principally young people in the formative and 
: en ` creative years of life, and often those with intelligence 
EMOTIONAL AND TEMPERAMENTAL CONSIDERATIONS - above the, average, It runs a long course with a pro- 
Psychological episodes provide the largest group of nounced tendency to relapse, and; despite much patient 
conditioning and the determining factors in my series, investigation and the accumulation of knowledge of 
and I noted some form of nervous instability in 135 out various aspects of the illness, remains obscure in, its 
of 218 patients. Anxieties of one kind or another made etiology, uncertain in its course, and fickle in its response 
up the great majority of these, fear of malignant disease to treatment. ` _ | 
or of appendicitis, perhaps the- commonest cause of , . Pe 
consultation, with many and varied anxieties chiefly of INCIDENCE, ONSET, AND MORTALITY 
_ domestic origin, a l A The true incidence of ulcerative colitis is difficult to 
It is unlikely that the various exciting factors would obtain. A changing terminology and an uncertainty as 
act adversely on a bowel mechanism that was stable, to classification render hospital statistics’ unreliable, 
and there is some evidence that a predisposition to and in spite of much search I have been unable to 
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determine the true rate- of hospital admissions and to 
_ substantiate or refute a strong impression I had gained | 
_ that the ‘disease was on ¿the increase. 


For ‘similar 
reasons the Registrar-General’s returns, which at present | 


include ulcerative colitis under one of two. headings, | 
colitis and ulceration .of the intestine, do noft furnish 
No large series 


reliable figures as to the death-rate. 
of cases has been studied in this country and is probably 
not available, and most writers such as Hawkins (1909), 
Hurst (1935b), Tidy (1980), Hearn (1931), Spriggs (1934), 
and Cullinan (1989). have confined themselves to a 


careful study of one or more aspects of the disease in 


a small group of patients. 


In 1933 Bulmer and I published a survey: of 95 cases 
admitted to the Birmingham General Hospital between | 
1920 and 1932. Between then and the end of 1943 a 
further 182 cases have been admitted. ‘The present 


analysis has reference partly to the entire series of 277, 
but more particularly to the later group of 182. Blood, 


-= , mucus, and pus were present in the stools at some time 
in all the cases; the diagnosis was confirmed by sig- -: 
_moidoscopy in the great majority and by barium meal — 


or barium enema in a large number. The disorganisa- 


:. tion of hospital records by enemy action and the\shift 


of the population during the war has. prevented any: 


further follow-up of the original series and only a limited — 
- one of the more -recent cases. 


_ 277, the age at onset was under 40 years in 215, or 77%, 


of 30:2% in 116 patients at St. 


i 


_ changed. 
‘ series of- 25% 


‘colitis occurs usually in those who were unhealthy from - 
_ some other cause. 


151 being under 30 years, and 41 under the age of 20. 


‘The youngest was a girl of 11 years, and the oldest a 


man,of 70, who has recently been under my care for a 
relapse at the age of 72. In the whole series there were 
164 females and 113 males. 

In 231 cases where the type of onset was known, it 


Was insidious in 128, sudden in 97, and acutely fulminating — 


in 6. A sudden onset refers to the abrupt appearance of 
some symptom such as diarrhoea or hemorrhage from 
the bowel without ether acute manifestations. A simple: 


diarrhcea is often the first symptom, as was noted by 


Hawkins (1909), with the appearance of blood, pus, and - 
mucus later; sometimes blood will be passed at the 


with loose stools. Pain as\an early symptom was 
exceptional. 

The death-rate was high even with the limited follow- 
up which was possible. Bulmer and Į (1933) reported 
that of our 95 cases reviewed 31 had died. -It‘has been 
impossible to follow this series up further. Buzzard, 
Richardson, and Turner (1938) recorded a mortality 
Thomas’s Hospital, 
and this included a follow-up of 2-12 years. ‘Of 182 
patients seen over the past ten years, a recent inquiry 


‘: has provided. information’ in 111, of whom 37 have 
-. already ‘died of the disease, 9 are considered to have 


recovered completely, 54 to'be improved, and 11 un- 
There is thus a death-rate over the whole - 
with 64 unaccounted for in the pre- 
vious group and 70 in the present one. I see little ten- 
dency to improvement in these figures in recent years © 
in spite of such useful additions to treatment as massive 
blood-transfusion and the sulphonamides. Of 66 


~ patients admitted to the Birmingham United Hospital | 


for ulcerative colitis ee the years 1221 nee ang 1943 - 


16 are now dead. 


PERSONAL AND FAMILY HISTORY | 
“There seem to be no predisposing factors in this 


disease, which usually appears from a clear sky. Spriggs | 


(1934), however, states that in his experience ulcerative © 


In my cases there was little evidence 
of any previous disorder, constitutional or otherwise, in 


` spite of the often fragile appearance many of these | 


patients presented. A consecutive series of 95 well- 


. attested histories showed that in 75 there had been no 


times, and not at a 


previous history of ill health, and that in 81 the family 
history was unexceptionable. i 

Allergy, to which great importance is attached by 
some American authorities, was inconspicuous. Asthma 


was a feature of 2 personal and 3 family histories, one 
patient suffered from angioneurotic œdema and 


one 

Migraine was met with only 3 
| in the family histories.. Mucous 
colic was an anteredent in one young man, and was a 


from allergic eczem 


/ 


‘Of the total number of - 


” of constipated stools, the disease i 


| 3 ; 
family feature in 2 instances. ' Ulcerative colitis occurred 
in a sister of each of 2 patients, and in 2 sisters.of a third. | 
I have found no evidence, to’ suggest’ that there is a 
hereditary .tendency in this disease, -but. Lockhart- 
Mummery (1934) has met with'several cases where the 
condition has been present in successive generations 
and believes that heredity has a great dea] to do with its 
incidence.. ‘Catarrhal and other infections did not pre- 
‘dispose to the colitis in my cases. 

Pregnancy seemed to be a factor in 3 patients: but its 
“influence varied. In one patient the disease. set in 
shortly after the birth of-her first child, and a relapse 
occurred during the puerperium of her second. In 
another, each of 5 pregnancies was associated with an 
attack of ulcerative: colitis, which: cleared up rapidly 
after normal confinements. In a third pregnancy aggra- 
vated the disease, and again the confinement was fol-. 
lowed by rapid improvement. In neither patient did 
the condition call for the termination of the pregnancy, 
since it reponded satisfactorily to treatment. E i 


, ‘BOWEL HABITS 
“In! 92 patients i in whom ‘thé previous bowel ! habits 


were recorded, 55 had had regular and normal actions 


‘before the onset of the disease,.20 had suffered- from 
constipation, and 17. from looseness with occasional- 
frequency.. It has been my impression that when 
mucus, blood, and pus are associated with the passage 
is usually limited to the 
-rectosigmoid area, is generally unattended by toxic’ 
manifestations, and, though very resistant to treatment, 

carries a much better prognosis than the far greater. 
number in which the colon is involved and’ diarrhoea 
invariable. At the same time, I agree with: Cullinan 
(1938) that no useful classification can be based on a 
regional distribution of the lesions. As he points out, 

not only are all gradations of the one disease process seen 
in different patients, but often the type. ‘appears to 


change i in an individual] patient. 


` I recall one such example in a girl of 16, who had bien 


os d -h 1 coll 
onset, occasionally as a frank hemorrhage, more often | admitte to a nursing-home under a surgical co Sagne Tor 


rectal bleeding thought to be due to hæmorrhoids and associ- 
ated with severe constipation. Sigmoidoscopy showed an 
intense hemorrhagic proctitis which was limited to the area 
below the pelvirectal bend, but in spite of careful treatment 
and long rest in bed periodical sigmoidoscopy showed the 
disease gradually ascending the colon till it had passed 
peyond the limits of vision. At no time were constitutional 
changes well-marked and after many months in bed she made 
a complete recovery. After a lapse of eight years of normal 
health, she came under my care again last year for a recurrence 
-of the proctitis, the result of neglecting her bowels when 
gerne in the WAAF. , 


ÆTIOLOGY 


‘Ulcerative colitis is the actaviclopist’s bugbear. The. 
Toulo examination of many thousands of specimens of 


~ stools or material obtained direct from aes ulcerated 


_gurface has failed to identify any specific organism. Very 
occasionally a pathogen of the typhoid-paratyphoid- 
dysentery group is isolated to justify a monotonous and 
usually unremunerative . procedure. More commonly 
an excess of enterococci and beta-hzemolytic strepto- 
cocci are grown, but none has yet been shown to' have 
other than secondary significance. We know little or 
nothing of the cause or causes of non-specific ulcerative 
colitis, though we recognise the part played by. secondary 
‘invaders and much more rarely the evidence: of vitamin 
deficiency. 

‘Such a situation demande a revision of our views of 
‘this grave malady and justifies a different approach. As 
Ryle (1932) has aptly said in referring to duodenal ulcer : 
<‘ Preoccupied with the lesion and with hypotheses as to 
its mode of initiation and perpetuation by local bacterial 
and chemical action, we have too long delayed our study 
of the soil in which it thrives.” Confronted by grave 
illness and irreversible structural change, we have not 
fully realised that we are observing the end-results of'a 
process with its seeds often in the distant past, for 
ulcerative colitis is a disease which has an existence in- 
time as well as space. There is an incompleteness and 


. a lack of balance in our present wholly clinical approach 


to this and many other disorders. which ¢an only be 
satisfied by a fuller inquiry into origins: pe S 
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` RÔLE OF ALLERGY 


There i is a growing body of opinion, in America rather 
than in this country, that hypersensitiveness to certain 
foods, notably milk, plays é an important part in determin- 
ing the colonic, reactions in ulcerative colitis.. Andresen 
(1925) included ulcerative colitis among the allergic 


‘diseases of the gastro-intestinal tract and in subsequent ` 


communications (1933, 1942) emphasised the importance 
of hypersensitivity as an auxiliary factor in 66% of a 
detailed study of 50, patients. Rowe (1942) has studied 
14 cases treated by diets which eliminated certain food- 
stuffs; 7 obtained complete and maintained relief from 
their symptoms, 3 obtained partial relief, and 4 showed 
no improvement. 
control. the -specijfic foods reproduced the diarrhea. 
He concludes that chronic “ulcerative colitis in all 
its stages may be caused primarily by allergy and 
secondarily ‘by superimposed infection and. the effects 
of resultant avitaminosis. | 

Mackie (1942) regards food allergy as of eaeidamenkal 
importance in the progress and: maintenance of activity 
in ulcerative colitis, but does not regard it as of: primary 


significance. Froñ a study of 200 patients he obtained 
E in 605; and proctoscopic | evidence of an allergic 
factor in- e pointed out that the probability 


of nee oe of allergy varied enormously 
with the phase of the disease of' those yielding such 
evidence—from 70% during maximum activity . to 
2% im the state of quiescence. Such variation is, of 
course, in keeping with the known facts of allergic 
responses. 


-L am <n aware that any writer in this country: has 


laid particular stress on this aspect of ulcerative colitis. 
We have.required, I think, stricter evidence before 
accepting ‘a given reaction as truly allergic. The ab- 
dominal symptoms. usually attributed to food allergy 
are paroxysmal in appearance and sudden in onset. 
Pain of sufficient severity to imitate an acute emergency 
may occur,- with or without vomiting; diarrhoea with 


mucus, sometimes in the form of casts, may be present. | 


In some cases pain is absent and the reaction is repre- 
.sented by diarrhcea and vomiting. Eosinophilia may 
pecasionally be found in the mucous discharges and a 
- slight eosinophilia in the blood. , A personal and familial 
appearance of asthma, hay fever, urticaria, and migraine 
is common... Ryle’s (1939) well-known postulates may 
be cited as representative of the criteria of an allergic 
reaction actepted in this country. 

In ‘a series of 121 patients there were no acute’ episodes 
nor crises, no attacks of spasm of plain muscle such as 
are characteristic of allergic’ reactions. Eosinophilia 
has not- been found either in the blood or mucous dis- 
charges in large numbers of carefully observed patients, 
and no significant number have shown allergic pheno- 
mena either in their family or’ personal histories. In a 
special inquiry in 50 patients as to the precipitating 
` factor. of their illness, only 7 associated it with food, 
and in ‘only: one instance was & specific food—fruit— 
mentioned. | 

‘Eliminating . diets ara troublesome to ‘prepare | and 
irksome to take, and the results difficult to assess unless 
there are exceptional facilities for careful observation and 

prolonged control. 
An attempt was made to treat I5 patients with moderately 
severe attacks during the acute phase by means of Andresen’s 
allergy test diet, consisting of the five foods—milk, eggs, 
wheat, potato, ` and oranges or tomatoes—which experience 
has shown are most likely to. promote reactions. The diet, 
which is similar though more restricted to the ordinary low 
residue diet, was usually given to these patients in its complete 
form for five days. Thereafter one food was eliminated at a 
time for a similar period of observation. Results were noted 
in terms of- subjective symptoms, the number of stools, and 
proctoscopic appearances. ` Three of the 15,were undoubtedly 


` improved both subjectively and by æ well-marked and rapid | 


lessening of the number of stools when on a milk-free diet. 


Diarrhea started when it was reintroduced. There was no | 


comparable improvement of the bowel to be noted on sig- 


moidoscopy. There was no reason to suspect any failure- 


to digest milk in any of these patients. There were no curds 
in the stools, small intestine function being usually normal in 


ulcerative colitis, nor was there any association between those: 


who appeared sensitive to milk and achlorhydria. In the 


In 6 of the cases brought : under 


` to the point of fussiness are frequent traits 


remaining 12 there were no favourable or unfavourable 


reactions. 
From my own short experience. I am not convinced 


that- allergy plays anything but a very small part in - 


the, ætiology or -life history of ulcerative. colitis as 
we see it, The vagaries of the bowels in these labile 
personalities - are notofious. An unfortunate ward 
episode, a letter from: home, a visitor, a chat with a 
neighbour, a misunderstanding with nurse or doctor, may | 
each be sufficient to upset a nicely balanced experiment. 


On the other hand, the disease has a natural tendency , 


to improve under a hospital regime. Very careful 
observation and control, not at present easily attainable 
in many hospitals, is necessary before we can put those 


baportant obseryations to a further test. 


EMOTIONAL FEATURES = 


While recognising the probability of aaiitipie ætio- 
logical factors, I have come to regard the psychological 
components of ulcerative colitis as important and their 
study essential to a fuller understanding of the nature of 
the disorder and to a fresh approach in treatment.. For 
some years occasional papers have been published, 
mainly by psychiatrists (Murray 1930, Sullivan 1935, 
Wittkower 1938, Daniels 1942), on the emotional aspects 


of ulcerative colitis, and testimony has slowly accumu- 


lated. to suggest that it is a psychosomatic disorder. 
For the most part general physicians who have written 


‘about the disease have made little or nò reference to this 


(1934) recognised the considerable 


aspect. Spriggs 


` nervous accompaniments ‘of the disease, the patients , 


becoming depressed and emotional until definite improve- 


ment sets in. Patterson (1942) described the case of a 


man. of 24 which appeared to follow a- -per iod of consider- 
able anxiety and ‘hard work. 

` Cullinan (1938) was the first physician i in this country, 
so far as I know, to lay special emphasis on an unusual. _ 
and abnormal personality and ‘on the superimposed | 
emotional disturbance which frequently preceded_the 
onset. Forty selected -cases of his were examined by 
Wittkower (1938), who came to the conclusion that 
ulcerative colitis was a disease of the mentally ill or 
maladjusted, almost ‘all his’ series. showing’ character | 
disorders, obvious neuroses, or psychoses. In most of the’ 
patients studied, psychological abnormalities far beyond 
the range of individual differences in the average popu- 
lation were.found to antedate the initial: onset of the 


colitis. 


The most striking feature’ of these patients, as I see 
them, certainly of a majority of them, is their immaturity, 
sometimes in feature and physique, more frequently in 
their outlook on life. Often they look younger than 
their age and are liable to be childish in speech and 
manner and emotionally unstable. Many appear to be 
dependent, feeble personalities needing, protection from 


their environment and often abnormally attached to | 


one or other parent. Over-conscientious, sensitive 
natures are common ; scrupulous cleanliness and ee 

ey 
approach with anxiety and assume with trepidation the 
responsibilities and implications ofadult status; marriage 
is fraught with uncertainty and sexual maladjustments 
are likely. They form a rema?kable contrast to the 
psychologically mature, energetic, and’ restless ulcer 
type, though the difference in age-incidence must be 
remembered, the ulcer group being on an average a, 
decade older. : 

It is impossible to establish from a shady of hospital 
records the frequency with which emotional events have 


played a part in initiating, perpetuating, or aggravating .. 


a colitis—our awareness of the importance of this factor 
and detailed studies of the social background are of too 
recent date—but of 68 patients followed up recently a 
superficial inquiry suggested that in at least 40 emotional 
stresses played a substantial part, protracted anxiety 
being a dominant factor, more particularly perhaps in 
respect of exacerbation in a colon already conditioned 
to overaction by local disease. 

During 1943 I referred a dozen patients, 4 men and 
8 women, admitted to my wards with ulcerative colitis, 
to the psychiatrist, Dr. May Pearce. There was no 
selection and the patients were taken in order as they 
were admitted to my care and after the diagnosis had 
been finally established. The youngest was 17 and the 
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E Sometimes dramatic events preceded the illness—an un- ' 
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ei oldest 49. The following account is abstracted from her 


report. e A 


„AN but one of these patients described themselves as 

“ worriers”’ and in one way or another as “ sensitive.” 
neu instability in one or other parent was reparted 
by 7. .The fussy, over-anxious mother loomed large in 
the histories and, seemed to Be of particular emotional 
- significance, & source of conflict and difficulty. Of the 12 
patients, only one seemed to be a really well-adjusted 
personality.. At least 7 showed definite psychoneurotic 
- symptoms, psychoneurotic traits, or social maladjustment. 
Two women were backward in intelligence and had broken 
down in health and spirit, in sheer inability to cope with 


adult life and responsibility ; oné- -of these developed colitis 


in each of five unwanted pregnancies, the other on being 
urged to marry. Real intellectual difficulty is uncommon 
in colitis patients; the majority are of average or more 
_ than average intelligence, but varying degrees of emotional 


and psychosexual immaturity, feelings of inadéquacy and . 


of inferiority, childish dependence on home and family, 
are characteristic traits in many of them. Obsessional 
traits, over-conscientiousness, and a morbid fear of failure 
are common ; ; well-marked phobias were described by 3 


. women, and in 2 of these an attack of colitis followed 


immediately on the experience of the dreaded situation. 


In most cases the onset and the return of symptoms were — 


associated with emotional disturbance; 5 patients spon- 
taneously admitted the association, and 2 others readily, 
acknowledged a coincidence of emotional stress and the 
onset of symptoms, which they had not previously-noticed. 


wanted pregnancy, leaving a familiar home, disappointment 
at work, to mention a few. More often it was some increase 
of emotional stress or frustration, or an apparently insoluble 
difficulty. Few of these events were drastic enough to 

' produce incapacity in a normal well-adjusted personality, 
but they were of especial siguifioange to each of these 
individuals’ life situation. 


These patients did not conform to any one psycho- 
neurotic pattern in character or symptoms, but were on 
the whole the familiar material óf the psychiatrist’s 
consulting-room.. The coincidence of emotional dis- 


_ turbance and the onset of the disease was sufficiently 


clear to suggest that psychological events and psycho- 


logical maladjustments were important factors, in the 


genesis of symptoms. 


PSYCHOLOGICAL APPROACH, IN TREATMENT 


- Good results from psychotherapy have been reported 
in early. cases by Murray (1930), Sullivan (1985), Daniels 


- (1942) and Moschowitz (1943), particularly in preventing 
' relapses, and though it is obvious that its use in ulcerative 


colitis will be limited it déserves further exploitation. 


' A psychological assessment in all early cases would 


7 


seem to be a useful contribution to etiology as well as to 


‘treatment. At the moment these studies have their 


chief value in establishing the type of individual, if 


such there be, and drawing attention to the environment 


in which the disease starts, to the domestic, economic, and 
industrial influences, any one of which may be a pre- 
cipituting factor. This is the field of social medicine, 
the nstural development of medical science in a modern 
community. It,is largely untilled ground, and in these 
psychosomatic disorders we have much to learn from it 
and perhaps.also much to unlearn. It will add com- 
pleteness to our present almost wholly clinical and 


vboratory ap proach and offer that wider prospect of the - 


isease which at present we lack. Along these ‘lines, 
too, there. may emerge ‘a means of protection for the 
inadequate and poorly equipped personality and perhaps 


_ a direction tu : way of life most suited to its limitations. 


= ~ Ulcerative colitis is not a common disease, nor is it rare. 


It docs not present the wastage and the economic problem 


‘of peptic ulcer, but it.is a disease of greater gravity and 


takes a heavy toll of many young and useful lives and 
incapacitates more. A long and continuously depressing 
experience has convinced me that a fresh attack on the 
problem fron: an entirely different angle is long overdue. 
Disorder and Disease 

Colon neurosis and. ulcerative colitis are respectively 
the ultimate expression of disorder and disease as we 
see it in the colon, but there is no evidence whatever 
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for regarding them as successive stages in the development 
‘of one disease process. Colon neurosis begins and ends 
as a neurosis and it is quite exceptional to find evidence 
of inflammation in the stools or through the sigmoido- 
scope. Ulcerative colitis is a disease, sui generis, and 
develops along its own special lines. ‘Only rarely is a 


l poran history of colon disorder obtained: There are,‘ 


owever, certain resemblances between the two disorders. 
In both the funċtions of the bowel are exaggerated ; only 
in one are there superadded the exudative manifestations 
of inflammatory disease. ‘Psychological events are 


` prominent in the history of each, and there is a close 


association between emotional episodes’ and bowel. 
upset; but I have not recognised any special type of 
individual in colon neurosis, at least not so consistently 
as the immature personality in which the graver disorder 
seems to thrive. Age-incidence may have something to 
do with this condition, for colon neurosis. tends to fall 
about a decade later. Other psychosomatic. disorders, 
such as asthma, peptic ulcer, and Graves’s disease, are 
wont to be associated with colon neurosis but not with 
ulcerative colitis. | | 
When we come to consider the mechanisms’ that 
determine the ultimate tissue réaction. we are on difficult 

ound. It would seem from the experiments of Florey 
(1938) that the sacral autonomic system is the final 
common pathway whereby many extrinsic and intrinsic 
factors are translated into increased or abnormal activity, 
in the one case keeping within the borders of the normal 
ieee ad and in the other uncontrolled, passing from 

isorder into disease with exudation, tissue necrosis, 
and secondary i invasion. That such a process ¢an occur 
has been revealed in the work. of Wolf and Wolff (1942) 
on peptic ulcer. 

One can even recognise resemblances between peptic 
ulcer, especially duodenal ulcer, and ulcerative colitis. 
The ingravescent onset with dyspepsia in the one and 
diarrhoea in the other, the tendency for periods of quies- 
cence to alternate with periods of activity and for these 
to be dependent on emotional influences, and the ultimate 
establishment of structural disease in both. We can 
recognise, too, similar milestones in the progress of each, 
more pronounced in the commoner and better known 
disease, yet discernible in the other—a period of environ- 
mental stress acting on a predisposed or ultimately 
producing a sensitive constitution; a period of inter- 
mittent exaggeration of function; a period: when the 
abnormal function has become the conditioned and in- 
evitable response to certain stimuli ; ‘and finally a period - 
of irreversible structural change. The studies of Hurst 
(1929), Ryle (1932), and Davies and Wilson (1937) have 
taught us much of the natural history of peptic ulcer and 
the value of the extended perspective. I suggest that. 
in the origins: and mode of development of ulcerative 
colitis there i is a promising field of inquiry. 


Conclusion | 


In (hese lectures I have tried to illustrate the general i 
principle that certain, disorders and diseases, which for 
the present we speak of as psychosomatic, have their 
origins not in any extraneous agency but ina ne vereen 
of normal function, and to suggest as a coro lary that | 
for inquiry to be fruitful and treatment effective the 
evolution of events —order, disorder, disease—must be 
fully appreciated. « 

The history of medical progress shows that advance is 
uneven, periods of great activity being punctuated by 
periods of stagnation during which ground won is con- 
solidated. We are now at the end of a period which has 
been dominated by the ancillary sciences, notably radio- 
logy and biochemistry, and. during which the individu- 
ality of the patient has suffered some eclipse. There is 
evidence now of a new sense of direction: to study man 
not only in sickness but in health, in his home as well. as 
in hospital ; to see at first hand those social, financial, and 
industrial impacts which are his daily lot:;_to learn their 
influence in the initiation, aggravation, and perpetuation 
of disease, and perchance so to control them that order 
shall not proceed to disorder, nor disorder to disease. 

To my colleagues on the staff of the Birmingham United 
Hospital I am indebted for the generous loan of these case, 
records. I am especially grateful to Mr. Ronald St. Johnston 
and Dr. John Malins for their help in the follow-up of cases. 
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EFFECT OF PENICILLIN ON’ CULTURES 
o `o IN LIQUID AND SOLID. MEDIA * | 


‘ ROBERT Knox, ma CAMB., MD LOND., MROP- 
Emergency Public Health Laboratory, Leicester — 


Fleming (1929) observed that crude penicillin, besides 


being bacteriostatic, was also bacteriolytic and bacteri- 


cidal for sensitive organisms. The Oxford workers 
(Abraham et al. 1941); however, regarded its action as 
mainly bacteriostatic. More recently its bactericidal 
action has been’ re-emphasised (Hobby et al.. 1942, 
Bigger 1944a and b, Rantz and Kirby 1944, Todd 1946, 
Garrod 1945, and others), while Rantz and Kirby (1944) 
and Todd (1945) have shown that lysis is an important 
feature in its action. | 
The work here described was doné in ‘an attempt to 
throw light on the fundamental nature of penicillin 
inhibition, by defining more precisely its effect at 
different stages in the growth cycle. The experiments, 
which were made with both liquid and solid media, had 
been. completed ‘when Todd showed that lysis was a 
feature in. the action of penicillin on sensitive 
organisms, that it was dependent on the growth phase, 
and that it occurred most rapidly with organisms growing 
at speed. My results with liquid media are 
mainly in agreement with those of Todd, though different 


methods were used and I have been unable so. far to 
obtain definite proof of lytic action of penicillin on | 
The results with solid media , 


help to. explain some puzzling features. of pepion 


bition an the agar diffusion method. 


` EXPERIMENTS WITH LIQUID MEDIA 


Methods.-4-18' hr.-old broth or 5% horse-serum broth 
cultures of the Oxford staphylococcus and of freshly 
isolated strains of staphylococcus, Streptococcus pyogenes, 
pneumococcus, and meningococcus were used. Series 
of tubes containing 5 c.cm. of broth or serum broth were 
inoculated from the parènt cultures. The tubes were 
incubated at 37° o and received at intervals one pr two 
drops of penicillin of known potency (a Pfizer product, 
containing about 1050 units per mg.). . Growth was read 
roughly by turbidimetric comparison with graded 

standards consisting of phenolised organisms. At inter- 
vals standard loopfuls were plated on to blood-agar. — 


Suitable controls showed that not enough penicillin was- 


carried over on to the blood-agar to inhibit growth. 
—Table 1 shows a typical experiment with a 
culture of Staphylococcus aureus freshly isolated from a 
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hen penicillin 
was added early in the growth cycle to tu es which had. 
developed considerable opacity ; little or no lysis occurred. 
when it was added late in the growth cycle. Plating 
out showed that one-loop ‘sterility was achieved within 
24 hr. in the tubes to which pènicillin was added early, 


_ whereas tubes to which it was added later gave confluent 


growths after 4 days’ incubation, as did the control tubes 
without penicillm. ‘Similar results were obtained with 


three other strains of staphylococ¢i including the Oxford. 


| TABLE I—EFFEOCT OF PENICILLIN ON Staph. aureus IN BROTH 


Lo Hours a -` Days 
-Tube 
Eee tees ea a a a a 
1 ‘orho | | +/| 21 0/]04.0 10] 0.| 0 
2 0.; OP] | £/ &}/0};0);0/]0 olo 
3 ‘o, | o |2} 3l2lo!ololoflo]lo 
4 olol/2]4ry4i4}3}a/} a} ale 
6 olol2i/a#@isee6lielrisislis. 
6 ol/ol2lt4aisi6r6|s8i6ls5is 
7 {0 /)0).2/ 4/56) 6]6r8}/7)6/ 6 
8 o;o}a2}4)/5),6}6]| 8rF 818] 8 
pontelliin). o};e|/2}4/ 6 6 6 | 8 |8+|8+/84+ 


0 = clear tube; + = trace of opacity. 

-1-8 + = approximate degree of opacity. 

Peo as c.cm. of peniotin added (anal concentration 0:5 unit 
per o.cm 


strain. Lysis however was not always permanent ; 
fresh growth sometimes occurred’ in tubes which had 
completely lysed. A fifth strain: of staphylococcus 
(E 701) never showed complete lysis, and it was doubtful 
if even partial lysis took place. 
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wound. Rapid and complete lysis onina 


.Pneumococci growing in serum broth (4 strains) were 
slow! lysed i in the absence of penicillin, but much more . 


rapidly in its presence, especially when it was added in 
the early hours of growth., Meningococci.(5 strains) were 
also easily lysed. . 


With 4 strains of group A hemolytic streptococci no 


periment in which 5, 2:5, and 0-5 units per c.cm. of peni- 
cillin were used, no lysis was detected in any of the tubes 
at any stage. - Heavy growth of hæmolytic streptococci 

started again after intervals of arrest, the length of which 
depended on the concentration of penicillin and the time 
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when it was àdded ;. but in all tubes, even in those to i 


which: penicillin was added at once, heavy growth bad 
are again. by the 6th day of incubation. 


EXPERIMENTS WITH SOLID MEDIA 


M 'ethods. —The methods were varied according to the 
Usually, a porcelain cylin- 


plates ; 0-1 c.cm. of penicillin solution was put into each’ 
cylinder. Plates were inoculated by means of ‘sterile 
throat swabs dipped in broth or serum-broth cultures and 
spread evenly in streaks radiating. from the central 
cylinder. The concentration of penicillin, the number 
of cultures on each plate, and the order and time of add- 


ing. cultures and penicillin were varied in different ex- a ` 
‘ When different concentrations of penicillin - 


ents. 
were used in the same experiment, it was convenient to 
use several cylinders to a p te indculated with only one 
culture. Plates were incubated at 37° C. 

Increase in size of inhibition zones during reiih: —In 


_ the experiment illustrated in table rm, 6 cultures were 


spread radially on each of 5 blood plates, each of which 
received 0-1 c.cm. of penicillin (100 units per c.cm.) in a 


TABLE II—DEVELOPMENT OF INHIBITION ZONES DURING _ 


| GROWTH ON BLOOD PLATES WITH PENIOILLIN — 


-e e ~> Cultures 
No. outs 


: : 7 Sirep. ~ |Pneumoe 
alate incuba- Staph. aureus ‘pyogenes con 
| B2285 | E701 | Oxford |,E447| 946 

Poa oe ee | Me ssl et: eg 

2/ 6 | 75 | 98 | 8 | 85 | sil 9° 
a'f ns | 85 s |oo fts] 7 1 
>a | 22 [18-5 (19) 10 | 14 (9) | 8 | 9-10 | 15 a3- 

5 | 48 ju aofi (10)] 15°(@) | 8-9 | g-10 | 14-15 


Figures indicate the distance in mm., measured from the inner 
edge of the zones to the outer edge of the central penicillin cylinder 
(100 units per c.cm.). ere the exact edge of a zone was difficult. 
to define two figures are given, the first indicating the limit of good | 
gromo; me second (in parentheses) the limit of faint growth (partial 

ysis 


central ne EN 
ice-chest after 5, 6, 7, and 22 hours’ incubation, and after 
48 hours were all ’ compared side by side with the fifth 
plate which had been incubated all the time. 
clear that with two strains of staphylococci (B 2285 and 
Oxford) and with the pneumococcus (A 2708) there was a 
considerable increase in size of zones during incubation. 
With the rather resistant’ staphylococcus E 701 referred 
to earlier, the increase was less but still significant. In 
other words, with these cultures colonies which had been 


‘ visible in the earlier hours of growth. had been lysed. 


plate microscope (x 10 magnification). 


These results were confirmed by examination under a 
No significant 
increase in the size of inhibition zones occurred after 
22 hours’ incubation. With hemolytic streptococci it 


` was impossible to obtain satisfactory evidence of lysis. 


Careful examination with the plate microscope failed to 
show that colonies once visible ever disappeared. 

Similar results were obtained in other experiments in 
which penicillin was used, in concentrations of 1000, 100, 
and 10 units per c.cm. ‘Cultures of. meningococci were 


also observed to undergo lysis during incubation. 


Occurrence of ill-defined zones of inhibition.—Ill- defined 
zones ofsinhibition on solid media have developed in 


_ greater or less degree with all the cultures I have tested. 


A hint of these is given by the Oxford workers (Abraham 
et al. 1941), who mentioned haloes of partial inhibition 
which they could not explain or control. Since measure- 
ment at intervals of the zones showed that, apart from , 
the doubtful. case of hemolytic streptococci, lysis was 
taking place, it seemed likely that the key to these ill- 


defined zones lay in the relative speeds of diffusion of 


to be valid by two types of experiment. 


‘penicillin and of growth of the cultures. 


Effect of adding penicillin and cultures at different times. 
—This interpretation of the inhibition zones was shown 
In the first 


{table Tm) a series of plates was inoculated with Staph 
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med. Bull. 1944), was placed ` 
. in the centre òf each.of a series of 5% horse-blood agar . ` 


‘streaked radially from the cylinder. 


Bieesssive plates were removed to the ` 
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penicillin (100 units per. ey was added. to 


aureus, and 
ates:at intervals. The later the penicillin 


successive p. 


~ was added, the smaller and less well-defined was the zone, 
until when penicillin was added after 22 hours’ incuba- 
. tion there ‘was no zone of inhibition at all. a 


TABLE, I—EFFECT OF ADDING PENICILLIN AT INTERVAIS 
TO PLATES INOCULATED WITH Staph. aureus 


Time of adding 


Plat K penicillin (br. . inoculation 
y - inoculation) T. 25 | a8 A 
1 0 -f 10 a6 E16 
2 2 e ue eok 
3 Bex No zone | 1-2 & 1-2 
É Jue | i Iil-defined | oa 
4 E 22 cee |o No zone . a No zone 


f- 


n a a y SP ee 


Pe EEEE 


‘Figures give zones in mm. as in table 11. — 
Penicillin concentration 100" units per c.cm. 


In the second type of experiment, penicillin was added 


Tithe of reading blates (hr. after 


first to a series of plates which were then inoculated abt- 


intervals. Table tv shows an experiment with 3 sets of 


blood plates, each of which received 0-1 c.cm. of penicillin 
solution (100 units per c.cm.) in a central cylinder. 


‘Set A was kept in the ice-chest, set B at room tempera- 


ture, and set C at 37° O. One plate of each set was 


. inoculated at intervals with throat swabs dipped in 


cultures of two strains of staphylococci, a hemolytic 
streptocotcus, and a pneumococcus. The swabs were 
It is clear that 
penicillin had continued to diffuse in an inhibitory con- 
centration for the different organisms in ‘afl the plates 
for 2 days, and in the plates left in the icé-chest and at 
room temperature for 3 days, whereas in plates left at 
37° O for 3 days it had become reduced by inactivation 
to a non-inhibitory level for all the cultures.: Similar 
results have been obtained with concentrations of 10,. 5, 
and l-units per c.cm. 

Another feature of the inhibition zones in this and 


_ similar experiments “must be mentioned. When peni- 


cillin and: culture. were added at the same time the zones 


; TABLE 1V—GROWTH ON BLOOD PLATES STORED FOR DIFFERENT 


', TIMES AFTER ADDING PENICILLIN 


te, Fe Daye of i Conditions of storage le 


eee Series A ` Series B - - ' Series C 
inocula- 7 
i 1 ' go Room em- T 
tion |: arc son A p sree 
tg 
Staph. atireus o> 11 105 | al 
“(strain B2285) 1 14. 75 | 31 
2 “2 19 22 ney oe 
f 3 205 25 f 0 
R l 6 21 18 | Rees, 
Staph. aureus 0 6 6 2 Tou 
(strain E701) 1 12 135 1$ 
| = re 13-5 JIS ooo. 
! 3 14 ~—-- 14... -. 0 
| | 6 | Oo deh. ee 
Stren. pyogenes- 0. 7. 8 Le 8 
(#447) . 1 16 -18 i 23°5 
y 2 :21°5 ' 957 ; 30 
3 25 30 l 0 
6: 33 > 39 me 
Pneumecoccus | 0 u | 12 S L 
(A2708) 1 18:5 oe) ae 1, 255 
2 22 | . 25. eg 
30 27 - 32 3 | 
6- -32 39 Si T ete 


Figures indicate size of inhibition zones as in previous tables. 
Readings were made after 18 hours’ mines of plates. Penicillin 
concentration 100 units per ccm. 


were of the usual type for the different organisms. 
With Staph. aureus B 2285 (a highly sensitive strain) the 
zone (10:5-11 mm.) after 18 hours’ incubation consisted of 
an inner portion in which the blood-agar was unhæmo- 
lysed and an outer portion showing hemolysis and ghost- 
like colonies. With the less sensitive strain E 701- the 
inhibition zone was almost entirely one of unhemolysed 


blood and the outer : zone of hemolysis and - eee like 


ses oe AA : E ' 
` ! 
i f.. $ , ~ `i 
~ t 


~ 
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colonies was very ‘small, On the other hand, in plates 
= which had received penicillin: 1-6 days before inoculation, ti 


_ inhibition zones with both strains were more clear-cut 


and.showed no outer zone:of hemolysis apart from the 


| small area ‘Biv en ney normal growth. ' 


` DISCU SSION 


‘Garrod (1048) has wisely indicated the danger of draw- 
ing hasty’ conclusions from work done with impure 
preparations of penicillin. The present experiments, 


_ while they add little to our knowledge of the fundamental 
-= action of penicillin, suggest a line of approach which may 
_ prove fruitful in studying its effects. 


‘cidal, and bacteriolytic. . 


It is clear that penicillin can be bacteriostatic, bacteri- 
The exact conditions in which 


- one or other of these effects predominates, and the extent 


=- other inhibitory anges 
| young P A. few. wor 


would have started. 


- appears ‘completely (complete lysis). 


_ complete in 2-3 hours. 


to which they are interdependent remain to be deter- 
mined, but it is already clear that penicillin, like many 
is particularly effective against 


Garrod (1945) found that though penicillin 
killed yo ; organisms more rapidly than an e mal 
number of,old organisms, it did kill. both rapidly. 
Garrod’s old and young cultures were both inoculated nfs 
nutrient broth containing penicillin, that is, into a new 
medium in which in the absence of penicillin fresh growth 
This is different from adding 
penicillin to a.mature broth culture, in which fresh growth 
is relatively insignificant. In, those gonditions, though 
more accurate. quantitative work is ne 


to have little bactericidal power. 


It is desirable, in studying the effect of penicillin on 
organisms in different phases of the growth cycle,’ to 
make a clear distinction-between the age of the parent 
culture, and the age of the cells in their new medium. 
It is possible, for example, that old cells transferred to'a 
new, nutrient medium containing penicillin, even though 
they do not ; grow visibly, undergo some of the processes 
of ‘‘ rejuvenation ’’ which normally occur during the lag 


. phase, and that they thereby become vulnerable to the 


action of penicillin. 


In fact, we do not yet know at what stage i in the growth l 


cycle penicillin exerts its maximal. effect ; it may be on 
organisms in the lag phase, on organisms just coming out 


. of the lag- poea or on organisms ‘just entering: or in the 


logarithmic pha te 
The separiniente with liquid and solid media here 
described, together with those of other workers and 


especially Todd (1945), show that the stage in the growth. 


cycle during which penicillin is added is of great import- 
ance in deter g. its action. If this is kept in mind, 
many puzzling features of the inhibition zones given by 


the: agar diffusion method can be explained. “When 


penicillin and culture are added to a solid medium at the 
same time, the progressive increase in size of jnhibition 
zones during incubation is clear evidence that lysis is 


occurring. : With a very rapidly growing culture growth 


can be seen in the early hours of incubation right up to 
the penicillin cylinder; as incubation continues. it dis- 
With a more slowly 
growing culture or with a smaller inoculum growth never 
becomes visible at all in the inner part of the zone, but 
lysis of the invisible organisms presumably occurs. In 
the ill-defined hemolysed outer part of the zone however 
lysis is only partial, because by the. time an effective 
concentration of penicillin reaches them the cells are too 
old to be completely lysed. is confirmed by the fact 


that when penicillin is added late no zone of inhibition at. 


all develops. The Oxford workers (Abraham et al. 1941) 
stated that diffusion of penicillin seemed to be practically 
That diffusion of penicillin con- 
tinues for much longer is however evident from table Iv, 
which shows the great increase in size of zones ob- 
tained when enieillin are inoculated at i persis intervals 


18 hours’ ‘incubation are much more at and easier - 


to measure than when penicillin’ and culture are added 
at the same time. — 

These findings may have important applications. in 
vivo. It is certain that conditions in the animal body are 


quite different from taoge of a laboratory culture. Inthe. 


1 


e 


. acute 


of explanation are here. 


essary, it appears r 
=. cocci, but not with hemolytic streptočocci (but see Todd 


laboratory the organisms are subcultured, so many at a 
ime, into fresh media, and 'so they all (approzimately) 
start dividing at once, though Bigger’s suggestion of- 
ras persisters ” which are much slower than the majority | 
in a Ses grow is highly probable. In the body, on 
the other hand, the nutrient medium is constantly chang- 
ing by a continuous process and not.in discontinuous 
steps. We may picture two extreme types of lesion—the 
ting case in which all the organisms are in a. 
state of intense activity (corresponding to the lag “and 
logarithmic phases of the laboratory culture), and the. 


_ chronic localised lesion in which nearly all the organisms ~ 
are in a quiescent state, neither multiplying nor dying, 


rapidly. ‘The in-vitro experiments here described suggest | 
that penicillin would be highly effective in dealing with 


_the first type of case but might fail in the second type, and 


not only for the obvious reason that it may he difficult to 
get the penicillin in a sufficient concentration to the site 
of the lesion. The physiological state of the organisms 


- may be of first importance in neers the success of 


penicillin ee 2h 
' SUMMARY 


The effect of penicillin í on sensitive organisms. in liquid 
and solid media depends on the phase of growth during 
which the penicillin is added. - 

Young cells are particularly susceptible to its action 
and may be lysed’; mature cultures are relatively insus- 
ceptible and are neither lysed nor readily kille . 

Lysis of young cultures by penicillin has been demon- 
strated with staphylococci, pneumococci, and meningo- 


1945). 
` The size and nature of the zones by the agar- -diffusion 
method depend, among other things, on the time relation- 
ship of adding the cultures and the penicillin. 

These results suggest that pehicillin is likely to be of 
greatest therapeutic value in acute infections in Which 
rapid bacterial growth is occurring. 
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TRACHEOTOMY IN BULBAR POLIOMYELITIS 


A. NELSON-JONES R. H.. HUNT WILLIAMS 
MD LOND, MROP _MB OAMB., FROSE 

_ WING COMMANDER SQUADRON-LEADER 

1/0 MEDICAL DIVISION . ENT SPECIALIST 


‘From a Royal Air Force Hospital å 


Iv is not generally realised that in bulbar. poliomyelitis 
tracheotomy may be necessary to save life. Weakness 
of the abductors of the vocal cords, and adductor spasm. 
from irritation of secretion and food which cannot be 
properly swallowed and trickles into the larynx, may 
cause a most distressing situation in which the patient 


struggles to get breath into his chest, makimg crowing 


noises when he is successful similar to‘those of a child 
with laryngismus stridulus. If in addition there is weak- 
ness of the diaphragm the position is still more grave. 


CASE-HISTORY 


‘A dental officer, „aged 33, was admitted with the complaint 
that he had been*unable to swallow solids or liquids for 2 
days. A month previously he had developed nasal discharge 
and a dry feeling in the throat with slight cough, which lasted 
for 3 weeks.’ -Nine and 5 days before admission he felt un- 
explainably tired fora day. Four days before admission, lat _ 
1 am, he started to vomit, and this continued for 2 days. 
He then found that he was unable to swallow either solids or — 
liquids. On the morning of admission he noticed slight 
diplopia on looking’ upwards, and weakness of the right side 
of the face. That evening he developed hicoup. . 

On admission his temperature was 98-6° F, pulse-rate 96, 
and respiration-rate 20 per min. He was exhausted from 
slight pyrexia and absence of food and drink for 2 days. 
There were two pearly spots about 2 mm. in diameter on 
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the left tonsil. Except for the central nervous system, other 


clinical findings were negative... IER e 
«Central nervous system.—Pupils reacted sluggishly to light. 
There was nystagmus when he tried to fix his eyes in any - 
_ position, very fine and rapid when he looked to the right, 


_ when there was slight diplopia, less rapid and coarser when he 


looked to the left. : Weakness of right side of the face, lower 
motor neurone type, and of right side of the palate and tongue. 
Complete loss of the swallowing reflex, and weakness of both 
sternomastoids, especially the right. Weakness of the right 
diaphragm, ‘shown on admission by diminished movement 


and air entry at the base of. the right lung, and con- ` 


‘firmed during convalescence by paradoxical movement of 
the diaphragm on sniffing and coughing during. X-ray 
screening, - - | so. | E = 
Laboratory reports.—Cultures from throat swabs gave 
non-hæmolytic streptococci, some diphtheroids, and a few 
colonies of Staphylococcus aureus and albus. White blood-cells 
21,700 per c.mm. (90-5% polymorphs, 6% lymphocytes, and 
3:5% large mononuclears).. Cerebrospinal fluid was clear and 
colourless, with slightly increased initial pressure; cell- 
count 8 per c.mm., protein 30, chlorides 790 mg. per 100 
c.cm ; Wassermann reaction negative; Lange000000000. 
Blood Kahr reaction negative, a ad | : 

Progress—He was given-rectal salines and. was fed by 
stomach-tube with citrated milk containing glucose, egg, and 
thiamine. The night after admission his breathing became 
increasingly difficult owing to adductor spasm of the larynx. 
He was struggling to get breath into his chest, and sometimes 
got it in with an inspiratory crowing sound. The spasm did 


. -not respond to atropine, and tracheotomy was therefore 


done, under local anxsthesia, with immediate relief. p 

His greatest trouble for the next few weeks was accumula- 
tion in the p and larynx of saliva and other secretion he 
could not swallow. A catheter connected to an electric 
sucker was passed into the tracheotomy tube from time to 
time to aspirate this. _He got rid of some of the secretion by 
hawking it up with much difficulty and noise. The usual post- 
tracheotomy tracheitis was possibly limited by the 120,000 
-units of penicillin given daily intramuscularly for 5 days after 
the operation. His temperature, which was 99-100° on the 


_ day before and for 2 days after the tracheotomy, then settled, 


f 


but again rose-to 99-99-4° in the evenings between the sixth 
and twelfth days after tracheotomy, after which it remained 
normal, Iron, liver, ascorbic acid, and ‘ Adexolin’ were 
added to the feeds which were given by a Ryle tube left in 
position, except for removal for cleaning, with its end slung 


‘ over: the right ear to support the angle of the mouth on the 


Two weeks after admission he was 


side of the facial paresis. 
His white-cell count was then 


allowed to sit up in a chair. 


9000 per cmm. (60% polymorphs, 32% lymphocytes, 6% 


large mononuclears, 0-5% eosinophils, and 0-5% basophils). 
He then had only one-third abduction of his vocal cords, but 
had regained most of the power of his sternomastoids and 
quite a lot of the power of his face and palate. Five. weeks 
after tracheotomy he could swallow some fluid for the first 
time. After six weeks, during which he gained 5 lb., the 
Ryle tube and tracheotomy tube were removed. Semi-solids 


' were cautiously added to the diet, until 3 months after the 


onset he was taking almost normal meals, though he was 
having attacks of closure of the glottis for a few seconds about 
once & week, and X-ray screening and films showed that some 
barium collected in the vallecula and pyriform fossæ. Five 


months after the onset he had two-thirds abduction of the 


vocal cords and almost full movement of the face and palate. 


` DISCUSSION 


Chevalier Jackson! gives this excellent description 
of laryngeal dyspnoea : _ ` í 


“You will note that this child has*indrawing at the 


suprasternal notch and indrawing at the epigastrium. 
With each inspiration it. is noticed that there is drawing 
inward of the abdominal walls just below. the xiphoid. 


_. “You will notice also that there is indrawing at the inter- 


costal spaces. Now there is no condition whatever except 
obstruction of the airway above the clavicle, usually in the 
larynx, that will produce this kind of indrawing. You do 
not see it in the dyspnœa due to disease of the heart nor 
the dyspnosa of pneumonia nor of asthma nor of any other 
intrathoracic’ condition.. . | | 

“ Now there is another thing; you notice how restless the 
child is ;' his face is full of anxiety. He is drowsy, his eye- 


= 1. Surg. Clin. Ny Amer, 1935, 15, 117. o 


lids are heavy but he dare not go to sleep becáuse he has 
. learned that when he drops offto sleep, or doses,: he begins 
to suffocate and he wakens with a violent, terrorized start. 
That means impending asphyxia. . cre ey 
. “The diagnosis in this case is obstructive: laryngeal 
dyspnea, You very properly say that dyspnea is a 
symptom‘ and not a disease. But I insist that this 
: child cannot wait for air until a complete ‘ultimate 
diagnosis is determined. (We know from these. signs 
that there’ is obstruction of the airway in the region 
of the larynx and that we can save the child’s life by 
tracheotomy.” | Pr a ee 
He goes on to explain why the anzsthetic must be local, 
because general anesthesia would remove the action of . 
the accessory muscles of respiration and so possibly cause 
death by asphyxia. gaa a 
_. Galloway è quotes 3 cases of bulbar poliomyelitis in 
which tracheotomy was indicated, in 2 of which. it was 
done in time and saved life. In one of these the tracheo- 


' tomy tube was removed after 23 days and the patient 
left hospital after a month; in the other the tube was 


removed in 10 days and the patient left hospital after 
19 days. In the first of these cases 60,000 units of peni- 
cillin were given in the\first 36 hours and then sulpha- - 
diazine was given for a week; in.the second neither of 
these drugs was used. | eet, oe 

' An important point in these cases is that saliva and 
nasal secretion cannot be swallowed, and ‘collect in the 
pharynx and overflow into the larynx and trachea, so 
the patient may be suffocated by his own secretions. 


' 


. In addition, the vocal cords may assume an adducted 


position either because: of selective paralysis of the 
abductors or because the adductors are normally stronger 
than the abductors so if both ate weakened the adductor 
factor may become relatively increased, especially under 
the stimulus of irritation from saliva trickling into the 7 
larynx. If the diaphragm ‘is partially paralysed, 4s ‘it 
was in our case, this laryngeal obstruction can be par- 
ticularly. embarrassing. The effect of the resulting 
anoxia on the anterior horn cells supplying the larynx . 
and diaphragm established a vicious circle.’ . _ . 
© Next to tracheotomy the most important measure is 
aspiration with an electric aspirator through a catheter 
passed into the tracheotomy tube as often as necessary. 
The normal daily secretion of saliva is about 1000'c.cm. | 
During the patient’s early attempts to swallow water or 
milk, some may pass into the trachea but can be removed 
by prompt use of the aspirator. : fe ee 
’ There is no evidence that penicillin has any effect on 
the virus of poliomyelitis, but it would almost certainly 
limit the usual post-tracheotomy tracheitis and inhibit 
lung i mmation arising from inhalation of infected 
secretions and inefficient coughing. Since such factors 
could in a critical case ‘be decisive there seems good 
reason to give penicillin and sulphathiazole during the 
week after tracheotomy. ae Ronse. oer, 
We would give a future case more thorough laryngeal 
rest by strictly limiting the use of the voice until recovery 
was advanced. | er mes en | t 
Cases which require TAO Oy, and artificial re- ` 
spiration would probably be better treated.with a Bragg- 
Paul pulsator than in a Drinker respirator, because the: 
tracheotomy opening lies inside fhe respirator when its 
air-tight collar is fitted. In our case, it was not necessary 
to use the respirator except as a rehearsal for possible 
emergency, but we solved the difficulty by running a 
no. 10 Jacques catheter from the tracheotomy : tube 


‘through the collar to the outside air. A second small 


catheter for aspiration of secretions could be introduced 
in the same way. If artificial respiration is used there 
is an additional reason for keeping the trachea clear, 
because the apparatus would otherwise suck secretions 


r 


into the lung. + | 
| _ SUMMARY a ; 
Laryngeal obstruction is a possible cause of dyspnæa, 
anoxia, and death ip bulbar poliomyelitis. It may occur 
from adduction of the vocal cords, or from filling of the 


larynx with saliva and secretions of the nose and throat 


which cannot be swallowed owing to paralysis of pharynx | 
and cesophagus, or from both these causes. _ 

The treatment suggested includes. tracheotomy, 
which should not be left until the patient is in extremis ; 


2. Galloway, T. ©. J. Amer. med. Ass. 1943, 123; 1096. 


= DDT TREATMENT OF MANGE (SCABIES) 


local, or systemic. 
clinical improvement in the rabbits treated with DDT, : 


- DDT in acetone.. Treatment of human 


aspiration by a rubber catheter passed from time to 
time into the ‘tracheotomy tube and connected with an 
electric sucker ; ! penicillin and sulphathiazole during the 
first week ; vocal rest; and a nutritious fluid diet with 
adequate vitamins A and B, given by Ryle tube, which 
can be tolerated for weeks with occasional remaval] for 
cleaning. — ` 


_ Preliminary Communications 


— ae a 


IN RABBITS |. 


PSOROPTIC mange (ear mange) has occurred fairly often ` 
-over a period of years among the stock rabbits in the 


Medical Research Institute at Yaba. Owing to war 
conditions it has become necessary to augment the stock 


by local purchase and this has led to the introduction of’ 


sarcoptic mange (head mange). Inspection of the stock, 
which owing to a pasteurella epidemic had been reduced. 
to’25 animals, shawed that 5 were infected with psoroptic 


and 6 with sarcoptic mange and it was decided to trédat : 


them with DDT (dichlorodiphenyltrichlorethane). 

On the recommendation of Major L. J. Chwat, RAMC, 
of the Area Malaria Laboratory, the DDT was made up 
as a 5% solution inacetone. Before treatment the animals 
were examined and living mites found in all of them ; 
the sarcoptic type showing, notoédres sp. and the 
psoroptic type p3oroptes sp. The disease was present in 
varying degrees of severity in both types. No preliminary 


\ cleansing was attempted even where there was thick 


encrustation, except that in 2 animals suffering from 
severe head mange the crusts which had formed large 
‘bosses omthe nose were gently removed with forceps. 

In the psoroptic cases infection was confined to the 
external auditory meatus and the animals were in good 


general condition, but the sarcoptic cases showed lesions | 
on the head, external'surface of the ears, and paws, and | 
there was general loss of condition with some wasting. 
’ Ten of the animals were treated by thorough swabbing’ 
_ of the infected areas with cotton-wool soaked in the DDT 


solution. Infected feet were dipped in. the solution to 
ensure penetration between the claws. The remaining 
rabbit, with a sarcoptic infection, was used as a control 
and treated in a,similar manner but with acetone only. 
‘The animals were kept in separate cages throughout 
the experiment. ' | , : 
None of the animals showed any untoward reaction, 
There, was remarkable and rapid 


and no further treatment was given uhtil the end of two 
weeks. They were then re-examined. The 5 psoroptic 
cases showed no parasites, but in 2 of the sarcdptic cases 
dead mites were found and the DDT solution was re- 
applied. The control animal showed no clinical improve- 
‘ment and living mites were present in considerable 
numbers. Four weeks after the initial treatment the 10 
rabbits treated with DDT showed no parasites and were 
clinically free from disease ; the control was still infected. 

It is interesting that a male rabbit with psoroptic 
mange of the ears developed a small area of notoedres 
infection on the nose about two weeks after the initial 
treatment. On inquiry it was found that it had been 
mated with a female infected with notoédres some weeks 
previously ; the area cleared up rapidly with a single 
application of DDT. ` 

CONCLUSION 


Rabbit mange of the sarcoptic and psoroptic types can 
be rapidly and easily cured by the application of 5% 
scabies on 
similar lines suggests itself, but the case of poisoning 
recently reported by Wigglesworth! shows that a solution 
in acetone would beunsafe for extensive application to the 
human body, and I understand that Kenneth Mellanby 
has tried an oily solution of DDT in human scabies with 
little’ success. | 


I am indebted to the Director of Medical Services, Nigeria, 


for permission to publish this note. a 
l B. G. T. ELMES, MD EDIN., FRCPE 


© Assistant Director of Laboratory Serviccs, 
Medical Research Institute, Yaba. Nigeria. 


os N N e ae ee a ee 
1. Wigglesworth, V. B. Brit. med, J. April 14, 1945, p; 517. 


T N 


DDT TREATMENT OF MANGE (SCABIES) IN ‘RABBITS. 


‘rickettsial content. 


`a persistent insecticide (DDT). 
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= ` Medical Societies | 
ROYAL SOCIETY OF MEDICINE ` 
AT ‘a-meeting of the section of comparative medicine, 


to which fellows of the Royal Society of Tropical Medi- — 


cine were invited, on April 18, with Dr. H. J. PARISH 
in the chair, a discussion on ` ' 


Control of the Rickettsial Infections: _ 
was opened by Lieut.-Colonel ©. H. STÙART-HARRIS, 


RAMC, who spoke on epidemic louse-borne typhus fever. | - 


The considerable adwances of the past few years had 


Zenabled- epidemic typhus to-be effectively controlled 


in the Army and gave grounds for hope that outbreaks 
in civilian populations could be arrested. Control 
of the louse vector by: delousing measures had been 
greatly extended by the use of chemical insecticides 
such as naphthalene, derris root, pyrethrum, thiocyanates, 
or DDT. DDT was used against lice in a dusting powder 
applied to fully clothed people,~and had the. most 
important property of persistent action after one applica. 
tion, thus preventing reinfestation. he second measure 
of control was based on early diagnosis and isolation 
of cases in hospital. Rickettsial antigens were of great. 
value in epidemiology but not in early diagnosis. The 
Castaneda, ‘slide-agglutination test with a coloured con- 
centrated OX19 suspension was of great assistance in 
field survey and case-finding. The third control measure 
was immunisation with rickettsial vaccines which hady 
been modified chiefly in the direction of improving their 
Ether treatment (Craigie) of yolk- 
sac cujtures concentrated the rickettsias and separated 
unwanted egg yolk. Large civilian epidemics of typhus 
in 1942 and 1943 in Egypt and North ica had exposed 
British troops to a risk of infection. Even before the 
introduction of mass immunisation; however, only a 
sporadic incjdence was experienced and this was because 
louse control was relatively effective even before the 


had'been high (30%), but deaths had not been experienced 


in the American forces in'whom the Cox type of vaccine 


had been used. Since immunisation began in the British 
Army in 1943, the sporadic incidence of typhus had been 
even lower and only 2 cases (one fatal) occurred in the 
Army during the Naples epidemic.. The experience 
among the civilians in Naples had been most encouraging. 


Colonel Stuart-Harris attributed thé general success of 


the control measures employed to the careful search for 
cases of typhus, and to delousing of cases and case- 
contacts, who harboured the rickettsial-laden lice, with 
Future outbreaks would 
probably furnish a greater problem than the relatively 
circumscribed Naples epidemic, but prospects were 
bright if there were sufficient numbers of trained workers 


_and supplies of DDT. 


Mr. JAMES CARMICHAEL, D SC, opened the discussion 
from the veterinary angle. 
which was of economic importance among sheep and 
cattle in many parts of tropical and South Africa, 
chiefly affected imported animals, the native shecp 
being resistant. The infection, which was transmitted 
by ticks, produced an ‘accumulation of fluid in the 
pericardial sac, and rickettsias were found in endothelial 
cells of the kidney and brain. .Control could not be 
attained by using vaccines, serum, or chemotherapy on 
the vertebrate host, but control measures directed 'at 
the intermediate host by periodic dipping of the sheep in 
arsenicals was successful. Turning to tiok typhus in 
dogs, Dr. Carmichael said the condition was important 
because of its possible transmission to humans by means 
of the dog tick. The pariah dog was largely responsible 
for maintaining a reservoir of infected ticks, but the 
ticks orf domestic dogs were readily destroyed by using 
derris root or pyrethrum or arsenical washes. 

Dr. R. LEWTHWAITE described scrub typhus, or 
tsutsugamushi. Contparatively unimportant before the 
war, it had flared up alarmingly in both south-east 
and south-west Pacific theatres of war. An area which 
had only a trivial-incidence of scrub-typhus before the 
war might be responsible for hundreds of cases among 
the troops with resulting morbidity and mortality on a 
considerable scale.. The. prevalence was limited to 
pin-point areas (typhus “‘islands’’) where secondary 


‘introduction of DDT. Mortality in the sporadic cases < 


He said that heart-water, . 


- 
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man-made vegetation had -replaced the virgin: jungle. 


The rats infesting such areas were carriers of the rickett- 
sias, and the mites harboured jn their ears were respon- 
sible for conveying the infection to man. - The rickett- 
_ sjal infection persisted ii the mite during the whole 
cycle of development, but it was the larval mite which 
actually transferred the rickettsias to man. The 
disease had assumed a high incidence during the monsoon 
seasons and the troops feared it because of its mysterious 
nature and mortality. ‘The clinical picture, ‘except for 
the primary eschar, resembled European louse-borne 
typhus, and the ‘histological appearances of the two 
: diseases were identical. Control measures were anti-rat, 
anti-mite, and, anti-rickettsial. 
was aided by flame-throwers for burning the scrub. 


vegetation and grass,and bulldozers could be used for- 


removing the top six inches of soil. -The employment 
of ‘native labourers on such sites was important because 
of their apparent immunity. Mites were relatively 


slowly affected by DDT, and phthalates were more. 


effective. The most recently introduced variety, di- 
_ butyl phthalate, was incorporated on clothing which 
could be washed seven times and would still kill mites. 
Its rigid use had resulted in a lowering of the incidence 
of typhus by 75%. Anti-rickettsial, measures could not 
be discussed, for security reasons. Yolk-sac cultures could 


: be obtained, but earlier work with vaccines indicated — 


that animal tissues, such as spleen or brain, or 
' peritoneal washings either produced infection, or, if 
_ inactivated, produced no immunity. The problem was 
under active consideration ‘by new minds with new 
methods. | l i 22 

_ Dr.-FoRREST FULTON spoke of the work carried out at 
the National Institute for Medical Research on the 


_ testing of epidemic rickettsial vaccines and'of the studies- 


ic ionship of epidemi d murine | ae 
Of tho anligenio Tela Nonehip of epidemic aud m ` each new employee should be estimated and recorded, 


rickettsias.. The desire to compare the efficiency in the 
laboratory of yolk-sac and, mouse-lung vaccines led to 


the evaluation of various methods of active and passive _ 


-immunisation and study of the, serological. changes 
following immunisation. An effort was made to stand- 
` ardise rickettsial vaccines by means of a simple counting 
technique, and when care was taken thus to equalise 
the rickettsial content, yolk-sac and lung vaccines gave 
similar degrees- of protection. An active immunity 
test which employed rickettsial toxin intravenously in 


- mice (Craigie). was thought to be thé most effective 


means of comparing vaccines thus far introduced. Dr. 


Fulton discussed possible explanations of the observed ` 


antigenic differences between epidemic and murine 
rickettsias.- l | 


Mr. A. FELIX, D80, FRS, noted that one of the out- 
-. standing advances recently achieved in typhus had | 


come from the work of entọmologists and chemists 
- rather than bacteriologists. He thought that insufficient 


attention had been paid to the treatment of the disease | 


with specific serum and considéred that*the sera thus- 
far tested 6n human cases yielded poor results because 
of their poor content of OX19 antibody. == , 
. Brigadier-General Leon A. Fox, field ‘director of the 
Typhus Commission, US Army, gave an account of the 
: '-, measures taken to control the Naples epidemic. He laid 
stress on the importance of inducing a state of non- 
-~ jnfestibility by dusting a large proportion of the popula- 
tion with DDT powder. He was more enthusiastic than 
Colonel Stuart-Harris concerning the value of im- 
munisation. The American Army had not yet had a 
. “death from. epidemic typhus and he wondéred if the one 
vaccinated British soldier mentioned who had died of 
typhus had really been immunised with typhus vaccine. 
(Colonel Stuart-Harris later confirmed that this man had 

, been seen by him personally and that the personal 
record indicated immunisation with typhus vaccine 
nine months before the attack of typhus. _No stimu- 

. lating dose of vaccine had however been given at the 
specified six-months’ interval.) General Fox asked Dr. 
Lewthwaite for details of an observed instance, of 
immunity in natives following an attack of scrub 
hus. a | f ty 
Bras E. O. LONGLEY, MRCVS, described his own attack of 

` typhus, possibly contracted froma caninesource in Nigeria. 
Canine typhus in imported dogs was usually fatal and 
accompanied_by fever, tachycardia, splenomegaly, and 
repeated epistaxes, | Ta 7 
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ROYAL SOCIETY OF MEDICINE.—REVIEWS.OF BOOKS 


_to.a rickettsial agent. 


Clearing of camp-sites\ Dr, C. R. AMIE 


so that subsequent exposure in a 


‘suited to his visual capacity, 
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. Mr. N. H. Hon, mrcvs, of Weybridge, whose paper . 
was read by Mr. R. Lovell, PH D, described an infectious © 
keratoconjunctivitis in cattle recently shown to be due 
_Lacrimation was followed by 
conjunctivitis’ and later, by clouding of the cornea. 
Inclusions were found in the cytoplasm of epithelial cells 
in-the form of bipolar, triangular, or ring-like bodiés 
staining. blue with Giémsa. Transmission to -other 
animals was difficult but had been transmitted to the 
eyes of a normal bovine. The disease itself was com- 


‘paratively mild. - 


The CHAIRMAN asked what was the possible value in 
typhus of convalescent or hyperimmune serum, but 
S, from- personal experience in the Middle 
East, doubted whether either serum affected the course | 
of the disease. | i a Re 

Dr. W. M. CROFTON discussed 


the results of blood- _ 


cultures in cases of typhus fever in Ireland. - 


Dr. LEWTHWAITE described an instance in labourers 


employed oni an oil-palm estate which indicated that 


an attack of scrub typhus gave effective immunity, 
known scrub typhus 
area was without harmful effect. | SEPE o ee 


= Reviews of Books 


Industrial Ophthalmology a Ee 
_Hepwie S. Kuun, mp. (Kimpton. Pp. 294, 32s. 6d.) 
Tms book gives a full account of the measures at ~ 


present taken in American industry to safeguard the 


eyes of |the worker and to secure maximum efficiency 
frum each pair of eyes, in order to increase preduction. 
Dr. Kuhn recommends, first, that the visual acuity of 
and that glasses should be provided if necessary.’ This 
is done so that each person may have the. job most 
and, so that subsequent | 
tlaims for eyesight damage may be ‘correctly ‘assessed. 

Secondly, that where „the job carries “eye hazards,” _ 
there should be, he says, a “ goggles programme ”*. to 
protect the eyes from flying particles, gases, chemicals, | 
and heat. If such a programme is to succeed, a spec- 

tacle mechanic must be appointed. whose constant care 
is to see that goggles fit correctly and are tomfortable. 
A section on the treatment of industrial eye injuries is 
included. The lighting of the plant and the avoidance 
of shadows are illustrated by impressive photographs. , 


‘Some firms have painted their machinery in such colours 


that moving parts are shown up in high relief. . Though 
some of the measures here described are employed by 
firms in this-country, a fully developed eye programme 
will not be found anywhere; and. British industry can 


learn much from this book.» Medical officers in charge 


of industrial plants, especially, will find much to interest _ 
them. It is not an easy book’to read, being verbose 
and repetitive ; but the standard of production, par- 
PRES of the photographs, leaves nothing ‘to be 
desired. . ea 7 a . | 


Physical Medicine in General Practice 


WILLIAM BIERMAN, MD, physical therapist, Mount Sinai 
` Hospital, New York. (Hamilton. Pp. 654. 378.) 


THE object of this book is to'tell the general practitioner 
and the specialist how and when to use physical treat- 
ment in conjunction with the other methods which he 
is accustomed to employ ; and Dr. Bierman successfully 
attains this object. He presents the basic principles of | 
physical treatment in both its medical and surgical 
aspects. The sections on hydrotherapy and electro- 
therapy, massage, and exercise are clearly written and 
present the essentials. The second half of the book is 
devoted to the application of these methods in the various 
specialties. Perhaps not enough stress is laid on the 
methods which the author has found of particular value 
in his own practice. The dermatologist and gynecolo- 


| gist, among others, will find much useful, but not enough | 


specific, guidance. The physical medicine department 
has become an essential part of every general hospital, 
and Dr. Bierman shows how it can be exploited for the 

advantage of patients. o te ; 


| 
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` First Fruits of Peace 
Tmar a man should take up arms in defence of his 
country, and lay them down again, quickly returning 
_ to the arts of peace, when danger is over is a common- 
_ place of history; that a man feels pain on leaving 


home and finds joy in return is a commonplace of 


literature ; that none of these processes are as simple 
as they seem is a commonplace of psychology. ‘he 


, main hindrance to the ordinary man’s understanding, 
“and perplexity to the administrator’s, lies in the fact 


that each individual has his own private life to lead, 
but he also lives it in and as part of a group. An 
administrative order can summon a man from his 


' home to join thé Forces, but. only the experience of 


group life will turn him into a soldier; another 
administrative order can return a man to a life of 
more individual and: less corporate responsibility, 
but no decree will readjust him to the civilian world 


again. Anarmy, if its spirit is good, knows how to - 


help the recruit.to make the necessary changes in 
The army has 
this capacity, because it is aware that it is a group 
within but different from thé community as a whole : 


is there a similar awareness on the civilian side of the 


community that the assimilation of millions of its 
own pedple—and they are those to whom it owes 


life itself—is a task calling for every bit as much’ 


detailed care-as that other transmutation into military 
formations? On the answer to this question depends 


` not only the smooth return of our prisoners-of-war, 


but a fruitful issue to the enormous transformation 
of demobilisation, and indeed, to take a still wider 
issue, the rehabilitation of whole popuiations in 
Europe and Asia’ 

At the present time the questions now raised are 
being answered in a ‘practical way by the Army and 
by other groups within the community ; so it is pos- 
sible to apply “clinical ” criteria to group relation- 
ships, which a generation ago were thought to be the 


field of operation either of politicians or of Providence. 


In meeting the demands of the present complex 
situation we are in a better position than at a similar 
time in the last war. In the first place the “ disinte- 
gration of the community ” is less than it was then : 

indeed the opposite, despite what is believed in 
influential circles, i the more true. Summing -up 


_their study .of “intra-group tension’’ Bion and 


RICKMAN ! concluded that the “ good health ”’ of a 
‘community seems to depend on its members having 
a common purpose, whether in the overcoming of an 
enemy or in creative constructions in the field of 
social ‘relationships and physical amenities. If there 
are subgroups these should be valued for the con- 
tribution they can make to the main group (the 
community); similarly each individual member is 


valued for his contribution to the group and has free- 


movement within it, that freedom being limited only 
by the generally accepted conditions devised and 
imposed by the group. There must be a capacity 
to face discontent within the group, to explore its 


‘1. ‘Bion, W. R. Rickman, J. Lancet, 1943, ii, 678, 


, 


pr 


‘experience. 


_ origins and its“collateral as ; well as. direct symptoms 


with the friendly detachment of a clinician and with . 
clinical fervour ; and there must also be a capacity 
to absorb new members. and lose members without 
fear of losing group individuality—i.e., group :cha- 
racter must’ be tough and yet flexible. Judged by 
these standards the present situation is more favour- - 
able than “last time”; our common purpose has 
been not only unity in overthrowing an enemy but — 
also a resolution to improve social relationships, not 
by slogans but by experiments in which the funda- 
mentals ‘have been thought out in advance. “ 
One of these experiments deserves to be watched 
with the closest attention, both because of what it is 
now doing and because of its possibly wider applica- 
tion. A great number of men were called from home- 


into the Army and became incorporated in fighting `- 
$ units ; 


_ they were later taken prisoner, were thus 

isolated from their fellow-countrymen, and were 
unable either to fight or return home; they were 
herded together. without reference to their former 
membership of the fighting units with which they had 


trained and were compelled under difficult conditions | 


to re-form into a new kind of group in the prisoner-of- 


war camps, where -with. varying degrees of passive 


or active resistance to the enemy they dragged, out 
the weary years. Now they are liberated, return - 
for resorption into their o 
take an active part in civilian life. Here indeed is a 
problem in individual and - group readjustments. 
To discharge the prisoner-of-war during a campaign, 
particularly—however beflagged the ports of wel- 


~come, however great the public thanks—without active - 
| participation by the army in his reorientation to his © 
_ hew group, would be to foster-much personal misery , 


and raise the level of public discontént. 

A first glance at the accounts of Civil Resettlement 
Unit camps, whose existence was made known. to. 
the public last week, shows that attention has been - 
paid to the details of comfort, relaxation, and guidance 
of the men. But reflection'on the plan as a whole 
reveals something of greater significance even than 
the attention to personal welfare, valuable as that — 
always is: the Army (a group within the community) 
is working in the’ closest association ‘with civilian 
organisations, social and industrial, which will carry 


on the resdrption process till the soldier . becomes 


fully and actively merged in the civil ‘community 
from which he sprang. But not the one from which _ 
he started! Those war-prison years have changed 
the soldier in various ways; he would have had to 
be a man of stone or iron if they had not. The same 
years have also changed his home country, this | 
stolid . England of ours, in many and not always - 
subtle ways; we should be robots or inepts in the 
ways of living had we learnt nothing, absorbed 
nothing of value, from the hard pressure of war 
Both parties—the -prisoners returned 
and we ‘who give them welcome—have to make 
adjustments to each other and to the changing world 


` we both must fashion to our mutual betterment.. 


Much i is heard in these days of selection of personnel 
and of “job analysis”; the former studies the 
capacities of a person, the latter describes the kind 
of work and working conditions, the physical and 
mental aptitudes, technical knowledge, and length of 
training, to do a particular job to a reasonable 
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army, to fight or to -~ 
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standard.. But we have already moved on a step: 
the particular needs of a group within the com- 
munity—in this case. prisoners-of-war—have now 
been studied in the group. This group has had a 


specially difficult kind of social experience which . 


calls for a special kind of resettlement ; it is getting 
it in the CRU camps. But the individual is not 
forgotten; on the contrary his individuality and its 
enrichment in the process of contributing to the 
community is the main concern of the new scheme. 
- It is the simultaneous regard for the personality of 
the individual and the special requirements of the 
group which makes this experiment in resettlement 
-so valuable for our social health. Neither. side—~ 
the Individual nor the State—wins against the other ; 

each belongs to the other. For this principle ‘the 


’. United Nations have fought. the Nazis ; on this basis 


only—in the growing complexity of our civilisation— 


can a new world be built, by such experiments as, 


_ those mentioned here and from what we care » to learn 
from them. | 
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THE sources and modes of spread of respiratory 
infections are as yet imperfectly understood, and the 
 méthods for their effective control are still in the 
experimental stage. Improvements in health and 
hygiene, new methods\of treatment, and other im- 
ponderable factors have greatly reduced the mor- 
‘tality of, most respiratory diseases, including the 
childhood fevers. Yet, as BUTLER?! has lately re- 
marked, the incidence of these infections has not, 


with a few notable exceptions, shown a parallel 


downward trend, and a major problem for tomorrow’s 
. hygienist will be to devise and apply new methods 
for a better control of. respiratory infections. ` But 
first he needs to know more about. their epidemiology. 
The popular conception, for example, that a high 
- carrier-rate of a particular pathogen precedes and 
predisposes to an outbreak of infection is not always 
borne out in practice. Thus VoLLumM and WILson? 


have observed that low carrier-rates of Streptococcus — 


pyogenes in residential schools may be followed by 
sharp outbreaks of streptococcal tonsillitis, while 
high carrier-rates in school or hospital ward need not 
` be the harbinger of fresh cases of clinical or even 
‘latent infection. To explain these anomalies, 
CoBuRN ? invokes the property of “ communicability ” 
which a strain of Strep. pyogenes may acquire as a 
result of establishing subacute infection in the host, 
so that it becomes “ host-fast ” and can resist the 
antibacterial defences of the human mucous mem- 
branes; it can then readily initiate infection in new 
hosts. On the side of the host, spread of strepto- 
coccal infection is facilitated by a lowered resistance 
of the respiratory mucosa, due, for example, to 
antecedent virus infection. Thus bacteriological 
proof has been adduced that ‘the secondary crippling 
: complications of both measles and influenza ‘are 
mostly due to streptococcal ‘cross-infection, - and 
rubella has lately been added to the list. HAMBURGER,‘ 


‘studying the spread of streptococcal infection in an 


army camp hospital in America, found that high 


~~ earrier-rates (45-53%) could exist in wards housing 


Butler, W. see Lancet, April 2 28, , 1945, Dp. 36: 
i Volum, R. L., Wilson, G. S. Bri i. med J. ‘Api 21, 1945, P. 545. 
. Coburn, A. F. ' Nav. med. Bull., Wank. 1944, 42, 325, 
. Hamburger, M. J. infect. Dis. 1944, 75, 58, n 
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STREPTOCOCCAL OROSS-INFECTION ` 


or tonsillitis. 
of the disease, was suitably diluted and plated in 
‘ blood-agar pour-plates, and the streptococcal colonies 
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patients with a miscellany of respiratory diseases 


without any extenSion of streptococcal infection, 
whereas’ in measles’ and rubella wards outbreaks 
of streptococcal tonsillitis and scarlet fever were 
common, and bacteriological cross-infection occurred 
in 50-60%, of the contacts. 


conformity with experience here, streptococcal carrier- 


rates among nursés in these wards remained low. 
The next question was to find out how the strepto- 
coccus is transferred from one patient to another. 


Since infected saliva expelled -during talking and 
coughing seemed a likely means of environmental- 


contamination, HAMBURGER examined the ‘strepto- 
coccal content of the saliva of 156 patients—80 with 
scarlet fever and 76 with streptococcal pharyngitis | 
The saliva, obtained at various stages 


were counted after 48 hours’ incubation. Of 527 
saliva cultures from patients with positive throat 
cultures, just under two-thirds were positive; patients 
with heavily. positive throat cultures could yield | 
negative saliva cultures. The streptococcal -counts 


in saliva usually ranged from 1000 to 1,000,000 per | 


c.cm. In half the cases the saliva cultures became 
negative either gradually or abruptly in convalescence, 


in a quarter there was no particular pattern ; and in 


the remaining quarter the cultures were either per- 
sistently positive or negative. Patients whose counts 


remained high between the 15th and 30th day were - 


0 


On the other hand, in | 


likely to continue as saliva carriers for the period of ’ 


dbservation. Sulphonamides, given by mouth in 
therapeutic doses had no,apparent, effect on the 
streptococcal content of saliva or throat swab. This 


at the two schools in Wiltshire, where sulphanilamide 
given by mouth in the acute stagés of streptococcal 
tonsillitis failed to prevent a high incidence of con- 


valescent carriers and sulphapyridine- sulphathiazole | 


lozenges had no. definite effect in clearing carriers 
or protecting contacts. HAMBURGER and his col- 
leagues® next sampled the air and dust of the wards 
for their streptococcal content. 
sampler or exposed gentian-violet blood-agar plates, 


country, and parallel samplings of the streptococcal 


their findings regarding aerial pollution during ward . 
activities have confirmed ‘the earlier work in this 


and total bacterial counts at different times indicated 


that the aerial streptococci were mostly derived from 
floor-dust and bed-linen. The numbers of hemo- 
lytic streptococci recovered from the dust under and 
around a single bed varied from 150 to 1,755,000, some 
patients persistently producing a heavy streptococcal 
contamination of their environment; later it was 
noted * that this phenomenon was associated with 
streptococcal nasal carriers rather than . saliva 
excreters. Sheets, blankets, pillow-cases, and pyjamas 
could become heavily contaminated with streptococci 
within 6 hours and the air of the ward within 24 hours 
of the arrival of streptococcal carriers. 

The relative importance of direct droplet and dust- 
borne spread of infection is not easily determined. 
One method of assessment is to test the effect of 
eliminating one or the other. The oiling of floors 


5. Hamburger, D ance? T. T., T., Hamburger, V. G, , Johnson, M. A. 


Ibid, 1944, | 
6. Robertson, o. H., Hamburger, M., Loosli, C. G., -Puc k, T- Ey 
Lemon, H. M., Wise, H. J. Amer. med. Asa. 1944, 126. 993. 
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and bed-linen, introduced by VAN DEN ENDE and his- 


colleagues as a dust-suppressive measure, can be 
employed to eliminate dust-borne infection, and has 
already been successfully used to control ‘secondary 
streptococcal ‘infection in measles wards.? These 
new methods have been investigated in America by 
ROBERTSON and co-workers,* using techniques which 
differ only in detail from those practised here. After 


_ oiling the floor and bedclothes in army barracks, they 
reported D 90% reduction in the bacterial content, 


of the air and “ a significant reduction in the number 
of hospital \admissions for respiratory diseases ” 

among the men in these oiled barracks. Life in 
an army camp is different from that in a civilian 
community, and these promising reports cannot be ` 
regarded as having a general application, but they 
lend strong support to the importance of dust-borne 
infection in respiratory diseases. Furthermore the 
efficiency of aerial disinfection by physical or chemical 


means depends in considerable degree on a, dust- free 


i 


-12. Astwood, E. B., Fi 


atmosphere. , With -fresh' developments in’ these 
fields: we can look forward with hope to breathing 
clean safe air, just. as our forefathers looked forward 
to drinking | clean safe water. 


Diabetic Coma 


ONE of thé disappointing features of the treatment 


_ of diabetes-has been the persistently high mortality 


in diabetic (hyperglycemic) coma. In Josiin’s*® 


- opinion the twomain reasons are theinadequacy of the 


facilities available for the treatment of coma and the 
tendency to administer glucose as well as insulin in ‘the 
early stages. The figures from his ‚world-famous 
clinic, recently analysed by ‘Root,® are sufficiently ` 
striking to carry weight with any impartial observer. 
In the last 123 consecutive cases of coma treated at 
the clinic there have been only 2 deaths—a mortality 
of 1-6% , whereas in a previous series: of 525 cases! the 
mortality was 11%. This striking fall is attributed 
to the increased amount of insulin administered during - 


the first 3 hours of treatment ; the average dose during, 


this period was 83 units in the first series and 216 


units in the second. At JOSLIN’s clinic the carbon- 


dioxide content of the venous blood is looked upon as 
the most. reliable guide fo what constitutes diabetic 
coma, and the critical level is taken to be 20 volumes 
per cent. Root and CaARPENTER™ have shown that 
in diabetic coma the administration of glucose does 
not raise the respiratory quotient, which suggests that 
it does not increase carbohydrate combustion. As 
Root points out, there is ample glucose available in 
the tissues of the patient with diabetic coma, so that 


further glucose is not required. Further, glucose may \ 
actually do harm, since it makes the effect of insulin 


hard to asses and may result in anuria; there is 
experimental evidence,” too, that it damages the liver. 

The trend, of modern thought with regard to keto- 
genesis also favours the view that the use of glucose in 
the treatment of diabetic coma is illogical. The old 
coricept of fats burning in the flame of carbohydrate is 


. gradually being discarded—as Youne remarks, sub- 


stantial progress has been made away from the 


7. Wright; J., Cruickshank, R., Gunn, W. Brit. med. J.1944, i, 611. 
8. Joslin, E. P. New Engl. J. Med. 1945, 232, 219. 
Root, H. F. J. Amer. med. Ass. 1945, 


9. 557. 
` 10. Joslin, E. P., Root, H. F., White, P., ‘Marble, A. Ibid, 1942, 119, 
1160. 


11, Root, H. F., Carpenter, T. M. Amer. J. “med. Sci. 1943, 206, 234. 
tn , Fiynn, J. M., ere 0. J. ciin. Invest. 1942, 
21, 621, 


carbohydrate fires which werd once believed. ito be 
necessary for the oxidation of ketone bodies.* 

The essentials of treatment, as outlined by Root,’ 
are that the patient must be treated in a hospital 
‘where there is an adequate day-and-night service for’ 
such cases.. Insulin must be given in adequate dosage 
as early as possible ; insulin given six hours after 
admission is probably worth unit per unit less than a 
third of what it is worth during the first hour. The 
precisè amount needed-has to þe determined in each 
case, and the blood-sugar level is the most reliable - 
' guide as to whether enough is being given. Root 
emphasises the value of isotonic saline intravenously 
or subcutaneously in overcoming the dehydration and 
shock often present. He thinks saline is more effective 


than blood or plasma, and points out that in diabetic _ 
~ coma there,is no loss of blood protein or plasma, but a 


deficiency of saline and water. He has found gastric 
lavage a valuable aid to tréatment, and JOSLIN also 
says he has never regretted washing out the stomach. 
in diabetic coma, though he has often regretted not 
having done so. No justification is found for the use 
of alkalis, and the benefits of stimulants in severe 


peripheral circulatory failure havé been found to be . 


temporary and slight. Feeding is begun 4-6 hours 


` after admission in cases responding to treatment—10 


grammes of carbohydrate is given hourly, and a total 
of 50 g. each of protein and fat within the first poe 
hours. 

This latest reminder of the fact that diabetic coma 
is an emergency due to acute insulin deficiency should. 
be taken to heart by those who have obscured the 
issue by counteracting the beneficial’ effect of insulin 
‘with glucose. 
is the secret of success in the treatment of diabetic 
coma; if this was more generally realised, and 
practice adjusted accordingly, the mortality. from this 
medical emergency would soon become a less depress- 
ing feature of the Registrar-General’s tables. 


- Annotations 


BUTTER-BORNE ENTERIC IN PARIS 
THE general rise in the endemic level of enteric fevers 
in the Paris area-during the war—1346 notifications in. 
1942 and 1553 in 1943, compared with about 500 annually - 


before the war—showed an epidemic increase in June, 


1944, when 446 notifications were received, against 72 in 
the previous month.“ The epidemic was due to Bact. 
typhosum and was marked by an explosive onset, 


incidence in families, the high age of patients (29% over 


forty), and rapid cessation. 

Water was at first-suspected, especially in view of e air- 
raid damage.. The incidence, however, did not corre- 
spond to the damaged areas and no pollution was found 
on analysis. In the suburbs, which provided the bulk 


_ of the cases, there are wells which may still be (illegally) 


tsed in hot weather, but a connexion could only be- 
traced in one family; similarly no link was ‘found with 
‘swimming-baths or river bathing. The possibilities of 
infection by food) were somewhat simplified by the 
limited choice open to the population ; thus oysters and 
shellfish could be ruled out. Numerous and detailed 
inquiries showed that a large majority of the patients 
were clients of a particular multiple-shop provision-firm, 
and eventually, by a process of elimination, butter sold 
by this firm was found to be the only vehicle in common. 
This conclusion was reinforced. by the facts that clients 


18. Young, F. G. St. Thomas’s Hosp. Gaz. 1944 
14, Cambeseédes, M., Boyer, J. Bull, Off.int. Hert Babe 1944, 36, a93; 
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proteins, and they. have similar isoelectric points (lyso- 
zyme pH 10:8 and avidin pH 10-0) ; so it is not surprising 
that simple methods of pun agation fail to separate 
them. 

While the interpretation Moyer and Laurénee put on 
their observations has not stood the test. of further 
investigation there is no reason to doubt the accuracy of 
the observations themselves. Wit one exception they 
are of the kind that would be expected from the use of 
‘very impure preparations. The exception is the stimu- 
lating effect of biotin on lysozyme activity. Meyer 
noted that as little as 10 yg. of biotin could increase the 
‘ bacteriolytic action of lysozyme, against both live and 
killed cocci, 250 times. . Although Alderton and his- 


of another firm which obtained butter from the same 
wholesaler. were also affected ; that the managers of the : 
stores and their families—who presumably were able to 
obtain large quantities—were particularly affected ; 
and that in one family three children who ate this butter 
developed typhoid, while their parents who had given 
their family fresh butter and themselves had éaten some 
older, slightly rancid, butter from a family parcel, had 
escaped. Incidentally, of these three children, one had 
been inoculated against typhoid and had only a slight 
attack ; of two not immunised, one died and the other 
-had a ‘severe attack.. The actual derivation of the 
infection proved impossible to track down, because of 
the numerous sources of origin and the habit of vendors 


. Lysozyme is a bacteriolytic enzyme also present in egg- 


~ 


' be considerable differences 


and 106 in August. 


the normal avidin-biotin complex by steaming. 
‘apparent that the crux of the question lay in the purity 
of the preparations used (some of the avidin concen- 


Meyer and Laurence. 


at that period of mixing various butters to produce an 
“ average ’’ product for Tetail sale. 

The notifications fell from 446 in.May to 304 in July 
Though the fatality-rate is not 
given, the infection seems to have been clinically severe. 


LYSOZYME, BIOTIN, AND AVIDIN 
Ir seems possible that the studies of Meyer and Laur- 
ence into the relationship between avidin and lysozyme 
may produce some useful results—though not the ones 
expected. Avidin is a protein constituent of egg-white 
which inactivates biotin by forming a complex with it. 


colleagues found that biotin had no effect on the lytic 
. action of their highly purified lysozyme preparations, the 


white, as well as in tears, sputum, and other. secretions, i 


which rapidly lyses certain cocci, notably the test 


organism Micrococcus lysodetkticus.. Meyer! found that. 
avidin preparations possessed lysozyme activity roughly 


proportional to their avidin activity. He found also that 


the bacteriolytic activity of lysozyme was increased 8 to 
250 times by ‘the addition of traces of biotin. Laurence ? 
found that egg-white lysozyme possessed avidin activity, 
while various samples of avidin possessed parallel avidin 
and lysozyme activity. It was suggested that these results 
could be satisfactorily interpreted by regarding lysozyme — 
as an avidin-biotin complex. A previous annotation ? 
mentioned some objections to this view. Thus Woolley 
and Longsworth ^ reported that the iravidin preparations, 
very mych purer than those of Meyer and Laurence, 
possessed no lysozyme activity. There appear also to 
between the molecular 
weights of lysozyme and avidin, though the available 
figures have not been fully confirmed. Furthermore 
Meyer failed to dissociate lysozyme into avidin and 
biotin, although biotin can be readily separated from 
It was 


trates evidently contained only a few per cent. of pure 
avidin) and that judgment would have to be postponed 
until the work had been repeated with comparatively 


: pure avidin and lysozyme. 


This necessary check has now been made by Alderton, 
Lewis, and Fevold,® who cannot confirm the results of 
Using highly purified avidin 
and crystalline lysozyme, as well.as preparations of 
lower purity, they find no stimulation of lysozyme 
activity by» the addition of biotin. Pure lysozyme 
possesses no avidin activity and pure avidin possesses 


magnitude and apparent reproducibility of the effect 
described by Meyer make it impossible to dismiss it as an 
~ error of observation. . 
clearly deserve further investigation. 


' ARTHRITIS APHORISMS ° 


The impurities in Meyer’s ‘biotin . 


IN diScussing common mistakes in the handling of 


patients with ‘arthritic and allied complaints, Comroe,} 
writing from the arthritic clinic of the Hospital of 
Pennsylvania University, complains that doctors com- 


monly treat their arthritic patients without first estab- | 


lishing the diagnosis, while others too often allow con- 
tractures to develop and pains to persist because they 
think only in terms of diagnosis. 
‘patient with joint symptoms should have a complete 
history and physical examination; and the appropriate 
laboratory tests; but this does not mean that affected 
joints should not be splinted or: mild analgesits given 
during the period of study. He goes on to extract a 
‘multitude of lessons from the experience at the clinic, 
, which may be summarised as follows : 


Do not depend too much on the sedimentation-rate in the 
diagnosis of joint disease. This test should be used in 
conjunction with common sense, a carefully taken 
history, 'and a thorough physical examination, blood- 
count, urine analysis, serological test for syphilis, and 
` X-ray films of the involved joint. 

Do not tell the patient that the joint is normal merely becauso 
the X-ray findings are negative. 

It is an orror to diagnose gout frequently in females ; ; 95-980; 
of all gout occurs in males. i 

Other diseases besides local ones may cause pains and aches i in 
joints and muscles. 

Extensive hypertrophic changes in the spine may be found 
without symptoms. ` 

People over 50 nearly all show X-ray signs of degenerative 
joint disease, usually symptomless. 

Do not attribute pains low down in the back to arthritis 
merely because there are hypertrophic changes in the 
lumbar vertebre or sacroiliac region. Backache is most 
commonly due to ligamentous and muscular strain. 
Chronic foot strain often causes pain not'only in the foot 
and lower leg but also in the knee and low back. 

Syphilis may mimic any form of joint disease. 


Conjunctivitis and tenosynovitis are extremely commonly 


no lysozyme activity. Pure lysozyme contains negligible” 


amounts of biotin ; the. quantity found (0-009 part per. 
million) is comparable with that reported by other ' 


workers for quite unrelated purified proteins such as 
insulin, casein, and tobacco'mosaic virus. It appears 


, probable therefore that lysozyme and avidin “have no 
simple biological relationship and that the results 


obtained by Meyer and Laurence were due to the im- 
perfect separation of the two proteins. Both are basic 


. Meyer, K. Science, 1944, 99, 391. 


2 Laurence, W. L. Ibid, p. 393. 3. Lancet, 1944, ii, 216. 
4. Woolley, D. W., Longsworth, L. vA gi nor Chem. 1942, 142, 285. 
evo 
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associated with gonorrheal arthritis. 


There is no specific magic bullet for the treatment of rheuma- 


toid arthritis—certainly not a gold one, and gold may be 
toxic. \ 

Always remember you are treating a human _being and not 
merely a few joints. 

Do not tell the patient with rheumatoid arthritis to go to bed 
for a long period without proper exorcise and massage ; 
if he lies in bed like a/ lump of putty, much harm may 
be done. 


\ 
Physical therapy alone will not cure most cases of arthritis, 


It is easier to prevent a deformity than to correct one. 
If you are a physician do not scorn to learn to apply plaster 
in your cases of arthritis. 
Never manipulate joints that are acutely inflamed. 
No particular form of vitamin deficiency has ever heen shown 
to produce rheumatoid arthritis. 


i. Comroo, B: I.J -Amer med dss. Vow: 17, 1945, p. 392. 
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All bath-water i is buoyant, whether it is in the’ patient’s home 
e orin a high-priced 


spa. 
We do not yet. know the rôle of focal infection i in most cases of 


rheumatoid arthritis. 
. A protracted need for narcotics in a patient with joint symp- 
toms suggests neoplasm. 
Less than 10% of patients with rheumatoid arthritis sho 
ome ‘pregnant ' are relieved of their rheumatoid 
arthritis for more than 4 to 6 weeks after delivery. | 


The injections: of vaccines, sulphur, chaulmoogra oil, foreign 


proteins or the like will not straighten chronically 
deformed ankylosed joints. 


On the whole, Comroe’ s experience with rheumatoid 


- eejo 


patient: that nine cases: out of ten can be definitély 
‘improved. In the United States, as in England, there is 
an urgent. need .of hospital beds for “rheumatic ” 
patients where a well-planned. therapeutic programme 
can be applied without delay. 


ABDOMINAL PAIN IN CHILDHOOD 


“ THERE is probably no more interesting, uncertain, 
or hażardous clinical domain in childhood than acute 
conditions in the abdomen, and pain is the presenting 
symptom, the warning signal that something has gone 
wrong and that it may be serious.” It is this background 
of possible catastrophe that makes every child patient 
with abdominal pain such an urgent problem. In his 
.Teview of abdominal pain in- childhood, of which this was 


the opening sentence, Brennemann 1 included tenderness | 


as an essential part of the story, and he put the majority 


of the more serious abdominal conditions heralded and. 


accompanied by pain into two main categories—those 
due to’ obstruction and those due to infection. Colic 
of infancy he put in a class by itself, pointing out that 


it is probably more frequent in “the breast-fed than in the. 


bottle-fed infant and principally caused either by over- 
feeding. or by the presence of excess of “ gas” -in the 


entary tract, itself either swallowed air or produced . 


by fermentation. Of the obstructions in early life he 
stressed thé importance of intussusception, with often a 
. deceptive calm after the dramatic onset. A’ condition 
less commonly diagnosed, though described by Brenne- 


mann as not rare, is congenital ano-rectal stricture with. 


increasing distension of the abdomen ‘and screaming 
attacks, relieved by a brief course of daily digital 
dilatation. 

In discussing appendicitis, Brenhamann voiced the 
opinion of all children’s physicians who are honest 
with themselves when he wrote: “I still approached ” 


(ie. after all his experience) “the. acutely painful. 
abdomen in a child with more apprehension and a greater, 
feeling of uncertainty than any other domain in child- 


hood.”: He described the pain as only rarely intense 
and the fever as rarely more than a ‘“‘few- degrees.” 
Early residual tenderness at a definite point is important 
and is usually at McBurney’s point, though with a retro- 
coccal appendix it may be higher or more in the flank. 
Rectal examination he regarded as seldom adding any- 


thing to a careful abdominal examination. (This is in con- - 
' . trast to teaching in this country often crystallised in the 
“If 


aphorism attributed to Sir Robert Hutchison : 
-you'll put your finger in the rectum you won’t put your 
foot in it. ”) The diffuse dull pain in the region of the 
umbilicus with some tenderness, occurring in the course 
of upper respiratory throat infections, Brennemann 


that he did not know how to distinguish satisfactorily 


between this condition and appendicitis, adding the. 


warning that more than half of all cases of the lattor are 
eausally related to throat infections. In discussing his 
paper, Joseph Colomb quoted two tips : 
with diaphragmatic pleurisy or pneumonia is too sick 
too soon to have appendicitis ; and (2) a child who is 


1. Brennemann, J. J. Amer. med. Ass. 1945, 127, 691. 


i 
/ 


ABDOMINAL PAIN IN CHILDHOOD | 


the toxzemia resultant on the infection. 


lymphadenitis, but he confessed. 


(1) the patient. 
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conscious and’ not forcibly held, who on deep palpation 
makes no attempt to remove your hand, probably does 
not have a surgical condition of the abdomen—the 
converse is not true.’ 

Abdominal pain. due to food allergy, | according to 
Ratner,* is caused by spasm of smooth muscle,’ by 
weal formation or vascular spasm in the gastro-intestinal 


wall, or by a combination of these factors. He points 


out that skin-tests are not helpful. The satne point is 
made by Blamontier,’ who describes an adult whose 


allergic trouble with mutton appeared to be due to some | 


disintegration product of the meat protein rather than 


to the protein itself, for which skin-tests were negative. 
physician never to promise a cure he, would tell the — 


Ratner makes his diagnbsis rest on careful history-taking, 
on prompt relief from pain after subcutaneous adrenaline 
or oral atropine, and on X-ray observations that the 
suspected article of food will-provoke pylorospasm with 


delayed gastric emptying, and hypertonicity and hyper- 


peristalsis of the intestine. ‘‘The longer I practise 
allergy,” he remarked in discussing his paper later, 
“the more often I make the diagnosis of no allergy 
present.” His treatment, apart from the avoidance of 
foods' to which the child is sensitive, which may not 
always be possible, is to give a wel}cooked diet, on the 


view that coagulated albumins cannot act as allergens. 


It is perhaps fitting to end with Brennemann’s closing 
words: ‘the majority of abdominal pains ` . . have, in 
my experience, been ‘of unknown nature and unknown 
ee ok 4 


AN INDIAN SCOUR E 


- CHOLERA, an epidemic of which is said to have pna 
in Calcutta among the civilian population, has long been | 


a curse of India. It is essentially a water-borne disease, 
and outbreaks usually originate from the contamination 
by carriers of unprotected wells and tanks uged for drink- 
ing purposes. Widespread epidemics ocour in famine 
years through the failure of the monsoon and winter rains, 
with resultant scanty and bad water-supplies both for 
agriculture and for domestic purposes. In India 
epidemic cholera is more particularly associated, in 
normal times, with the movements of millions of pilgrims 


through the densely populated endemic areas. These 


pilgrims acquire the infection and distribute it as they 
go on their way. 
Some personal protection against infection can be 


obtained by prophylactic vaccine inoculation ; but this 


is only temporary, and has to be reinforced by repeated 
inoculation every few months. to, maintain the immunity 
obtained. Equally important in the avoidance of the 


disease is absterition from all uncooked food or unboiléd 


water or milk, and the seclusion of all foodstuffs from the 
attentions of the innumerable flies. Water-supplies, 


‘apart from the more obvibus safeguards against pollu- 
tion, can be' treated with potassium’ permanganate | 


sufficiently to make them pink—a measure which, when 


properly and universally applied in rural areas, is held 


to be a useful check on the spread of the disease. 
Treatment of cholera is directed towards the correction 
of the deficiencies created by it and towards combating 
So far no drug 
can be regarded as exerting a specific action on the cholera 
vibrio. Sir Leonard Rogers based his original treatment 
on an appreciation of the pathology of the disease, and his 
results were very encouraging in that he reduced the 
fatality-rate considerably. The aim is to replace the 
fluid and salts lost in the choleraic diarrhea, to equili- 
briate the body temperature, and to neutralise as far as 
possible the toxins produced by the organisms. Anti- 
cholera units have been greated in India with the 
necessary personnel and equipment ready to proceed to 
the epidemic areas when the disease breaks out. Similar 
units are in existence in the Army in India, and the 


ry Ratner, B. Ibid, D 
3, Blamontier, P. pe mia: March 31, 1945, p. 162. 
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~ recording cases of cancer is under trial. 
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combined efforts of these authorities should suffice to deal 
with any ‘situation that may arise in a disciplined 
European community. . 


arise ; but among these religious and social customs at 
times are formidable. obstacles to the ae he of 
scientific knowledge. 


.. YOUNG: NURSES AN; TUBERCULOSIS WARDS 

; SHORTAGE of nursing staff in some institutions is now 
“go .acute that at least one isolation hospital—which 
includes 4 sanatorium of 36 beds—is frankly advertising 
in the nursing press 1 for girls of 146 and over. We have 
heard of more than one case in which girls of 16, and even 


of '15, were put straight into tuberculosis wards an 
‘rapidly acquired the disease. 
_ legislation to prevent girls of this age from entering the 


- Unfortunately there is no 


nursing service, though formerly hospitals customarily 
refused to accept them below the age of 173 or 18. | Last 
year the Ministry of Health advised hospitals on the 
protection of girls undertaking to nurse ‘tuberculous | 
` patients.2 Good arrangements were described for routine 
examination, including chest radiography, and it was 


suggested—but not required—that “a Mantoux test 


(or similar tuberculin test) should be inéluded.” 
Reports still reach us,. however, of newly accepted 
tuberculosis nurses examined neither by Mantoux test 
nor X rays, taught no precautions whatever before being 
sent into the wards, left unprovided with masks though 
exposed to heavy infection (perhaps from ill-disciplined 


patients in 4 late stage of tubercle), and snubbed or 


neglected when their own first symptoms appear. 
‘Contrasted with this is the practice in good sanatoriums 
where supervision of nurses is‘ thorough and responsible, 
and gives: gratifying results, as a,.recent contribution | 
to our columns shows.. `, 

If, in the present nursing crisis, it is epeally impossible 
‘to enforce rejection of very young or vulnerable candi- 
dates, the Ministry should ensure that they are supervised — 


_ and instructed in such a way that they. are not exposed | 


to unnecessary risk.:. If they take the. infection despite 
such precautions, early diagnosis should make it possible 


to restore them to full health. Any lower order of care. 


than this cannot be justified. - 


CANCER RECORDS IN CONNECTICUT 

THE methods adopted by the Department of Health in 
the State of Connecticut to facilitate cancer research 
‘and encourage early treatment deserve study in this 
country, particularly now when our new system of 
Eleanor J. 
Macdonald,‘ the research statistician, discusses the sur- 
vival-rates of people with proved cancer and explains 


how the figures are obtained. A special effort was made 
_to get a follow-up of all cases of cancer treated in Con- 


necticut since 1935, with the result that many cases of 
proved cancer were found to be alive and well. It is 
believed that the records of these patients can be used to 
teach. the general public that cancer is an ordinary 
disease, dangerous but curable, about which they should 
‘know enough to seek medical advice if they need it. _ 


Miss Macdonald’s paper, one of several similar publica- 


. tions, may be regarded as cancer propaganda of a simple 
She points out that the crude 
- death-rate from cancer is fairly constant, showing how 
much remains to be done, but the divergence between 
the primary hospital admission-rate for cancer and the 
cancer death-rate is getting steadily wider. In the past 
the number of deaths from cancer and the number of 
‘ patients admitted to hospitat suffering from cancer were 
e the same in any One year, so, although 
|. Nursing Times, April 7 and 1 } 
2: Circular 33/44, See aA iosa i, 456. 


3. Edwards, P. W.. Penman, A. C. Lancet, April 7, p. 429. 
4. Connecticut Health Bulletin, N ovember, 1944. 
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In dealing with the more back- - 
ward and uneducated Indian inhabitants of the densely. - 
populated: ‘endemic areas problems too numerous to assess _ 


- names of 73, 646 doctors, more than ever before. 


patients dying were in most cases not those first recorded 
that year, it seemed that practically all cases of proved 
cancer died of that disease. Now for a number of years 
considerably more: patients have been admitted for 


cancer but the death-rate has not risen, an indication that . 


an increasing number of: the cases treated are either 
cured or have their life much prolonged.* Early, treat- 


ment remains the obvious method .of increasing the 


‘survival-rate, and. only by the collaboration. of everyone | 


concerned, whether in diagnosis, treatment, or education, 
can awareness of the symptoms of cancer be inculeated 


_ without frightening the individual. 


The Connecticut system might well be adapted’ to meet f 


the needs of the Regional Cancer Organisation now di 


taking shape in Britain. Beginning at the periphery, 
small meetings and discussion groups, often taught by 
the local doctor, obtain the interest of lecturer and lis- 


tener, and this leads to earlier diagnosis. Special clinics- 


in local hospitals, where points are: allotted. on which 
claims for payment for the investigation of patients 
suspected of cancer may be made, form the next link in 
the chain. Treatment in central hospitals which provide 


the most modern specialised methods gives to all proved | 


cases the best possible chance of cure; and finally a 
careful.system of follow-up and aftercare provides data 
for research and ensures that no te iy merely, 
from lack of skilled attention. 


STUDENTS AS RELIEF WORKERS 


_ Last week 95 senior medical students left London for 
Belsen camp, where in teams of 12, under the guidance of 
experts from the Ministry of Health and the, Ministry of 
Food, they will help in the treatment of the etarving. The 
students, who volunteered in response to an appeal from 


the Ministry of Health, are drawn from the following 


‘London’ medical schools: St. Bartholomew's, Guy’s, 
King’s College Hospital, London, St. Mary’s, Middlesex, 
St. Thomas’ s, University College Hospital, 4nd West- 
‘minster. They are wearing a khaki uniform: with 


the shoulder flashes of the Red Cross and St. John: 


Ambulance, under whose auspices they are travelling. At 


Belsen there are already six civilian: teams in action, five ` 


manned by members of the Red Cross and St. John and 


the sixth by Friends. Eaeh team of 12 men and women 
is self-supporting, with its own cooking and washing 
apparatus, stores, and equipment, and to each is attached 
_ two ambulances, two trucks, and a 3-ton lorry.’ = 


“TH E MEDICAL REGISTER 


‘Tas Medical Register for.1945 appears at a time when 
doctors and patients are planning the future health 
services of the country. It sets out clearly the resources 
‘that are available. At the end of 1944 it contained the 
But the 
number of new names added during the year. was‘ only 
2971 as against 3532 in 1943. The number of registra- 
tions in Scotland remained steady, and the number of 

“colonials ” increased, but in England’ registrations 


fell by over 300 to 1196 and in Ireland by. just under. 


100 to 307. The rest of the decrease is' accounted for 
by a fall in foréign registrations of over 309. During the 
war the intake of medical students has been rationed, 


and in answer to a parliamentary question Mr. Willink: 


stated last week that the number of students entering the 
medical schools last autumn was the same as in 1943. 

A rise in the number of new registrations is therefore 
not to be expected in the first post-war years. - 


' Dr. STEPHEN TAYLOR has been adopted as Labour candidate 
for Barnet and Dr. W. B. J. PEMBERTON as. Liberal Nations? 
candidate for West Bermondsey. ` 


-' THE Tuberculosis Association will meet at 26, Portland 
Place, London, W1, on Friday, May 11, at 3.30 Pm, when Dr. 


M. H. Logg and Dr. J osephine Barnes will open A qisoussion: on, 


Pern and tuberculosis, — 
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THE RETURNED PRISONER-OF-WAR 


he ed co O. PETHER, MD LOND., MROP 
| MAJOR RAMO; MEDIĊAL SPECIALIST 


In the next few years we shall be obliged to consider | 


the medical and social treatment of repatriated prisoners- 
of-war, both military and civil, and some recollections of 
a civilian internment camp in 1914-18 may be helpful. 
The camp in question was a few miles from Berlin and 
housed British civilians and a few of other nationality. 
` War-prisoners are likely to show many of the reactions 
found in criminals imprisoned by the State. This was 
certainly true of the British civilians interned in Germany. 
After his arrest—itself a,somewhat alarming process in 
an ehemy ‘country—the prisoner will feel anger, resent- 
ment, and apprehension, though later on the ‘fact that 
he has escaped worse things may modify such feelings. 
Though the motives for his detention are political, a 
prisoner-of-war has diffculty in escaping a sense of 
“humiliation: due to his domination 
Experienced observers say that even the best troops, if 
held captive very long, are thus made useless in action 
for some time after release, since they bow too readily 
to the will of their opponents. To a civilian the disci- 
. pline of camp life, even if light, will appear objectionable, 
and remind him forcibly: of the decline of his status. 
Other circumstances will contribute to this degradation. 
His quarters may be squalid and crowded ; he lines up 
for. exerything he wants. - He may be short of adequate 


washing facilities, and one may see even a professor of 


philosophy, . waiting in a latrine queue behind twenty 
other men, weeping under his humiliation. To these 
stresses are added those of living in close contact with 
uncongenial eompanions, and probably before long the 
discomfort of intense cold and progressive weakness and 
colic from poor and: inadequate food. 


IMMEDIATE REACTIONS TO IMPRISONMENT 


Many civilian prisoners in Germany were weak from 
shortacs of food early in 1915, quite two years before 
any general scarcity affected the country. Some were 
accommodated in stables 11 ft. square in which six men 
_ lived, ate, and slept; a candle was the only light and 
heating was. negligible. To conserve warmth and 
strength many huddled down on the straw between 
meals, while others slept only to forget. Later con- 
. ditions improved, parcels arrived from home, and with 


returning strength came a greater capacity to face the 


trials of the day. But the progressive reduction in the 
quality and quantity of the official rations made itself 
felt. Bread made partly from bran, straw, and potatoes 
: often caused pain and diarrhoea, and the bread sent from 
Switzerland by the Red Cross might be six weeks on the 
way. - Though full of mould it had to be eaten, no other 
being available. Digestive and other ailments were 
thus common and persisted after release. The very old 
and the very young seemed to suffer most from ab- 
dominal symptoms.: Neurotics complain of pain but 
pain leads to-neurosis. 

The personal. problems of many ~ were difficult or 
insoluble. 
friends and relations in the enemy’s camp and in his own. 
Business men often had interests in many different 
countries and faced disaster whatever the issue of the war. 

German ‘opinion and the feeling of -.the prisoners 
suggested that a long war was~unlikely. For this 
reason little was done at first to organise resistance to 
the noxious influences to which the prisonérs were 
exposed. But as time passed this optimism gave way'to 
a more grim outlook and comparisons were made with 
the Napoleonic wars. Rumours of exchange filled the 
air. at irregular intervals, but negotiations, which 
authority would more mercifully have kept secret, 
invariably came to nothing, general exchange being 
refused by the British Government. Cut off from any 
active participation in his country’s war, the prisoner 
would only console himself with the fact that he in- 
directly detained about ten Germans in England. His 
other contributions to the war effort were forms. of 
sabotage. iIt gave him pleasure to collect his ration of 
bread, on it, and burn it secretly to help the blockade. 


\ 


y the enemy. 


l ‘Ingenious persons: stole. electric current: by tapping the 


wires so as to read under their blankets.at. oe Others 
_ stole coal, lump by lump and day after day. A few 
attempted escape, but rarely with success. As time. 


. passed memory of the outer world weakened and the 


strength of communal life increased. 

Despite the crowded and uncomfortable quarters, 
each man. contrived to surround himself with a few 
treasured possessions, to remind him of the. ties linking 
him with some place of comfort and sanity, and to 
protect him somewhat from the irritations around him. 
Books were slowly acquired, various forms of instruction 
were organised, and musical and dramatic entertainment 


. was arranged. Games and sports were an agreeable 


for the 
egan to 


diversion, but at times there was too little ener 
more strenuous activities.. The far-sighted 


` plan so as to derive some profit from their circumstances 


and to lesson the injury to their. careers. But in such 
conditions useful mental work was difficult, particularly 
when the winter drove men indoors.. Some attempted. 
too much and broke down, some did nothing and 
degenerated, most tried to keep within their capacity - 
and slowed down if they felt too much strain. ` 

The attitude of the Germans varied with their fortunes. 


When victory followed -victory they bullied and were 


arrogant. In times of defeat they were quieter and 
more moderate. Those who had travelled. were con- 
spicuously more agreeable than the.rest. Some of the- 
prisoners were only technically British ; many had been 
born in Germany so that a good Berliner named Brown 
might argue hotly with that fine old Englishman, 
Schwartz. | Friction was thus common and it was 


l aggravated: by. the certainty that among the prisoners 


It was common for a prisoner to have - 


— 


were German secret agents, though none was positively 
identified. Some of the prisoners had committed 
indiscretions which if discovered might bring them in 
front of a firing-squad: Some were doubtless agents in 
our service. Now and again soldiers took a man from - 
his bed in the small hours and he was never seen again. 


Thus quite a few slept uneasily throughout the war.. 


. It was in some ways unfertunate that civilian. prisoners 


were not obliged to work. Release could be obtained if 


one offered to work outside the camp, but this was 


went. 


. generally. condemned | as helping the enemy; and few 


MISERY OF LONG CONFINEMENT ` 


' In the autumn the swallows flew away to remind one 
of man’s inhumanity to man. In the spring they 
returned but still the war went on. As time passed 
eccentricities of behaviour and morality appeared among 
the prisoners. Suddenly developing and frank insanity 
caused many to be sent to asylums and some to be 
repatriated. Such upsets seemed particularly to affect 
the younger men. few killed themselves. Irri- 
tability increased and long friendships were suddenly and 
violently ‘broken beyond repair, often for trivial reasons. 
Liquor of bad quality, from which an officer on the staff 
derived some profit, was freely sold and made matters 
worse. For reasons of high policy various concessions 
were made and then suddenly withdrawn. Walks of 


two hours’ duration were arranged, each prisoner to have 


24 walks each year. This concession was cancelled so 
that in four years most of the prisoners were never out- 
side a space about 600 yards long and 200 yards wide. 
Into this were crowded 4000 men. 

By the winter of 1916-17 even the more resolute or 
those with the greatest resources seemed to be feeling 
the strain. Despite the measures taken by the Red 
Cross six weeks might pass without any parcels arriving, 
particularly during large troop movements. Thus no- 
one could ever be certain whether it was wise to touch 
his reserves, or go without until the morrow. From this 
a scheming and calculating habit developed and became 
ingrained. 

_ The winter was dreaded more and more. The gloom 
of the stables and lofts where most had to live. was 
increasingly depressing. It became apparent that many 
were steadily losing ground, both physically and men- 
tally. Insanity was commonly discussed, and it was 
unpleasant to notice one’s friends watching one in a 
curious way and to realise that one had repeated a 
question three times after being answered. Some failed 
to answer when addressed, brooding and introspection 
meyine: possessed them too long. Further depression 


a 


J 


~ violence. 


first time in four years. 
of ordered ‘and inevitable monotony into a world gone 


‘mad. 


some years after the war. 


~ either to themselves or to other people. 
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- THE RETURNED PRISONER-OF-WAR 


| Day 5, 1945 


~a 


: and great weakness followed the influenza epidemic in 


1918 but the mortality was: curiously low—only one 
death in 1200 cases. 

With their rapid advance in March, 1918, the spirits 
of the Germans rose a little, but there were "indications 


that defeatism and subversive ideas weré spreading. 


After Ludendorff’s black day, the pins began to move 
across the map from left to right and with this the 


' long pent-up feelings of the prisoners found expression.. 


The hatred felt for the enemy, the memory of hardship, 
and hope of release. crowded together in the mind. 
With the successive hammer blows in the west and 
successive peace feelers came evidence of increasin 

social instability in Germany itself. 
that the mob from the nearby town would rush the camp, 
seize the food, and perhaps do violence to the prisoners. 


-~ Unarmed, the prisoners had on several occasions retired — 


to their quarters before machine-guns ‘and bayonets used 
to overawe them. The situation seemed bleak. 
But with the revolution—surely the most orderly in 
history—it became clear that they would not suffer 
When the revolutionaries took control they 
indicated their wish to work out a new way of life for 
their country. Prisoners were allowed out on pass and 
many thus saw that strange creature, woman, for the 
And they came from a setting 


The period of confusion which followed the armistice 
did not greatly affect the prisoners. Soon afterwards 
they were sent home, and, on the journey to the coast, 
had a passable meal with more meat than they had seen 
for a year. (In the last eighteen months the ration had 
been about the quantity foung on a man’s thumb, once 
a week.) 


SS RELEASE FROM CAPTIVITY ~ 


The sensation of moving as free men was strange and 
alarming. For so long had the barbed wire confined 


. them that many felt uncertain of themselves if they 


went more than a short distance from home. Those 
whose homes had gone had an even greater feeling of 
insecurity. Attacks of agarophobia troubled many for 
Others had a subconscious 
fear of policemen or admitted a desire to carry arms as 


a safeguard against some vaguely apprehended danger. 
From moving gradually further and further from his 


base, and finding ‘that he was not apprehended or 
attacked, an ex-prisoner gradually regained confidence. 
After a time he would roam for miles, coming back 
exhausted and completely happy. ~ 

It is doubtful if many could explain their eccentricities 
Some of the 
younger men, while still in this difficult stage of adapta- 
tion, were sent by their parents into businesses or educa- 
tional institutions, in which they inevitably made a-poor 
showing. Family . friction resulted and there were 
other causes for this. Many who had come from 
Germany conversed easily about matters of importance 
to Oentral Europe, culled from the German press. 
Astonished and perplexed relatives were enlightened 
about complex frontier problems in places hitherto 


oa unknown, while the returned prisoner was regaled with 


stories of ration cards, Zeppelin raids, and the sale of 
work at the vicarage. To médke the situation more 


difficult he found that the war experiences of his few 


surviving men friends were quite unlike his own. And 
curiously enough his cousin, who had been in the gunners 


at the front, knew nothing about the Russian advance 


‘It was rumoured 


on Lemberg. So the ex-prisoner felt cut off from his , 


race and generation, an object of mild pity, or even of 
indifference or contempt. The more sensitive were 
humiliated by the thought that they had been unable to 
fight for their country. 

The youngest men were untrained to any profitable 
activity and in the shelter of a camp had not developed 
the drive and aggressiveness which many Service men 
had acquired: Rather did their experience make them 
feel unable to face the rough and tumble and lead them 
to choose a setting, as in institutional life, where they 
could feel some protection, comradeship, and sympathy. 

In the sphere of sex relationships difficulties arose 
from exaggerated feelings of fear and guilt one 
from the BLAAS of: ‘prison life. 


i R 
ke a \ 
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The physical condition of many was very poor indeed. 
Attempts to eat ordinary food caused violent upsets and ' 
some,could not eat anything but bread and butter for 
weeks after returning home. The bowels acted freely 
on the slightest provocation. Grave organic disease was - 
sometimes masked 
release by the irritation and other symptome ‘caused by 
bad food. 

The official, machinery devised for dealing with 
returned prisoners was clumsy, cruel, and even dishonest. 
Within a short time of their return many prisoners were 
being pressed to repay the Government the paltry sums 
advanced to help them survive. 
that this is again being done in this war. Civilians were 
excluded from the scheme of training grants which 
benefited ex-Service men. In the sphere of medicine 


there was no scheme of any kind. For years after the | 


war many civilians, broken in health and vainly trying 
to recover their reparations, were a burden to themselves 
and their relatives. The indifference of.the Government 
tothese matters caused bitter resentment. Many public 
men in Church and State had promised their interest Loney 
support, but few fulfilled their promises. The Red 

Cross and peice organisations | gave what help they 


could. 


These ` facts explain the persistence of certain 
phenomena in the returned prisoner: Though he has 
been in the power of his enemy, against whom most of 
his resentment is directed, the ex-prisoner easily transfers 


.this resentment to any persons or organisations who 


seem to have contributed to his misfortune. 
thus justification for stressing the feeling of betrayal and 


~ abandonment which, in the last twenty-five years, have 
been felt by many of our nationals in foreign countries. 


The policy of the Foreign Office, they say, was ‘‘ English- 


. men last,” and where prisoners are concerned any 


suspicion that the country is indifferent to. their fate will - 
engender much bitterness. 


In the treatment of returned. prisoners a rigid and . 


automatic machinery is vindesirable, but medical, 
educational, and social aid should be at their disposal. 
The aim must be to build up the patient’s confidence 
and, strength, deal with any discoverable disease, and. 
make him feel once again that he “ belongs.” This will 
be facilitated by rejecting any suggestion that. it is 
shameful to be a prisoner-of-war, or that if he had really 


tried he could have escaped. The prisoner will require ~ 


of his womenfolk more than usual insight and intelligence. 
He is likely to be afraid.of them and to conceal his 
vaguely apprehended fears of other things, lest he be. 
branded inept both in love and in war. The terrors of 
the field of battle may seem no more real in after years 
than the dull misery of the soup queue waiting in the 
snow on a dark and windy nig t. 


SUMMARY 


EN ET both civil and military, like criminals 
ünder restraint are exposed to conditions which induce 
humiliation.. - 
- Feeding, ccommodation, and medical treatment are 
likely to be poor, sd a prisoner’s capacity for resistance is 
lessened. His physical and mental health is likely to be | 
impaired both during and after his captivity. 

Since the reasons for their. detention are political, 
prisoners-of-war will feel they have suffered for their 
country. Some official recognition of this fact is 
expected and should be given. 

The machinery for dealing with the civilian prisoners- 
of-war of 1914-18 after their release was inadequate and 
its direction mean and çlumsy. 

_ Their problems can only be solved by medical measures 
associated with political action. : 
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There is — 


y 


s 4 


a es ee ee eee o Me pone - = == 


—- - —_ 


trying; its repeated drone was eerie and uncanny, and 
made you think, ‘‘I may not be lucky this time.” 
When the rocket fell I was. standing in my dressing- 


gown, and it took me four or five minutes, at the most, 


to get some clothes on and slip downstairs. There wasn’t 
the slightest sign of pandemonium or even excitement. 
People were. walking about calmly and looked almost 


~,unmoved. The pavements and streets were littered with 


glass fragments, and 'I crunched along through them 
towards the incident. I walked, for I remembered a 


policgman telling me, in my student days, ‘My boy, - 


never run to an accident, you’ll be out of breath when 
you get there and be no good.” Buses and taxis were 
driving unconcernedly over the glass, and the traffic was 
continuing as before. I even noticed the newspaper 
man at the corner sweeping the glass off the pavement 
into the gutter in a-matter of fact sort of way. The 
windows and their frames lay shattered and tumbled in, 
and I expected to see scores of people with jagged 
lacerations. But I never saw a single person cut. 

- Fire-engine and ambulance bells were clanging as 
they dashed towards the scene of the incident. I was 
one of the first, and certainly seemed to be the only 
doctor, on the spot. But an incident officer was already 
there, and several ambulances were gathering the injured. 


Quite calmly, with a loud speaker, the officer was- 
It struck me | 


ordering the public away from the scene. 
at the time that a loud speaker might with advantage 
be attached -to all accident ambulances in future. I 
reported to the officer, and as I looked around where to 
attend I noticed people—even little children—picking 


up bits of the rocket as souvenirs. The rocket had fallen - 


in an area where enormous casualties might have been 
expected; but there were very few. Certainly no 
obvious dead. were lying about, and it is no secret that 
only 3 people subsequently died from injuries received. 

I went across to an ambulance where one of the mjured 
was apparently in poor condition. It was an American 
amb ce. 
Time and again I have seen them first on the scene and 


lending a.hand.) There was no red tape about getting — 
. permission and, so-on to attend. The man in the 


ambulance happened: to be a soldier; his face was 
slate grey, with parted agonal lips, and his hands hung 
limply over the side. They felt icily cold and with no 


pulse. His trousers were soaked in blood, and as one. 


ripped them open with a jack knife it became clear that 
the blood was coming from a relatively small wound over 
the common femoral artery. The bleeding was now 
only a slight trickle. Obviously he needed blood 
urgently—very urgently ; life was a matter of minutes. 


There was very little I could do; one couldn’t even tip : 


the stretcher into the Trendelenburg position, and I 


always. think that important in such an emergency. I- 


sent him off in the ambulance, and later heard that he 
died on the way. Then I attended to a young airman 
with a fragment through his tibia ; his pulse was quite 


-slow, he was utterly calm, smoking a cigaretté, even 


grinning, and not at all worried by it. Near him a little 
dead bird lay on the ground. It caught my eyeas I ban: 
daged his leg—just one of the innocent caught up in war. 

By now § or 8 other injured were being attended to, 
there was a ring of ambulances, and the whole incident 


i 
‘ 


(How remarkable these Americans are! | 


[may 5, 1945 573 


was well organised.’ I was struck by the fact that only 
one girl needed attention because of fainting; and in 
her case it was reasbnable, for she had seen her young 
man rather severely injured. The bomb had struck a 


‘large water pipe, and water was pouring forth into the 


gutters, but within this short time a’ man had arrived 
with a large key. to turn off the water.. The NFS men 
were there in full force searching the neighbouring build- 
ings for injured; the military police, with an officer in 
charge, had taken up their position; and wardens were 
receiving instructions from the incident officer. Within 
15 minutes of the incident there was thus a fully estab- 
lished organisation which told relatives and other 


inquirers the names of the injured taken to hospital, 


and broadcast information oy what to do if you were 
bombed out and how to.stake claims for bomb damage. 
Two hours later, when I came back again, workmen were 


‘hard at work removing remnants of glass from the 
windows and cardboarding the gaps, the pavements bad’ 


been swept, antl there was order. The bomb crater 
had been drained“dry, and what’s more, passers-by with 
morbid curiosity could even have a look at it—rather a 
good thing that, because they could see that it wasn’t 
quite as horrible as they had pictured it. . i. 


I must.say. I felt there was room for improvement — 


as regards surgical first-aid. There is not much point in 
rushing a man into an ambulance, only to deliver him 


dead at the other‘end. With a shocked patient ‘‘ thin. 


partitions do death and life divide ” ;` a rush journey will 
killhim. Surely accident ambulances should be equipped 
with a blood-bank or plasma that could be used on the 
spot and transfusion continued on the journey te hospital. 
The American orderly wasn’t far wrong when he said 
as we were attending the man with the femoral artery 
injury, ‘‘ Say Doc, if we had some plasma we could 
sure. do this man some good.” In 1945 death from 
heemorrhage from a limb vessel should be avoided. But 
in this war we doctors have been teaching more and 
more, ‘‘ get the patient to hospital.” That is usually 


good advice, but this incident seemed to suggest that 
there is much to be said for the American custom of . 


having a doctor attached to the accident ambulance. 
Then, our ambulances need redesigning. One should be 


— 


able to tip the stretcher into the Trendelenburg position, ` 


warm the patient electrically, and even do a tracheo- 


tomy; the Birmingham Accident Hospital have set 
& fine lead in. such ambulance design. Our ambulances 
don’t even carry sterile dressings ; it would be the easiest 
thing to have large dressings in ‘ Cellophane ’ ready to be 


-used as required. Those stupid little gauze bandages, 
almost from Crimea days, seem to be about the only 


equipmeht. Lastly, te get to the bleeding point the 
clothes need to be ripped up, and that needs a jolly good 
pair of scissors. These are very scarce and the usual 
dressing scissors is a poor thing. One /fireman handed 
me such a pair, and he was obviously a wise fellow, far 
he had attached a long piece of string to- them which 


was tied to his wrist and ensured that the scissors were * 


returned to the owner. 

Eai * * . * gee p 

_ It is nice after 3 years of tent-dwelling to sink back 
comfortably into this splendid convent school in the best 
end of Belgium. It has been cleared of little girls, but 
the bonnes soeurs still inhabit that portion beyond the 
pale. We see them from our upper windows walking 
decorously round their herb garden’ on fine evenings. 


Reliable observers report that some of them ‘have been 


seen to do so backwards—presumably to expiate some 
venial sin. Our only official contact is in the kitchen 
which we share with them. They are good and imagin- 
ative cooks, and it is thought that any student of the 


marché noir might learn something to his advantage were | 


he to compile the dossier .of the delicacies which arrive 
daily at their back door. 


t 


The only real ripple on the placid waters of our extra- - 


professional life has been the ghost. At the end of our 
first month here the night staff started to.see it; and 


then to describe it—‘‘ An unhappy girl of 14 with pig- . 
.’—until alarm and. 


tails, who just looks at you.. 
despondency reached the level at which something had 
to be done. 
padre to exorcise it; and those of us who only knew the 
ceremony of Bell, Book, and Candle through the adven- 
tures of the jackdaw of Rheims settled back in happy 


Inspiration led the CO to request our RC. 
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expectation. The Father bustled round interviewing 
eye-witnesses to satisfy the statutory requirements, but 
we soon began to hear with regret that this evidence was 
proving insufficient. The medical specialist’ thereupon 


took it:on himself to ensure that a convincing case should ’ 


be presented. His sudden unusual activity.and known 
predilection for whimsy however apparently sowed the 
seeds of doubt in the good Father’s mind, and ae 
turely, as we thought, the party was called off. It may 
not have been judgment from the ‘ highest level,” but 
the medical specialist did leave us for the Burma Road 
shortly after. Also the ghost has not been seen again. 
We have an extensive garden, and everywhere there is 


cherry blossom. This has served as the basis for a. 


scientific test for the Arrival of spring in Belgium which 
deserves wider publicity. The -scent of the blossom is 
titrated against that of the haman manure with which 
the inhabitants so liberally cover their country at this 
time of the year, and. when the former just covers the 
latter—-spring is here. - It is quite a shatp end-point. : 
We hope that the Powers will allow us to stay here for 
a bit, for it would seem from those returning from the 
l forward areas that life in the occupying army, is unlikely 


to be a really restful experience for sonte Hume Toe come. — 


$ * * 
_ ** Someone,” èrclaimed a Lancashire worthy, “ ‘ some- 
one ought to be summonsed.” At any rate, the medical 


advisers to the War House have much to answer for. 
Here are hundreds of soldiers who have been abroad for 


24 years. They have been magnanimously granted: a 
week’s leave.’ No grousing about that, but this is the 
point: the dates on which the chaps go home have been 
decided by ballot. Could anything be more fantastic ? 
- A schoolboy at puberty would have displayed a more 


realistic acquaintance with elementary physiology.’ 


Short leave for. a soldier is a matter in which his wife is 
directly concerned. Already. the wives’ letters are 
arriving in which/ disappointment is expressed over 


leave dates, and their disappointment will later give’ 


place to frustration. Unless it is the "Government’s 
avowed intention to keep the birth-rate down, an order 
‘is urgently necessary which would permit a soldier to 
defer his leave for a number of days, thus safeguarding 
marital repens during an all too ‘brief reunion. 
* 

The Greek mother had eid her child ‘from the 
village over the mountains, five hours away, and in the 
middle of the morning she knocked at my door and 
asked if I would see her. I went outside and saw her 
lying on the ground—pale, frightened, thin, and obvi- 
ously very ill. Over one leg was a filthy rag, round 
which the flies were buzzing. Taking it off, I saw what 

_ remained of her leg—a horrible sight that made me wince, 
when horrible sights were common. The whole foot and 
pa of the leg had gone, and the bones extruded from 

a gangrenous and septic mass of tissue. How had it 
happened ? Ten days before, from a snake-bite; the 


usual ineffective treatment had been given—some leaf _ 


or other put over it, or perhaps an onion—and only 


`. now had. it been considered serious enough to bring to — 


me. I could not restrain-my. anger with the parents, 

‘but we did the only thing possible to save her life—an 
amputation. In due course she got over it, but she was 
taken away from the hospital before she was really healed. 
I had moments of great doubt before we operated, and 
I still have. 
creature back into a community where wives are sought 
for their ability to carry out all the hard work that has to be 
done if the family is to survive in a land desperately poor 
and ravaged by the enemy ; where poverty is so extreme 
that it is a question of survival of the fittest ; where no-one 
. can be supported all their life as a burden; and where there 

' are none of the compensatory outlets for energy and inter- 
ests which make a cripple’s lot in Poglang bearable ? 

l * * 

‘Examining a man who is eine to Germany as a 
catering expert, I found out how he cooked greens: 
‘* Always start in cold water with the lid off.” ~He has been 
cook at various hospitals, including one for children, and is 
proud of his efforts to protect his clients from faddists, 
thereby saving food ; for he is sure nobody would eat vege- 

_ tables cooked as the Ministry of Food recommends. Un- 
_ fortunately I could find no reason for marking him unfit, 
and I can only hope he is going to cook for Germans. 


‘Was it the best thing to send this poor: 
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Parliament _ 


ON. THE FLOOR OF THE HOUSE, 
: MEDICUS MP ` 


IN former days of peace the opening of the Budget 
was usually a first-class political occasion. , In time of 
war, Bddgets follow circumstance, and MPs are in the 
grip of events: we do what we must, and that is why 
it is so much, easier for parties with different policies to 


— 


agree 

"Budget day 1945 was very quiet. "Someone said there 
was no more excitement than at a mothers’ meeting. 
This despite the fact that the Chancellor of the Exchequer 
was, for the first time in the war, able to indicate 
a substantial probable fall in expenditure. The fact that 
there is to be another Budget in the autumn does not. 
indicate the likelihood of many concessions in the way 
of tax reduction. It only underlines the fact that there 
are so many unknown factors at present that exact 
estimates are not possible. That there will be tax: 


reduction sometime is likely ; ; but when and how is 


another màtter. 

The condition of Europe revealed by the gritá unveiling 
process of the advance of ařmoured columns shows a 
condition of ‚physical. destruction and (in respect of 
some commodities) destitution which threatens not 
only European but world economic ofder. The march | 
out of Germany of the'many hundreds of. thousands of 
slave workers, deportees, and war prisoners is throwing 
ery 
and a very severe strain on immediately necessary 
supply. And the revolution has not yet reached its end. 

The clamour to reduce the rations of German prisoners, 
which arises from the spectacle of food shor 
civilians, is a very natural but unthinking reaction. To 
give way to this clamour—which the Secretary of State 
for War shows no signs of doing—would be to increase 


the general depreciation and to abandon one of the last | 


remnants of international organisation, the Geneva 
Red Cross Convention, which is the safeguard that has 
stood between our own British prisoners-of-war and the 
horrors of the Nazi concentration camps. | 

The House had a nasty jar when the Minister of Fuel . 
and Power announced the ‘severe restrictions on fuel 


. consumption which have to be imposed. Here is another 


“ Europe. 


scarcity and restriction which links us to continental 
And politically the older. parties—Labour, 
Conservative, and Liberal alike—had a shock when the 
6000, majority for a Commonwealth candidature at 
Chelmsford. followed the victory recently of a Scottish 
Nationalist at Motherwell. It is clear the country wants 
a new deal. The oscillation of opinion at by-elections 
is always greater than at a General Election. But 
the new House, when it is n elected, will Bave many new 
faces. te d l 


_ FROM THE PRESS (GALLERY | 
Negotiations on a National Health Service 
ON the motiorn. for the adjournment, Dr. EDITE 


_ SUMMERSKILL raised the question of the discussions about 
the National Health -Service which had taken place , 


since the parliamentary debates on the white-paper. 
The principles of the ‘white-paper had been very care- 
fully discussed. before it was presented. 


ment should produce another white-paper so that the 
House could discuss it. A document marked “ not for 
publication ” had been circulated to over 70,000 doctors. 
The time had come when she felt able to reveal the 
contents of the document, because newspapers, medical 

ublications, and leaflets of all kinds had' been pub- 
dished giving details not only to doctors but to the public. 


-It revealed a complete change in the attitude of the 


Government towards the new health services. In 
regard to the health centres, for example, it was sug- 
gested in. the new proposals that there should be only a 


few experimental health centres, that the local authori- - 


ties should have no clinical supervision, that ‘the doctors 
should go and work there but their work would not .be 
supervised, that the only contact between the doctor 


and the local authority would be that of landlord and 


tenant. The employment of doctors on a full salaried 


t 
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‘If it was 
. intended to change those principles, then the Govèrn- 
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basis : in. health. centres, ‘to. which some had looked 


forward, had all gone. ‘There was a suggestion that . 


there would he some part-time service, but otherwise 
doctors ‘were to be paid on a per-capita basis. The 
document could be summed up by saying that instead 
of the great reform welcomed last year the Minister was 
_ proposing to the BMA that they should have an extension 
of what was known as the panel system. The Minister 
of Health had said: ‘I cannot tell the House what 
proposals there are, when there are as yet no proposals.”’ 
Yet in the first paragraph of its document the BMA 
. council spoke of “an administrative structure put for- 
ward by the Minister as a possible alternative to that 
outlined in the white-paper. They are proposals which 
the Minister will be willing to pui to his colleagues as 
soon as he knows whether they commend themselyes to 
ine medical prófession.? Was the Minister repudiating 

Mr. H. GRINSTEAD could not understand why the 
Minister’s negotiations should be stigmatised as im- 


proper or subversive of the authority of the House. 


Those who' wanted to-see a National Health Service 
brought into operation should surely be grateful to him 
for having undertaken these long and difficult negotia- 
tions to try and make the proposals more acceptable to the 
House as á whole. Dr. Summerskill had regretted the 
disappearance of the salaried doctor, but those on the 
opposite ‘side of the House regarded the civil-servant 
doctor as one of the big flaws in the original proposals. 
They did not want to see the doctor in the Civil Service 
or the patient ‘in the pigeon-hole. The House was in no 
way-committed, to the white-paper by the simple terms 
of the resolution passed in March last year, and it was.a 
. travesty of the fact to present these changes as defying 
the decision to which the House then came., — ` 

- Mr. S. STOREY said that Dr. Summerskill had put a 
most mischievous: view of the situation before the 
House. : The | Minister had taken the common-sense 
course to’ improve the white-paper proposals. If sound 
proposals were wanted they must let those who could’ 
offer constructive criticism get round the table and 
‘discuss the matter with the Minister. - an EEI 

Mr. WILLINK, Minister of Health, in his reply, asserted, 
that no member of the medical profession had disclosed 
to him the document to which Dr. Summerskill had ‘been 
referring and ‘which she had thought right to disclose to 
the whole public. _In the white-paper the hope had been 
expressed ‘that it would serve as a focus for detailed dis- 
cussion. -That was the discussion that had since been and 
still was goingon. The various interested bodies and asso- 
ciations had suggested modifications or developments, and 
eventually it became possible to see a general concurrence - 


of views emerging in the direction of a generally agreed | 


modification. The time had come when the spokesmen 


of the interested bodies desired to report on the progress — 


of the discussions. But there were no- “ proposals.” 
The Secretary of State for Scotland and himself had not 


yet reached a stage in the discussions when they could - 


put the whole thing together to place before their col- 
leagues. To suggest, in the circumstances, that anything. 
had yet been dropped, that anything had yet been added, 
-was fantastic. There were no new Government pro- 


E posals, and he could take no responsibility for the terms 


of what Dr. Summerskill had read out which he had not 
seen himself. = er l 


So ae } . ; 
__ Dr. SUMMERSKILL.—Am I to understand that this is com- 
pletely unauthorised, that these doctors should not have 
been called to this meeting next week believing that the 
Minister was willing to put to his colleagues these. proposals 
if they commend themselves to the medical: profession ? 
Mr. `WILLINK.—It is clear that in the endeavour to reach 
the general agreement contemplated in the white-paper it is 
necessary, at-a certain stage, to discover what can be Agreed. 
I can take no responsibility for the contents of the document 
which I have not seen and which was not intended for my 
eyes. - It was a confidential document, not for publication, 
circulated to members of the BMA and other members 


of the profession. ~ — ` 


In a further reply to Mr. A. WALKDEN, Mr. WILLINK 
said that, although it had nothing to do with him, he 
considered it most unfortunate that the document had 
been published in the middle of these most important 
discussions. _ S a ey | 


C 


PEP ma O PABLIAMENT 


during that 


eT A eg. a . l a 
[may 5, 1945 575- 


COo. QUESTION TIME | 
' Pneumoconiosis Research Centre | 


Mr..J. Grurrrrus asked the Minister of Fuel and Power | 


‘if he had any statement to make concerning the progress" of 


, the efforts to combat the disease of .:pneumoconiosis among 


-l 


coalminers.—Major LLOYD GEORGE replied: Following the ` — 


report of the advisory committee on pneumoconiosis arrange- 
ments have been made between my ministry and the Medical 


‘Research Council for further investigations into the cause, — 


prevention, and treatment of pneumoconiosis. The council 
in conjunction with my ministry have undertaken to establish 
and maintain a research centre in South Wales, and have 


appointed Dr. C, M. Fletcher to direct the work. He willtake _ 
up his duties on June 1, 1945, and it is hoped to provide a. 


small number -of beds at a, selected hospital. Additional 


physical and chemical investigations and reports will be made 


by HM inspectors of mines and other members of my staff. 


. A joint committee of the ministry and the council has been 
appointed to assist in the development and coérdination of 
“the whole scheme of research. > . : | 


Replying to another question Major LLOYD GEORGE stated 
that the number of new cases of silicosts and pneumoconiosis 
certified by the Silicosis Medical Board for total disablement 


and suspension from the industry on account of these diseases, . 


between Jan. 1, 1939, and March 31, 1945, was 6483, and that 


by the board. — - : 
. Intake of Medical Students “a 

Mr. D. L. Lipson asked the Minister of Health whether 

the number of admissions of medical students at the teaching 


hospitals this autumn would be substantially larger than. 
the average for pre-war years,,in view of the need for more- 


déctors under any national health scheme.—Mr. WILLINK 
replied that the average figure for the three years before 


' the war was 1462, including 226 women, and the admissions 


for the present academic year were also 1462, including 374 
women, It was not possible to increase automatically or 
readily the numbers in medical schools. There was great 
difficulty in obtaining staff, but they were doing all they could. 

Mr. Lipson asked if the Minister would give further con- 


sideration to making use of public hospitals to enable would- | 


be women medical students who have been refused admission 
to the teaching hospitals this autumn to obtain medical 
training.—Mr. WILLINK told him that that was being con- 


sidered. Dr. SUMMERSKILL asked if the Ministry intended’ 


to ignore the demands of women medical students who were 


asking for accommodation in hospitals ; and in view of the © 


fact that there was a shortage of doctors, if he intended to 
treat these students as redundant labour. Mr. WILLINK.— 
I am not.ignoring- any demand, but I cannot accede to a 
demand for medical teaching when the teachers are not 
thore. i A ve P 

7 Permanent Appointments 


Sir A. Sournpy asked the Minister of Health whether he 


, 


could give an undertaking that, except in cases where the 
circumstances rendered it imperative, permanent appoint- 
ments on the staffs of hospitals under his department, or 
any. health services of the country, would not be made so 
“long as medical officers now serving in the Forces were not 
in a position to compete for such appointments on terms 
equal to those enjoyed by medical, practitioners who were 
not serving in the-Forces._-Mr. WILLINK replied: So far 
as concerns medical: appointments within the sphere of my 
department, the policy of approving such appointments 
only on a temporary basis under present conditions is being 
closely observed. Sir A. SoutHsy asked the Minister to look 


. carefully into the matter, because it is believed that a certain: 
number of appointments have been made to the exclusion 


of the possibility of competition from officers now serving. 
Mp W. H. Guy said there was widespread dissatisfaction 
among those serving in the Forces regarding two recent 
appointments of medical officers at Cambridge and Aberdeen 
mental hospitals. te” te l E \ 
Civilian Dutjes at Home and Abroad 

Captain L. F.. PLuaar asked the Minister of Health 

whether he had considered the. protest by the Chatham 


borough council against the possible calling up of Dr. J. C. 
Sleigh, their MOH, for civilian duties attached to the RAMC ; 


and, in view of the shortage of doctors in the district and the | 


urgency of the matter, what action he proposed to take. - 
Mr. WILLINnK replied: This matter has been fully con- 


sidered in consultation with the Central Medical War Com- 


l 
` 


period 647 death certificates were also issued 


Cd 


9 


( 


- ordina 
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mittee, who have recommended that Dr. Sleigh be called up. 


The need. for officers experienced in public health and hygiene 
for the Civil Affairs Branch of the RAMC is pressing and, 


PANEL PRACTICE | 


3 


though some sacrifice of s ervices or of standards may be | 


unavoidable, I am ‘advised that alternative arrangements 
for carrying on Dr. Sleigh’s work can be made. 
that in these circumstances I cannot oppose Dr. Sleigh’s 


- recruitment. 


Captain PLUGGE said there was very high infantile mor- 
tality in the Medway towns, and asked if the health of 
British children should not come before the health of German 
civilians, who had always done what they could to suppress 
life instead of saving it.—Mr. WILLINK replied that this was 
~- not merely a case of the health of German civilians. The 
‘borough of which Dr. Sleigh was medical officer was one of 
three towns which were extremely close together—Chatham, 
Gillingham, and Rochester. There, the assistant medical 
officers would be reduced from six to five by this action, 


and the question which Captain Plugge had raised would: 


not really be affected. 
Tuberculin-tested Milk for Expectant Mothtrs ~ 


Mr. W. J. Broww’ asked the Minister of Food whether 
facilities were provided for the supply of tuberculin-tested 
milk, when desired, for. expectant mothers.—Mr. Tom 
WILLIAMS replied that an expectant mother may obtain 
` tuberculin-tested milk from her retailer provided that the 
retailer is able to provide milk of this quality. Supplies 
of tuberculin-tested milk are limited, and it is not always 
possible to supply a particylar retailer with this type of milk 
for those of his registered customers who desire it. 


Panel Practice zi 
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Regional Medical Officers Again - 


THs Insurance Regional Medical Service is shortly 
to be restored on a restricted scale in England and Wales. 
Shortage of staff will make it impossible to deal with the 
same volume of references as before the war or to hold 
sessions at some towns in the more sparsely populated 


` parts of the country where they were previously held. 


- Doctors will not be able to refer cases for advice on 
diagnosis; and approved societies have been informed 
that they should not refer more than about half the 
‘number of cases referred per month during 1938. 
Doctors may refer cases on the question of incapacity, 


- but for the time being it will not be possible to, deal with 


references relating solely to a woman’s fitness to do her 
ry housework. A list of towns where it is 
proposed to hold sessions is being issued, and patients 
should not ordinarily be referred_if they live more than 
25 miles from the nearest town on the list.: It is hoped 
before long to extend the service to cover the whole 
country. Doctors should send their Teferences to the 
divisional medical officer of the division in which the 
insured person is living, the addresses being as follows: 


North-eastern Century, House, South Parade, Leeds l. 
. (Leeds 30464.) 


North-western.—The Baptist College, Brighton rav 


Manchester 14. (Rusholme 3248.) 
South-eastern, and South-western.—Queen Anne’s Cham- 
. bers, 28, Broadway, Westminster, SW1. (Whitehall 7010.) 
In Scotland the Regional Medical Service has not been 
suspended during the war, and it is hoped that with the 
gradual release of regional medical officers from war-time 
duties it will be possible to examine a larger number of 


: cases, to undertake a greater number of home visits, and. 


eventually to reinstitute the special reports on cases 
where incapacity continues beyond a specified period. 
The Scottish service will, as heretofore, provide diag- 


nostic and consultant facilities where necessary for cases 


referred by insurance practitioners. __ 

The insurance side of National Health Insurance is 
now administered by the Minister of National Insurance, 
but the administration of medical benefit remains under 
the contiol Of rhe Minister of Health. 


od 


Association or INDUSTRIAL MEDICAL Orricers.—At a 
meeting to be held on Saturday, June 9, at the London School 
of Hygiene, Keppel Street, WC1, at 2.30 rm, Mr. S. H. Wilkes, 
FRIC, senior chemical inspector of factories, ‘will speak on pro- 
tection against industrial poisoning 


; i | 


. I regret . 


A 


administrative head of the transferred 


problems. 


as [way 6, 1945 
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‘Letters to the Editor 


THE MEDICAL SUPERINTENDENT 


Sm,—Ever since the Local Government Act, 1929, 
came into operation, which, amongst other things, 
transferred the poor-law infirmaries and institutions to 
the county councils and county boroughs, there has © 

een quite a spate of controversy as to whether the 
infirmaries 
should be a medical superintendent or a layman. 

The. provisional proposals of the Minister of Health’ 
as outlined in the white-paper have served still further 
to stimulate discussion on this subject, because, again 
amongst other things, these proposals envisage the 
development of régional areas for hospital purposes 
and within the regional area a much closer coöperation - 
between voluntary hospitals. and municipal hospitals 
than has hitherto existed. Inasmuch as in voluntary 


hospitals, generally speaking, the administrative officer 


is a layman, whereas in municipal hospitals he is. 
generally speaking, a medical man, it is not surprising 
that the relative merits of these two methods of hospital 
administration have engaged a good deal of discussion 
and marked differences of opinion... In these circum- 
stances, perhaps I may be. allowed to contribute a few 
observations based upon more than forty years of 
practical, experience of both methods of administration. 

First and foremost, it is quite a mistake to start with 
the assumption, as so many people do, that a medical 
man, as such, is incapable of being a good" administrator, 
because, as it is so often said, his training as a medical 
undergraduate. and/or his experience as a graduate, 
tends to unfit, him for administrative work. . Similarly 
I strongly protest against the all too commonly expressed 
opinion that a layman, as such, has any spe¢ial and 
distinctive claims to administrative ability. - 

The truth is that administrative capacity is an inborn 


gift, pure and simple, like many other gifts with which 
‘we are all familiar—e.g,, 


mechanical, financial, or 
artistic—and that given a “flair”? for administration 
and organisation, the only other thing’ which makes a 
good administrator is the aie of every opportunity to — 
obtain practical experience and variety of administrative 

Then it does not matter whether your 
profession is the Church, Law, Education, or Big Business: 
you become a successful administrator because you have 
the gift for the work and have taken every opportunity 


‘ for developing it over a wide and varied field. In this 


connexion it must surely be the experience ‘of everyone 
who has attained middle age to be able to recall to mind 


. many examples of extremely able administrators in’ the 


Church, Law, Education, and other learned: professions ; ; 
and, if so, why not the medical profession ? 

The second point which my experience has taught me 
is that if I had to decide between two men of equal 
administrative ability for the responsible post of 


' chief administrative officer of a hospital or a regional 


liospital organisation, one of whom was a layman and 
the other a medical man, I am confident that it would 


“be a wise choice to appoint the medical man, because 


the additional qualification of a medical training would, 
give him an overwhelming advantage and make him 
the better administrator of the two candidates. I do 
not for-one moment overlook the fact that there arc 
many other important considerations which determinc 
successful administration—e.g., tact, diplomacy, ability 
to codperate harmoniously with one’s colleagues, medical 
and lay, personality, &c.—but these are equally important 
qualifications whether the candidate is a medical man or 


a layman and are therefore regarded as common to both. ; 


The third point deserving careful consideration in 
connexion with hospital. administration is one which is 
frequently put forward as a strong argument against 


.the appointment of medical administrators—viz., that 


a medical superintendent cannot simultaneously combine 
successfully or efficiently the dual function of adminis- 
tration and clinical responsibility for the care of the 

patients and the work of‘the hospital medical staff. | 
The answer to this argument is that it depends upon (a) 
the size of the hospital, (6) the nature of the work 
undertaken, (c) the quality of the medical staff pro- 
vided for the work of the hospital, and on the medica] 
superintendent himself. 


‘with one: possible modification. 
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The simplest-and best example I`can think of is the 


hospital for infectious diseases, where the administrative 
head is almost invariably the medical superintendent. 
I have had considerable experience of this type pf 


hospital both in London and the provincial counties, ` 


and I bave no hesitation in saying that every one of the 
medical superintendents of such hospitals that J can 
remember in my time have been conspicuous examples 


of first-class administrative and clinical ability, and that 


it would be quite. impossible for any other system or 
Te of administration to produce more efficient 
r e 

I am, however, prepared to go further and to state 
that equally good results have been obtained by the 
same combination of administrative and clinical ability 
in other types of special hospitals—e.g., mental, ortho- 
pedic, sanatoria, and children’s hospitals—and in order 
not to confine the examples to municipal hospitals, 
let me quote the case of the late Sir Henry Gauvain, 
medical superintendent of Lord Mayor Treloar’s world- 
famous orthopzedic hospital at Alton, who most certainly 
was a supreme example of administrative and clinical 
ability. a re _ - 

It may however be argued by some that even if it is 
conceded that there may be particular considerations 
which apply to special hospitals, the position in the case 
of general hospitals is quite different. Here again my 
answer would be that one comes back ondamen pees to 
those same four’ considerations already 
In municipal general 
hospitals of say 300-400 beds I have often seen most 
excellent work done by medical superintendents who 
have |\combined in themselves both the administrative 
work and a substantial proportion of the actual clinical 
work of the hospital. On the other hand, iť must be 
obvious that the larger the hospital the greater the 
demand on the' time and energy of the medical 
superintendent for the admihistrative work, and in 
those, instances of which I have' personal experience 


where the bed accommodation is of the order of 800—1000- 


or even more beds I do not think that there can be’ any. 
medical superintendent nowadays who would attempt 
to exercise personal responsibility for the treatment 
of patients or the close supervision of the work of 
the junior medical staff. In these large’ municipal 
general hospitals the arrangements for providing 
medical staff, equipment, and essential special depart- 
ments, such as radiology and laboratory work, are entirely 
changed and enormously improved since the days of the 
old ipoor-law infirmaries—i.e., prior to the year 1930. 
Therefore it is quite a mistake to imagine, as so many 
people do even nowadays, that the medical superintend- 
ent of a large municipal general hospital interferes with 
the work of the clinical staff and generally makes himself 
a nuisance. There are bound to be some fcols in the 


municipal hospital organisation throughout England | 


and Wales, in the same way as there most certainly 
are In the voluntary hospital organisation ; but such 
examples have become few and far between during the 
last 15' years owing to the rapid retirement of the old 
poor-law medical staff, the gradual introduction of the 
younger and more modern-minded medical staffto posi- 
tions of responsibility in the municipal hospital service, the 
greatly improved terms and conditions of service both 
for the medical and nursing staff, and (perhaps most 
important) the introduction of a large element of con- 
sultant medical and surgical staff into the municipal 
hospital service. 

For these and other reasons, which considerations of 
space alone prevent me from detailing, I am still of the 
opinion that, on the whole, other things being equal, 
there is a definite advantage in the appointment of 
medical men, possessing suitable qualifications, as the 
chief administrative officers of hospitals. Personally, 
I think this is the case particularly in municipal hospitals, 
but I am not so convinced that it, is equally true in the 
voluntary hospitals mainly because of their traditional 
practice to appoint laymen, and because their financial 
circumstances bring into consideration certain other 
essential qualifications in the appointment of laymen 
as house governors or secretaries which do not apply to 
municipal hospitals. . Nevertheless it is an interesting 
fact that one of the best known of our medical school 
hospitals—namely, Guy’s—has for many years past 
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are accepted.” 


mentioned— * 


‘throughout the year.” 


- than bacteriological. 


appointed as its chief administrative officer a resident 
medical superintendent, of whom the late Sir Cooper 
Perry (a dermatologist), Sir Herbert Eason (an ophthal- 
mic surgeon), and Prof. T. B. Johnston (an anatomist) 


-are conspicuous examples of administrative ability with 


diverse interests in other branches of medical science. 
Similarly I would remind your readers of the position in 
naval, military, and Air Force hospitals, and Ministry 
Pensions hospitals, and of the latest example of all, the 
chief medical officer of the Emergency Hospital Service 
which is, presided ovèr by Sir Francis Fraser who up to 


` the outbreak ,of war. was a whole-time professor of. - 


medicine. 7 a | 
Bronnant, Criccieth, North Wales. FREDERICK MENZIES. 
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Sir,—I have turned back to Beveridge and must con- 
fess that when he says ‘“‘ there will be nothing for which 
people can be asked to contribute voluntarily ” he does, 
as you say, mean péople who contribute to hospitals by 
way of insurance and not from philanthropy, though I 
doubt if the voluntary hospitals agree with you that 
‘their position would be stabilised if the new proposals 
_ But Beveridge on certificates is quite another matter. 
You will agree that in para. 437 he says ‘‘ The primary 
interest of the Ministry of Social Security is . . . in finding © 
a health service which will diminish disease ... and will 
ensure the careful certification needed to control payment 
of benefit at the rate proposed in this report.” i 
“ careful certification ’’ is clearly distinguished from 
existing certification, or why seek a health service to 
ensure it ? How can a health service ‘‘ ensure ” it save 
by directing and controlling the certifiers, and where 
would be the use of doing this if certificates from outside 
the service were to carry equal authority ? - 

That they need not carry equal authority is already 
but too clear. Class 1 (g) in the milk priority' list, 
dated November, 1944, is: ‘‘ Cases of pleurisy . . . in 
which there are reasonable grounds in the opinion of the 
Tuberculosis Officer for suspecting that the condition is 
tuberculous. Jn such cases the medical certificate is 
only valid if signed by the Tuberculosis Officer.” What 
further need have we of witnesses? And, alas, this 
discrimination against the certificate with no gilt edge 
has not been strenuously or successfully opposed by 
the medical profession. st 

London, NW3. . LINDSEY W. BATTEN. 


MILK TESTING FOR TUBERCLE BACILLI 


v- Smr,—I should like to point out some words in your 
leading article on Milk Policy (April 21) which may 
create a false impression. The words were taken from 
a speech py the Duke of Norfolk, who represented the 
Minister of Agriculture, and were that under the National 
Milk Testing and Advisory Scheme “‘ the milk of 83% 
of all producers is bacteriologically tested every fortnight 
The testing referred to is for 
keeping quality only—and even so is more biochemical 
There is in fact no testing at, all 
under that scheme for pathogenic organisms, and very 
little by local authorities, as their power to take effective 
action is so limited. ~ A medical officer of health can stop 
a milk-supply believed to be infected with typhoid or 
scarlet fever, but not with tubercle or undulant fever even 
if ib has been proved to be infected. And as you so rightly 
pointed/out, almost all bulked milk is so infected. 


Ministry of Health, London, SW1. W. A. LETHEM. 


HEARING-AIDS i 
Smr,—Considerable interest has been aroused by the 
recent discussion in the House of Lords concerning ' 
cheaper hearing-aids, and I should like to be allowed to 
record the following facts. Four committees are in 

existence, namely :— . 

(1) The medical committee of the National Institute for the 
Deaf (protection of the deaf public against inefficient aids 
and unethical suppliers). 

(2) The electro-acoustic research committee of the Medical 
Research’ Council (fundamental. research into electro- 
acoustic problems). : ON 

(3) A committee of the British Standards Institution (cali- 

- bration and standardisation of audiometers). : This is 
quiescent at the moment. 
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(4) The technical committee of the Hearing Aid Manufacturers 

, Association. This is in three sections: (a) utility aid 

and general standardisation; (6b) audiometers and 
hearing tests; and (c) technical education for the staff. 


As president of the Hearing Aid Manufacturers: 


Association, I am privileged to attend meetings of the 


- medical committee of the National Institute for the Deaf. 


The secretary of the institute attends most. meetings of - 


the association. The latter is now. represented on the 
committee of the British Standards Institution. There 
is as yet no official contact between the electro-acoustic 
research committee of the Medical Research Council and 


the technical committee of the Hearing Aid Manu- . 


facturers Association. The former committee is,. how- 
ever, fully informed of the work of the latter, and closer 
cooperation may result. 

Any hearing-aid manufacturer whose struments 
meet with the approval of the medical committee of the 
National Institute for the Deaf, and who agrees to give 
home trials, of at least a week, before selling an instrument 
(to avoid door-to-door touting and other undignified 


_ practices) is put on the National Institute for the Deaf list. 


Unfortunately many deaf persons are unaware of the 


- existence of the approved list, and. its significance. 


From 1934 to the outbreak ‘of war the British hearing- 


aid manufacturers, with the help of British valve- 


mr 


make the manufacture of these utility aids possible up to — 


_ 8, Hunter Street, WC1. 


pocket valve amplifiers. 
_ exported to most foreign countries, and they were 


makers, led the world in the design and production of 
British valve aids were 


smaller and more efficient than anything available 
elsewhere. Since the war, members of our association 
have had a tremendous struggle to keep their instruments 


. in operation, and to supply the users with adequate 


battery and other replacements. > Encouraged by the 
National Institute for the Deaf, we produced the speci- 


fication of a ‘‘ pooled ” utility three-valve pocket aid 


which we were hoping to produce during the war to sell 
at a price around £10. We have been unable, however, 
to obtain supplies of valves, components, and batteries 
over and above our existing very small allocation to 


the present time. 

From the returns made to the Board of Trade, it can 
be stated that the number of valve amplifier hearing-aids 
in use in this country is under 50,000. 
of deaf people who could be helped by~valve aids is 
undoubtedly higher, but it includes‘:many who obstin- 
ately refuse to wear an aid. It is certain that among the 
potential users, there are very few, indeed who remain 
without an instrument because they cannot afford it. 
Before the war bur members supplied robust and reliable 
valve aids at list prices from:8 guineas, which operated 
on standard batteries with a maintenance cost amounting 
to only about 6d. per week. Hospital clinics help 


patients to obtain aids at substantially reduced prices, 
and many approved sociéties give grants towards | 
Deafened ex-Service men are given aids free 


purchase. 
of charge by the Ministry of Pensions, with whom a 
number of our members have contracts. Happily, this 
business is negligible—the number of men recommended 
for hearing-aids last year was officially given as 60. 

In view of the 100% purchase tax on leather containers 
for these instruments, the increased cost of labour, and 
the limited demand, together with the need for a fair 
margin for the distributor, as well as an allowance for 
hospital discounts, it is doubtful whether an efficient 
instrument can be made available at a low price. 

O. C. LEADBITTER, 


President, Hearing Aid Manufacturers 


105, Gower Street, 
l. Association. 


London, 


HISTOLOGICAL MATERIAL WANTED P 


SIr —Some time ago the London (Royal Free Hos- 


pital) School of Medicine for Women suffered severe 
damage from a rocket. Amongst other very serious 
\losses, almost the entire stock of histological material, 
both blocks and pots of specimens, has been destroyed. 
We should be most grateful for any human material 
suitable for the 2nd MB, BS histology. course. The 
material, as fresh as possible, should be put into 7% formol- 
saline.. We will gladly refund any expenses incurred and 
also return receptacles: we can collect material in 
London on receipt of a postcard sent to me at the school, 


EVELYN E. HEWER. 
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On Active Service > ` 
; CASUALTIES i 
i DIED `- ee 


Squadron-Leader Grorée FogBES REES-JONES, MECS, BAFVR ` 
Captain Jo OHN HENRY RICHARDSON BARKER, MB MANO., BAMO — 


\ MISSING PRESUMED KILLED n 
_ Surgeon-Lieutenant ALEXANDER GraHaME Moray WILSON, MB 


BIRM., ENVE . 


i ‘AWARDS 


Lieut,-Colonel F. V. ALLEN, MB 
LEEDS, RAMC 

Colonel J. C. BARNETSON, MB 
EDIN., RAMO 

Lieut. -Colonel H. A. BRITTAIN, 

MB DUBL., FRCS, RAMC 


Lieut. -Colonel D. M. Lyon, MB 


EDIN., RAMC 

Lieut. -Colonel H. O. M. MERE- 
‘ WETHER, MB EDIN., RAMC 

Lieut. -Colgnel L. H. MORRAS 
MD DURH., RAMC 

Colonel P. F. PALMER, MB DUPL. = 
RAMC 

Lieut.-Calonel R. V. Tauco, 
LRCPI, RAMO 


OBE i ts 
Lieut. sen J. c. Reen, MB 


' Lieut: ‘Colonel | N.G. G. TALBOT, 
‘MB LOND., RAMO . 

Lieut. -Colonel W. H VALEN- 
TINE, MD OAMB., RAMO — ` 

pines re i WALMSLEY, MB 


Licut. oad. G. E. W. Wor- 
STENHOLME, MBCS, RAMO 
eok W. E. HUME, — 


Lieut, Colonel G. L. M. Surem, 
RC 

Lieut. Colonel. E. E. TIEMAN, 
BCAMO, 


MBE , 


¢ Major R: J. V. BATTLE, M CHIR | 


CAMB., FRCS, RAMO 

Major ROBERT Cox, MB LOND., 
'FRCS, RAMO 

Major S. W. J. HARBUTT, MB 
NZ, FROS, RAMC 

Major W. A. HEGGIE, MC, MB 

_ GLASG., \RAMC 

Lieutenant H. B. ‘SEN, IAMO 

Captain D. H. JONES, MRCS, 
RAMC 

Major R. A. Kino, MB ‘LOND. 3 
FRCS, RAMO 

‘Captain DUNCAN Micooniro, 
MB GLASG., RAMO 

‘Major H. B.. Porteous, MD 
EDIN., RAMC 
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Captain J. N. U. RUSSELL, MB 
DUBL., RAMC 


Major R. D. RUTHERFORD, 


MRCS, RAMO 

Major BARBARA STIMSON, MD 
COLUMBIA, RAMO  ı 

Captain M. G.KUTTON, MB LOND., 
RAMO 

Major L. G. ALEXANDER, MC, 

. ReaMe , 

Major G. C. McGarry, RCAMC 

Major W. T. MUSTARD, BOAMC 

Major A. E. THOMS, RCAMO 

Captain M. M. CAMPBELL, MB 
GLASG., RAMO 

. Major J. J. ELBERT, MB GLASG., 

' RAMO l 


MC 


Captain J. J. Nie Dawson, me 
LOND., RAMC on 
Captain J. M. HAMILTON, MB 

GLASG., RAMO 
Captain J. T-A. Essex, MB 
7 BIRM., RAMO 
Captain J. K. 
ABERD., RAMO 
Captain D. C. Waon MB 
LPOOL, RAMO 
Captain J. H. FRASER, RCAMC 
Captain J. S. TA. ‘CHESSHIRE, 
MB BIRM., RAMO 
Captain R. A. B. KINLOOH; 
MRCS, RAMO ' 


PACA MB 


| 
| BRAMO 
| 
| 


| Captain T. C. THORNE, MECS, ; 


RAMO 


MCGILL, IMS ` 
Captain J. P. J. Buans, MB 
BELF., RAMO 


j 
| Captain G. V. FAULKNER, MD 
| 


if Captain W. F. CALDWELL, MB 


GLASG., RAMO - 
Captain J. B. JAYNE, amos, 


Captain J. W. L. KEMP, MB 


LOND, RAMO 

Captain L. M. RED, MB OAMB., 
RAMO 

.| Captain C.L. Kasuvar, MB, TAMC 


| GM | 
Captain’ C. A. Q. Cook, MRCS, RAMC s 
CROIX DE GUERRE a 
Captain J. L. WORMALD, MB DURH., RAMC — 
i MEMOIR 
` Squadr on-Leader G. F. Rers-Joxnes was born in. 1908, aad 


ED, 


studied medicine at Glasgow University and University 
College Hospital, London. After qualifying in 1931 he entered 
general practice and in 1938 was given @ commission as 


flying- oflicer in the medical branch of the RAFVR. Before | 


being called up on, the outbreak of war he obtained the 
DMRE, and when he died he.was serving as a a ata 
Royal Air Force general hospital overseas. 


te a a ST e 


AT the request of the Netherlands government, Prof. 
JoHN BEATTIE of the Royal College of Surgeons is now 


serving on the advisory committee of SHAEF Netherlands ° 


mission which is advising that government on the 
measures necessary for the relief of famine conditions in 
northern Holland. Professor Beattie has charge of the 
laboratory and chemical investigations, and has been 
selected because he has developed and tested in the 
college laboratories the use of amino-acids in treatment. 
He has with him in Holland members of the technical 
staff of the college who are training paren technicians i in 
the relevant procedures. 
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HUBERT BOND. | 
KBE, MD, D SÇ EDIN., ‘LL B LOND., FRCP 


+ Less. than three weeks after retiring from the office - 
of senior commissioner of the Board of Control, which he , 


had held sifice 1930, Sir Hubert Bond died on April 18 
at his home at St. Anne’s-on-Sea in Lancashire. So 


ends a long life effectively devoted to the care of the | 
t 


mentally afflicted and the im- 
provement of their treatment. _ 
x His father, the Rev. Alfred 
1 Bond, had two sons, the 
younger of whom is Sir 
Reginald Bond,formerlymedical 
director-general of the Navy. 
Charles Hubert, born in 1870, 
did well at Edinburgh Uni- 
versity where he was Mackenzie 
bursar in 1889 and qualified in 
1892, taking his B Sc in public 


In the university he was assist- 
ant demonstrator of anatomy, 
physiology, and botany, and 
was medallist in anatomy and 
medical jurisprudence : but his 
thoughts soon inclined chiefly 
to psychological medicine,- in 
which he won the Gaskell prize 
© i | | and gold medal in 1897. After 
holding junior posts at Morningside, and at Wakefield 
and Banstead, he became deputy superintendent of the 
LOC mental hospital at Bexley in 1898. His first 
independent command was the Ewell Colony for Epilep- 
: tios (1903-07), whence he went to the LCC mental 
hospital at Long Grove (1907—12). 
a first-class. administrator—considerate, courteous, 
progressive, and efficient. He somehow brought out: 
the best in those with whom he worked: he could 
change an atmosphere. 

The second part of his career began in 1912 with his 
appointment as a commissioner in lunacy, and he joined 
the, Board of Control as commissioner in 1914. From 
1919 to 1939 he lectured at the Maudsley Hospital, and 
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both there and: elsewhere he. continued to exercise an ~ 


influence which was steadily valuable. He was a per- 
sistent and successful advocate of voluntary treatment : 
in his presidential address to the Royal Medico-Psycho- 
logical Association in 1921 he pointed out that the public’s 
dislike of certification hindered early treatment, for 
certification was then, necessary before. any form of 
inpatient treatment could be legally secured. In another 
address he remarked that, though there was adequate 
provision for mentally disordered patients who were 
antagonistic to treatment, these were. really the smallest 
group ; and it would be disastrous if the mental hospital 
became entirely or even mainly concerned with the 
reception of the unwilling. 

By an irony of fate this advocate of voluntary care won 


and Adam (Lancet, 1924, i, 511) the jury assessed the 
damages at no less than £25,000, judgment being given 


for £5000 against Dr. Bond personally, and £20,000 — 


jointly against him and Dr. Adam. This finding, which 
was sdarcely encouraging to medical men attempting to 
perform a public duty, was set aside by the Court of 
aed Wena (Ibid, pp. 1063, 1072) which ordered a new trial 
and gave Dr. Bond the costs of his appeal ; the plaintiff 
eventually contented himself by accepting £250 paid into 
court and no new trial was held.” The case demonstrated 
the unsatisfactory state of the law in various respects ; 
but after the Royal Commission on Lunacy had reported 
in 1926, the country, had to wait until 1930 for the 
Mental Treatment Act. This realised one at least of 
Bond’s aims by providing for admission of voluntary 
patients to public mental hospitals, and for the temporary 
treatment of persons not objecting to it. 
Bond was early known to his psychiatric colleagues 
as hon. secretary of the Royal Medico-Psychological | 
Association from 1906 to 1912. During the last war his 
services were lent to the Army Council to organise mental 


health in the following year. © 


He proved himself ? superintendent in the London service. 


in 1912 as a commissioner in lunacy was a natural sequel 


‘acceptance. 


‘patients who wrote to him was without limit. 


hospitals ag war hospitals, and he was appointed CBE in 
1920 in recognition of his work. After the war he was 


- a member of the War Office shell-shock committee ; in 


1922-23 he presided over the section of psychiatry of the 
Royal Society of Medicine, and from 1922 to 1924 he was 


chairman of a departmental committee on nursing in 


county and county-borough mental hospitals. Im 1925 
he was appointed consultant in neurology and mental 
disorders to the Royal Navy, and he was knighted in 
1929. His writings were chiefly official but his interests 
were by no means confined to the arduous duties of his 
appointments. From 1937, when he was elected a vice- 
president, he gave generously of his time and thought to 


_the Lebanon Hospital for Mental Diseases, established 
‘near Beirut, and he was a member of the court of assist- 


ants of the Corporation of the Sons of Clergymen. ‘He - 


_ married in 1900 Janet Constance Laurié and leaves a 


daughter, _ so 
. Sir Laurence Brock, late chairman of the Board of | 
Control, writes: ‘‘May I as a colleague of Sir Hubert 
Bond for 17 years add a personal tribute to the formal 


‘account of his long and distinguished career? After a 


brilliant career at the Edinburgh medical school, which 
then had a staff of unusual excellence, it was not surpris- 
ing that when he decided to take up psychological medi- 
cine he went to Morningside under Sir Thomas Clouston, 
of whom he always spoke with an admiration amounting 
almost to reverence. It was not, however, till he came 
south and joined the London County Council service that 
his remarkable gifts first attracted attention. After 
holding various junior posts he became deputy at the 
newly: opened Bexley Heath mental hospital, and from 
there at an unusually early age he went’ to be the first 


medical superintendent of what was then called Ewell 


Colony. His success here led'to his being chosen to open 


\the important Long Grove mental hospital, where he’ 


remained long enough to bécome recognised as the best 
His appointment 


and he remained a member of the Board of Control until 
he retired at the end of March, when he was already well 
over the normal retiring age. He was a commissioner for. 
so many years that it is hard to imagine the Board with- 
out him.. S E i l , 

= “ Tn person he was small and apparently slight, but he 
was amazingly tough and until he was over 70 he never 
had an illness except for the time when a patient at Long 
Grove fractured his skull with a gas-pipe—an injury 
which.only a man of exceptional physique would ‘have 
survived. The short beard which he had worn for many 
years gave him a curiously foreign air. Indeed he has 
been described as looking like the conventional stage 
Frenchman, and his unusual appearance led more than 
once to disconcerting mistakes, mistakes which he himself 
secretly enjoyed. In middle life he was trim and careful 
in his dress, but in his later years he became-a little 
indifferent, to clothes except on ceremonial occasions. 
He -was not naturally a fluent or easy speaker, but his 
wisdom combined with vast experience always seeured 


him an attentive hearing at the gatherings of psychia- 


trists, both in this and in other countries, which he loved 


public fame as defendant in an action for wrongful deten- . to attend. He will be greatly missed at the meetings of the 


`. tion as a lunatic. At the first trial of Harnett v. Bond’ 


Royal Medico-Psychological Association of which he was 
for many years the secretary and in 1921 the president. 
He was in fact the undisputed doyen of psychiatry. His 
presidential address, though now largely forgotten, out- 
lined many new ideas which-have since won general 
But he was too busy a man to write much 
and his influence on his generation was personal rather 
than literary. It would not be true to say that his know- 
ledge and experience died with him. but his gift lay rather 
in inspiring and’ encouraging others than in formal 
writing. Not a few men who have since won distinction 
in psychiatry owe some at least of their ideas to Bond’s 
influence. | : 
‘Perhaps his most salient characteristics were his 
extraordinary kindness and his intense and unwavering 
conviction that nothing-mattered in comparison with the 
welfare of the patients. His kindness to individual 
Always a 
busy man. he was never too busy to write to any patient 
who asked for his help. Indeed, I had sometimes to 
reproach him for spending time which he could ill afford 
on correspondence with patients, which he might have 
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_ left to others. In visiting mental hospitals he had no 
equal. Patients and staff alike appreciated his visits. 
He was singularly free from any inspectorial or fault- 
finding habit of mind; his one desire was to help and 
encourage, though no-one could be sterner, if occasion 
demanded it, in condemning any indifference to the 
patients’ welfare or any departure from the high standard 
of medical ethics which he observed himself and expected 
from others. l 

“ Bond was an intensely sociable man.. He enjoyed 
good talk, good, company, and good cheer; he was an 
admirable host and the most hospitable ofmen. Perhaps 
he enjoyed -himself most at the European reunions of 
psychiatrists, at which he was a familiar and popular 
figure, in spite of the fact that he was no linguist. Bar- 
Tiers of language did. not seem to trouble him, and he 
would have got, on good terms with a Chinese or an 
Everyone at these continental gatherings 
seemed to know and to like ‘Monsieur Sir Bond,’ as I 
have heard him called. | : 
“Tn his relations with others, especially with his 
colleagues, he was the soul of kindness. He never 


minded if we laughed, as I confess we sometimes did, at 
the mixed metaphors into which his éxuberanice of speech _ 


occasionally led him. He spoke evil of no-one ; indeed I 
can recall only one otcasion when he spoke with any 
bitterness of one at whose hands he had suffered much. 
His abounding charity sometimes amounted to credulous- 
ness and resulted in his supporting some who did not 
deserve the help he gave them. $ 

_““ There can be no doubt that he shortened his life by 
_ his refusal to retire after a grave illness at the beginning 
- of 1944, but he tock the view that there was still work 
that he could do and ought to do. He had few hobbies 


except fell-walking and visiting old churches; he lived | 


for his work. -His passing has robbed many, colleagues, 
doctors, and patients, of an' óld and valued friend ; but 
he has been spared the inactivity which he dreaded. 
‘ Nothing is here for tears.’ His work was done, and 
now he has gone, leaving with us a memory which will 
- not easily fade.” ` ` | 

_ A memorial service to Sir Hubert Bond is being held 
in the chapel at Long Grove Hospital, Epsom, Surrey, 
today, Saturday, May 5, at:12 noon. 5 . 


GUY BELLINGHAM SMITH 
M B LOND., FRCS 


Mr. Bellingham Smith, consulting obstetric surgeon 
to Guy’s Hospital, was within, a few days of his eightieth 
birthday when he died at Felstead on April 19. He 
was the eldest of a large family, the`youngest of whom 
is Dr. Eric Bellingham Smith of St. George’s Hospital.. 
After a brilliant career at St. Paul’s School he came to 
Guy’s in 1883 and quickly made his mark. He shared 
the honours at every stage of his student career with 
Ernest Starling, destined to become one of the hospital’s 
_ distinguished alumni. ‘In those days there was not 
much between the two men in academic attainment, 
but “ G..B.?” was the more practical and early showed 
_@ natural bent for surgery. He qualified in 1888 and 


got his FRCS in 1890, but it was twelve years ich he | 
e. 


he ‘reached the department of the hospital in which 
was to spend the rest of his professional life, having in 
the meantime been surgical registrar and ophthalmic 
assistant at Guy’s and resident surgeon at the South- 
Western Fever Hospital. The experience in different 
branches of medicine gained during these preliminary 
_ years undoubtedly helped to make Bellingham Smith 
the remarkable clinician he was. In 1903 he was 
appointed obstetric assistant at Guy’s and soon showed 
‘that he had found his true vocation. He rapidly 
acquired skill and experience in midwifery under the 
rough conditions of a maternity district in which 2500 
babies were born every year, and he was soon in demand 
as an obstetrician. But he was never fond of midwifery 
and in later years could only be persuaded to attend 
the wives of his friends. As a gynecologist he was 
expert in diagnosis and in operating, and his knowledge 
of the pathology of his specialty was widely recognised. 


At the height of his powers he was regarded as his | 


hospital’s best operator, for he combined manual 
dexterity with a clinical judgment which was the more 
impressive because his quick decisions did not appear 
to .be reached by any process of deductive reasoning. 


l ! ! 


“was easily accessible. 


As a result his operations were performed with remark- 
able celerity, and his patients made rapid recoveries. 
He carried his abhorrence of showy surgery almost too 
far, for a story was told of him arriving for-an important 
operation in the country with four pairs of Spencer ° 


‘Wells, a pair of scissors, and a scalpel stuck in a cork 


as his sole equipment—all loose in his pocket. Like 


‘most hospital gynscologists his patients included the 


wives and daughters of many medical colleagues and 
innumerable nurses sought his advice; to all these he 
Fees interested him little and 
he was often imposed on, but he earned the gratitude 
of a multitude of deserving patients of small means. 


_ Although he made no great contributions to medical 


literature he had the distinction of being the first to 
draw: attention to the association- of pyelitis: with . 


_ pregnancy (J. Obstet. Gynec. 1905, 8, 73) and his section 


in Jacobson’s Operations of Surgery (second edition) 
presented the operative procedures of his specialty 
with masterly clarity. X | 
Apart from his profession,. Bellingham Smith’s chief 
interests were in art in all its branches. There was a 
strong strain of artistic talent in his family. One 
brother was a notable painter and his daughter Eleanor 
carries on the family tradion. | G. B. had a remarkable 
flair for connoisseurship. He was a discriminating 
collector of prints, drawings, and paintings, and his 
advice was often sought by the British Museum print 
experts and by dealers. At different times he amassed 
representative collections of old English glass, Japanese 
sword hilts, and Chinese porcelain. In one short 
burst of activity he astonished philatelists by producing 
a unique collection of the postage stamps of the State 
of Kashmir. His only interest in this sphere was the | 
difficult problem’ of detecting spurious examples and. 
he wasyannoyed to see himself styled in the technical 
journals of philately as ‘‘ the well-known stamp col-/ 
lectot.”? -This was an instance of his remarkable 
capacity for absorbing all that there was to be known 
aboutthe technique of'a craft in the shortest possible time. 
Bellingham. Smith was a kindly: man who loved 
children. In his later years he had an almost daily 
meeting with a small grandson in Regent’s Park. His 
wide circle of friends included many doctors, artists, 
art dealers, and ex-patients. It gave him particular 
pleasure to be elected president of ‘‘ Our Club,” one of 
the oldest of the’many Guy’s dining clubs, after the 
death of Sir Charters Symonds. He leaves a widow and 
two daughters. Eg l l 
H. L. E. writes: ‘‘I first met Bellingham Smith in © 
1895, when he was surgical] registrar and I was a humble ` 
surgical ward-clerk. He was then, as always, an 
excellent teacher, stimulating, and beloved by the 
students as he was free of the habit common to many 
teachers of being humorous and sarcastic at the expense 
of the defenceless pupil. At that time he was a good- 
looking young man with black wavy hair'and a large 
military moustache. A subsequent attack of alopecia. 
removed half the moustache and a considerable quantity 
of hair and for the rest of his life he was the rather 
bald and clean-shaven G. B. S. familiar to generations 
of Guy’s men. After a year or two he changed over 
to the Eye Department as a clinical assistant, but did 
not remain there more than a year or two. He gave 
up ophthalmology for two reasons. He was an excellent 
morbid histologist and could see, as he, said, little 
pathological interest in a piece of tissue less than an 
eighth of an inch thick. But the more cogent reason 


was that he had an obsessional horror of having to do a 


tenotomy of the ocular muscles. If such. an operation 
had to be done he could hardly sleep the night before. 
It was one of those. terrors of a particular operation 
which have afflicted many a sensitive surgeon. He 
therefore took the opportunity of being appointed to 
the gynecological department, where he rapidly became 
a most skilful operator, entirely revolutionising the 
surgical technique of that department, taking minutes 
for difficult abdominal operations where his predecessors 
had taken any time up to three hours. He could no 

have had an enemy. His kindness and charity towards 
his fellow men was such that all who met him or worked 


with him were devotees. His. interest in his hospital 


was deep and lasting and for fifty years G. B. S. was 
a ‘character’ at Guy’s.’’ | E 
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. BIRTH AND SURVIVAL 

Last~ year, for England and Wales, a- provisional birth- 
rate of 18-0—the highest since 1925—was recorded.’ Live- 
births reached 745,318, the highest total since 1923, exceeding 
= the 1943 rate by 15. The effective reproduction-rate for 
| 1944 has been provisionally assessed at 99%—within 1% of 
full replacement: standard, a figure not reathed since 1922. 
The lowest figure was in 1941, when the rate fell to 76%. > 

In the last quarter of 1944 the infant-mortality rate was 
the lowest ever recorded—46 per 1000 related live-births—and 
the stillbirth figure of 28.per 1000 total births also made a 


new low-record. ‘The death-rate of 11-9 per 1000 population. 


was 0:2 below that of 1943 but 0-3 above that of 1942. The 
martriage-rate in 1943 was the lowest since 1926; last year 
it rose to 14-6 per 1000 population, which represents 6632 
‘more marriages than in the previous year. 
-exceeded total deaths by 253,040, with an increase of 71,239 
over the previous year’s, figure. 

The live-birth rate during the December quarter of 1944 
was 17-1 per 1000, as compared with 15-4 in the corresponding 


quarter of 1943. There were 1057 boys born for every 1000 ` 


girls. The stillbirth rate was the same as for the year as a 
whole (28 per 1000 total births) and the infant-mortality rate 
a little lower (44 per 1000 related births). The death-rate 
` was 1l- 8, as coro porog with 14-6 in the corresponding quarter 
of 1943. 

BIRTH- RATES IN TWO WARS 


1918 


Year ‘1914 “1915 1916 1917 | 1919 
‘Rate 23-8 21:8 21:0 178 177 18:5 
Year . 1939 1940 -1941 1942 . 1943 . 1944 
Rate 149 146 142 158 165 ` 180 


‘The trend of the birth- rate | in the two Europgan wars is 

shown in the table. After the 1914—18 war the rate rose from 
~ 18-5-in 1919 to 25-5 in 1920, when it bogan to a to the low 
rate of 1939. | 


‘WITH’ ‘THE: -RED CROSS IN CHINA 


INFORMATION on Red Cross work in China during these war 
years has'been far too scanty, and it was a happy thought to 
issue ás a pamphlet? a collection of the racy letters of Dr. 
Robert McClure, a young Canadian medical missionary who, 
since 1938, has been working for the International Red Cross 
and with the. Friends Ambulance’ Unit. He ‘is now field 
director of the Red Cross in China, with supervision of the staff 
and equipment of fourteen of their hospitals. Born in China, 
and possessing a deep and sympathetic under standing of the 
Chinese people, he draws a vivid picture‘of the difficulties 
under which the work has had to be carried out, the cheerful 
endurance and splendid: morale of the people. ` We get glimpses 
of extraordinary journeys through Burma, along the Burma 
Road, through Indo-China and the remote provinces in-the 
South-West ; of ambulances fitted to burn coal or charcoal, 


in default of petral ; ; of mobile surgical teams and X-ray units 


following the troops into Burma ; of the constant fight 


against sepsis and disease and neglect ; and of the immense - 


need: for surgical dressings, drugs, and instruments from this 
country. Wounded Chinese soldiers have been warm in 
their appreciatidn of what has been done for them, and per- 
haps the choicest story of all is that of the soldier who stopped 
Dr. McClare in the streets of Kunming and nearly embraced 
him, exclaiming, with a beaming smile, that ‘‘ One of you 
foreign devils picked me up off a battlefield in Burma ! ” 


/ A FRESH ASSAULT ON LEPROSY. 

No digsease—not even cancer—has such an agelong associa- 
tion with misery and despair as leprosy. This year Belra— 
the British Empire Leprosy Relief Association—reaches its 
twenty-first anniversary, and to mark the occasion has opened 
a £210,000 fund in aid of a campaign to rid our colonies of the 
disease. The fund was launched at the Mansion House on 
April 26, the King being the first contributor. There are 


estimated to be about 2,000,000 lepers in the Empire ; and 


spread of the disease is associated, as Sir Alfred Beit reminded 
the meeting, with bad living conditions. He suggested that 
we can do much to prevent it by improving standards of 
pi in the affected regions. Sir Bernard Bourdillon, former 


r General’s Summary of Vital Statistics for 1944. 


}: The Red Cross at Workin China. Published by the United Aid 
to China Fund, 57 New Bond Street, paon; Wl. ls | 
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-Governor of Nigeria, pointed. out that the fund will be able to . 


sponsor research into better methods of treatment. 
In an account of the Island of Chacachacare, the leper colony 
' of Trinidad ‘and. British Guiana, Dr. Ernest Muir, medical 
secretary of Belra, drew a remarkable ‘contrast between the 
effects to be expected of compulsory treatment and treatment 
sought voluntarily. According to the Leprosy Ordinance of 
Trinidad, all infectious lepers are interned on the: island—a 
lovely spot, but to them a prison. 
Chacachacare from work in India and Africa, where lepers 
crowd the hospitals, seeking treatment only fearful lest by 
some misconduct they should forfeit their opportunity to 
some more codperative patient. - But the interned patients of 
Trinidad, he found, have. the resentment of-those whose’ fate. 
has been taken out oftheir hands. :The Government, they 
argue, has taken away their liberty : let the Government cure 
Nothing could be worse for their health ; as Dr. 
‘if the patient is to benefit from treatment or have 
a chance of recovery, he must have a contented, cheerful, and 


active mind and be engaged in carefully regulated physical , 


occupation.” He, spoke of the slow response to his teaching 
that they were giving up their liberty to save the next genera- 
tion from infection; and of the great change in mood ahd spirit 
which followed the successful trial of new methods of 
treatment. 


Royal College of Physicians of Londen _ 


At a meeting of the college held on April 26 with Lord 
Moray, the President, in the chair, the following were elected 
to the fellowship : Prof. S. P. BEDSON, FRS, London ; Major- 
General S. R. Burston, Melbourne; Sir ERNEST Rook 
CARLING, London ; Brigadier-General P. R. Hawrey, US; 
C. H. WHITTLE, Cambridge ; S.: H. Cookson, Bournemouth ; 
J. A.. BIRRELL, Bristol; W. A. Ross, Exeter; . GEORGE 
FLETCHER, Manchester ; C. S. HALLPIKE, London ; Maurior 
Mirman, Dartford; ARTHUR Burrows, London; R. G 
COCHRANE, Madras; Brigadier G. W. BAMBER, London ; 
Lieut.-Colonel Ewen Downer, Melbourne ; A. Marcaret C. 
MACPHERSON, London ; A. G. Ocrtvir,.Newcastle-on-Tyne ; 
PurLire ELLMAN, London ; C. A. Brko, London ;. BENJAMIN 


` Baruine, London ; ELIOT SLATER, Oxford ; Lieut. -Colonel 


T. E. GUMPERT, Sheffield ; Lieut.-Caqlonel W. C. SMALLWOOD, 
Birmingham ; H. C. TROWELL, Uganda; C. H. ROGERSON, 
Stoke-on-Trent ; Lieut.-Colonel STANLEY ALSTEAD, Glasgow ; 
Lieut.-Colonel P. R. Evans, London ; L. J. Davis, Edinburgh ; 
MAHMOUD ERFAN, Cairo ; W. H. KAUNTZE, London ; Lieut.- 


‘ Colonel W. R. M; Drew, London’: S. A. Henry, London. 


Dr. L. G. Parsons and Dr. Donald Paterson were appointed 


representatives at the conference of the National Association: 


of. Maternity and Child Welfare Centres. Lord Moran was 


elected representative on .the’governing body of the British — 


Postgraduate Medical School and Sir Arthur Hall on the 
board of governors of Sheffield University. Dr. G. E. S. Ward 
was appointed an external examiner in medicine for the 
fellowship examination of the Faculty of Radiologists. 

The following, having satisfied the censors’ board, weré 
admitted to the membership : 


. T. J. Agius-Ferrante, MD MALTA, Patience E. Badan MB LOND. b 
0O. W. Chapman, MB. NZ, J.D. Craig, MB LOND., flight-Heutenant RAFVR, 
Joyce A. Davies, MB LOND., captain RAMC, H.J: W. Fisher, MB LOND., 
Gerald. Garmany, MB ` MANC. surgeon lieut.-comnander RNVR, 
C. C. Houghton, MB BIRM., A. H. eaa ‘son, MB DUBL., A. E. Jones, 
MB LOND., captain RAMC, H. Kelly, MB LOND., Monica. K.. 
McAllen, MB TOND; Oscar. Mazidton. MD LEEDS, G. R. B. Newns, 
MB BIRM., K. N. V. Palmer, MB CAMB., D. A. Rope Pond, MB CAMB., 
Cynthia M. Redhead, MB DURE., R. V. Stone, MB CAMB., J. M. 
Stowers, MB CAMB., R. M. Todd, MB CAMB. 


Licences to practise were- conferred upon the following 139 


- candidates (110 men and 29 women). who nave passed the 
- final examination of the Conjoint Board: 


E. M. Allen, C. F. Allfrey, E. A. J. Alment, i M. Anderson, 


E. T. Anderton, R. J. Aspinal, D. J. Atherton, C. M. Seed: 
D. A. Bailey, R. W. Barr- Brown, H.F. M. Bassett, A. J. Bate- 

son, A. M. H. Bennett, J. P. M. “Bensted, Aleck Bernste in, Diane M. 
Beyts, Mark Binnie,’ G. L. Bourne, C. W. Bowen H. Boydell, 
Margaret Bywaters, F. E. V. Cant, Mary N. A. Carlile, H. F. Chap- 


man, Irene M. S. Chappel, H.C. Churchill- Davidson, I. F J.Churchill- 
. F. ‘Gollir sen, ef Cc a C. 


E 


H. 


B. Malipb a> 
Mason, G 


G. r P.M. 
G..G. Mathew, J 


Jessie B. Macaulay 
. OF Matthews, J. B. 


Mark, Margaret M. 


` 


t 
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Metcalfe, J. N. Micklem, Mary H. Moller, R. E. Moore, J. A. B.. 


` Mounsey, Margaret C. Myddelton, R. F. Naunton, Moragh J. 
~ Noakes, Clifford Ormston, Jannette D. A. Owen: T. E. Owen, 
Frances I. Panton, Cynthia M. Parrott, R. Payne, Noel J. 
Pease, Thelma M. Phelps, B. L. C. Phillips, Jf R. H. 
J. L. Pring, C. W. A. Pullan, D. A. Pyke, R. J. Rabett, Roy Randell, 
Derek Richter, E.G. a Roberte, R. L. B. Roberts, D. J. Rudman, 
P. I. Rutherford, A. H Rydon, 1 Betty es Schofield. J. C. Seymour, 
D. S. Sharpe, Joan M Shoe an, G. W. Shepherd, N. I. A. Shohet, 
Betty E: Shortland, P S. Silver, R. B. Sloane, John Stevenson, 
H. J. C. Swan, Meare M. Sweeney, M. T. Sweetnam, J. C. Talbot, 
. B. O.T. Taylor, W. D. G. Tellam, J. M. Thomas, Mary D: Upsdell, 
D. F. van Zwanenberg, C. C. Vidot, O. L. Wade, R. V. Walley, 
E. M. Watts, William Waugh, N. T. Welford, P. W. Wells, J. D. 
©- Whitehouse, Michael Wigrain, D. J. K. Wilkie, G. V. S. Wright, 
and F. J. Yeardsley. l | 


Diplomas in ophthalmic medicine and surgery and in medi- 
cal radiology were granted to the candidates named in the 
report of the meeting of the Royal College of Surgeons in our 
issue of March 24 (p. 389) and diplomas in child health to 
those named in our issue of April 21 (p. 518). A diploma in 
' medical radiotherapy was also granted to L. M. Shorvon, 
and in medical radiodiagnosis to J. A. Ireland. 


University of Cambridge, 


On April 27 the degrees of MB, B Chir, were contend | 


by proxy on P. B. S. Cooper, J. J. Fleminger, R. J. AETA 
and M. B. McIlroy, < | 


Chadwick Lecture 

On Tuesday, May 8, at 2. 20 3 PM, at 26, Portland Place, 
London, W1, Mr. Eardley Holland will deliver a Chadwick 
lecture on the importance of a maternity service in the life 
of the nation. 


Royal Society of Medicine 

The section of psychiatry will meet on Tuesday, May 8, at 5 
pm, when Mr. G. D. Greville, p sc, and Dr. Derek Richter will 
open a discussion on biochemistry and Pevenalny ss Mr. J. H. 
Quastel, FRS, will also speak. 


Pa 
t 


Lecture for Expectant Mothers - 
The National Birthday Trust, Fund has prepared _ an 


illustrated lecture The Expectant Mother for use in teaching, 


mothers at antenatal clinics at hospitals. ©The new ‘ Synchro- 


-. phone’ process has been used. 


Freeman of Croydon o 


On April 28 Major-General Sir Ernest Cowell was presented 
with the freedom of Croydon. Sir Ernest has lived in the 
borough for many years and is surgeon to Croydon General 
Hospital. 


Royal Medíco-Psychological Aagoeiatien: 


At a meeting of the child psychiatry subcommittee to be 
held at the City Council House, Victoria Square, Birmingham, 
on Wednesday, May 30, at 11 am, Dr. Edward Stern will open 
a discussion on psychoses in children. The quarterly meeting 
of the association will begin the following day at 10.15 am 
when Dr. Alfred Meyer will read a paper on neuropathological 
problems arising from leucotomy, and Dr. F. A. Pickworth 
on the physiology and pathogenesis of amnesia. At 2.15 pm 
-Lieut.-Colonel A. A. W. Petrie, the president, will deliver his 


- valedictory address on the reduction of the distinctions drawn 


between mental ill health and physical ill health. 


-Value of Early Diagnosis to Industry 


A course on this topic will be held on Saturday and Sunday, 
May 12 and 13, at the London School of Hygiene, Keppel 
Street, WCl. On Saturday, at 2 
medical officer to the Ministry of Supply, will speak on the 
clinical approach ‘to’ industrial medicine, and at 3.30 Pm, 
„Mr. R. F. Milton, FRIC, head chemist to the department for 
“research i in industrial medicine, London Hospital, on the early 
investigation of the industrial environment. 

On Sunday, at 10.30 am, Dr. Donald Hunter, director of 
: the department, will discuss the early diagnosis of industrial 
diseases; at 11.45 am, Prof. Ida Mann, director of the 
Nuffield Laboratory of Ophthalmology at Oxford, the early 
. diagnosis of diseases and injuries of the eye; and at 2.15 pm, 
Lieut.-Colonel G. R. Hargreaves, assistant director of Army 
Psychiatry, personnel selection and its relationship to mental 
health. The fee of one guinea for the course should be sent to 
the secretary of the School not later than Monday, May 7. 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication mar. they are necessarily available for export. 


Pinkerton, ' 


‘of the Eondon County Council on April 18 was 1178. 


PM, Dr. A. J. Amor, chief 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED APRIL 21 


Notifications.—The following cases of infectious 
disease were notified during the week: smallpox, 0; 
scarlet fever, 1356 ; whooping-cough, 1212 ; diphtheria, 
565; paratyphoid, 3; typhoid, 5; measles (excluding 
rubella), 15,901; pneumonia (primary or influenzal), . 
573; puerpera] pyrexia, 167 ; cerebrospinal fever, 73.; 
poliomyelitis, 8; polio-encephalitis, 1; encephalitis 
lethargica, 3 ; dysentery, 523 ; ophthalmia neonatorum, 
68. No case of cholera, plague, or typhus ‘fever was 
notified during. the week. 

‘The number of service and civilian sick in the Infectious, Hospitals 
During the 
previous week the following cases were admitted : PORTIEK fever, 33; : 
diphtheria, 24 ; measles, 177 ; whooping-cough, 14 

Deaths.—In 126 great towns there were no deaths 
from enteric fever, 3 (0) from scarlet fever, 13 (2) from’ 
measles, 9 (0) from whooping-cough, 7 (1) from diph-- 
theria, 47 (1) from diarrhcea,and enteritis under two 
years, and 11 (1) from influenza. The figures in paren- 
taeae are those for London itself. 


` The number of stillbirths notified during the week was 


‘199 (corresponding to a rate of 30 per heen total 


births), including 14 in London: 


aA 


Appointments . aN 


Brown, A. R., MB GLASG.: temp. hon. physiotherapeutist, depart- 
ment of physical medicine and rehabilitation, Hampstead - 
General and North- West London Hospital. 

LAIDLAW, ERIC, MB CAMB. : RSO, Brompton Hospital, London. 

MACCARTHY, H., MROP, FRCS : : RSO, Royal Victoria Infirmary, 
Newcastle- -on-Tyne. 

STEEN, PHILIP, MD BELF.: RSO, Brompton Hospital, London. 

SUTHERLAND, V. L., MB ABERD. : asst. MO, Kingston Public Hospital, 

amaic 

Thomas, J. G. TREHARNE, MC, MA CAMB., MRCS, DPM: medical 
superintendent, Cambridg. shire Mental Hospital, Fulbourn. : 

TWEEDIE, M. C. K., MSc, A INST P: physicist at the radiothera- 
peutic centre, Addenbrooke’ s8\Hospital, Cambridge. 


‘Births, Marriages, and Deaths .- 


BIRTHS i Pa Ñ 


BARTON.—On April 26, the wife of Dr. J. D. M. Barton, of Wey- 
. bridge—a daughter. 


GARIBIAN.—On April 22, the: wife of Dr. Stephen’ Garibian—twin 


sons. 

Harris.—On April 16, at Chailey, the wife of Dr. E. E. Harris— 
a son. 

Howarp-JONES.—-On April 22, in London, the wife of Dr. N, 
Howard-Jones—a son. , 


JAMES.—On April 21, in London, the wife of Captain Ronald James, 
-RAMC—a daughter. 
JAPHA.—On April 21, in London, the wife of Dr. E. M. Japha—e 
daughter. ° 
Kipp.—On April 17, at Hexham. Northumberland, the wife of 
. Surgeon Lieutenant John Kidd, RNVR—a daughter. 


~MANDEL.—On April 27, in London, the wife of Dr. Sydney Mandel 


- —@& SOD, 
OLLERENSHAW.—On April 22, at Esher, the wife of Dr. Gerald 
. Ollerenshaw—a son. 

PALLoT.—On April 19, at Woking, the wife of Surgeon Licutenant 
J. M. Pallot, RNVR—a son. 

STLED.—On April 23, at Broadstairs, the wife of Squadron-Leader 
G. R. Steed, MRCP—twin sons. 

WELFORD.—On April 21, at Saxmundham, Suffolk, the wife of 
Dr. C. R. B. Welford—a daughter. 

WILLIAMS.—On April 21, at Cardiff. the wife of Captain H. B. 


Lloyd aac RAMC—a daughter. 
si j ; ' — MARRIAGES 


CROMAR—WATT.—On April 14, at Jhansi, India, W. N. Cromar, 
. captain, the Scinde Horse, to Doreen Margaret Watt, MB. ` 


\ 


- MILES—KELLY.—On April 21, at Naples, Basil Elystan Miles, cap- 


tain, RAMC, to Sarah Kelly, QAIMNSR. , 
NOoRMAN—DUNLOP.—On April 21, at Edinburgh, J. 
Norman, MB, to Mary Ann Ross Dunlop. : 
SEARLE—ALBAN.—On April 23, at Llanidloes, Montgomeryshire, 
Charles Searle, lieut.-colonel IMS, to Ruth Alba 


DEATHS 


LITTLE.—On April 24, Frank Ernest Little, MRCS, aged 85. l 

PHILIP..——On April 26, at Epsom, Thomas Williams Philip, MB 
ABERD.,. surgeon captain RN retd. 

PInHEY.—On April 23, Eustace Townley Pinhey, OBE, MB, CH M, 
medical superintendent, St. Pancras Hospital, and formerly 
of St. Clement’s Hospital. 

WILLIAMS.—On April 26, at Stoke Newington, Philip George 
Williams, FRCSE, aged 74. 


Edward 
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REVIVAL OF EARLY WOUND CLOSURE 
TWO-STAGE OPERATION AS APPLIED IN ITALY 
S HAROLD C. EDWARDS, MS LOND., FROS E 
i Cean BRIGADIER E , 
CONSULTING SURGEON, CENTRAL MEDITERRANEAN FORCES 


~ THE surgery of war wounds has gone full circle. ‘In the 


official history of the 1914-18 war! we are informed that, | 


after previous unsuccessful ventures; early wound suture 
after debridement was reinvestigated in-1917. A report 
by Captain Forbes Fraser, circulated in March, 1918, 
considered both primary and delayed primary closure. 
In Italy in the closing phases of World War II treat- 
ment of the debrided wound by delayed closure has been 
practised as a routine, primary suture being reserved for 
wounds of the face and-scalp. The term “ two-stage 
operation ’’ has been used to describe the process, and 


though it if open to objection as having a flavour of ` 


propaganda it has been all the more useful in the field 
because it is something of a slogan. It is moreover 


justified by the following facts. ; 


When a missile enters the body not only dees it provide 
transport for pathogenic organisms picked up as it’ passes 
through skin and clothing, but by damaging the tissues it 
creates an ideal: home for these organisms. - The-object of 
` early surgery is to wreck this home and make it inhospitable. 
The forward surgeon does this by removal of clot and foreign 
bodies, by excision of grossly contaminated and devitalised 
tissue, and by providing for unimpeded drainage through free 
incision òf skin and fascia. He will further increase the in- 


hospitability of the wound by using a bacteriostatic. The. 


success of this initial operation will be apparent in 2—4 days ; 
` if there are then no signs of acute inflammation in the wound 
or around the wound, its object has been achieved. 


Having obtained the desired result—a wound which has , 


resisted attack by the original infection by organisms—the 
next obligations are to get the wound healed in minimum time 
and to prevent reinfection. These obligations are of course 
closely related. Both may be fulfilled by closing the wound, 
which may safely be done where there are no signs of inflam- 
mation. Nothing indeed can now be gained by leaving the 
, wound open, and much may be lost. The presence of a frac- 
' ture is no contra-indication : on the contrary, it makes early 
closure even more desirable. e, 
Thus-the whole operative procedure may be conceived 
as one operation performed in two stages—a preliminary 
debridement to guard against sepsis, with a waiting 


` period to determine success, followed by suture prefer- - 


ably between the 3rd and 5th day. 
, The importance of early closure was in 
many surgeons when the present war began, and ‘an 
attempt to put it into practice during the first expedition 
to France was frustrated only by the enforced with- 
drawal. In the fluid war of the Western Desert the 
difficulties arising from lengthy and ever-changing lines 
of communication were too great for its adoption. 
Increasing stabilisation of the front coincided with 
penicillin trials, and the work on wound closure of 
Lieut.-Colonel Ian Fraser and others in Tunisia and 
Lieut.-Colonel J. S. Jeffrey and others in Tripolitanta— 
still recent history—was continued:.through Sicily into 
Italy. In the first quarter of 1944, Lieut.-Colonel Jeffrey, 
and Lieut.-Colonels F. H. Bentley, J. J. Mason Brown, 
and R. W. Hendry, and others, had brought the 
technique of early closure to a point at which it seemed 
right to accept it as the standard method of treatment. 
For the revival of delayed suture more credit probably 
belongs to penicillin than to'any other single factor, 
not only because of its bacteriostatic action, but also 
because of the stimulus it provided to experiment: 
From the pooled experience of senior surgeons who had 
served with both 8th and Ist Army, a set of ‘‘ rules ” 
was drawn up: 7 
(a) Debridementof wounds at forward units must be thorough. 
o The dressing on a wound must not be disturbed during 
evacuation from forward units to base hospitals, unless 
the indications for doing so. are absolute. - 
As one\surgeon ‘put it, inspection means infection. 
This is the rule which has been hardest to enforce ;' 
changing a soiled for a clean dressing is a natural impulse, 
ene nS SCS LA OL CO 


_ + Medical Services: Surgery of the War, vol. 1, p. 243: 
- 6350 ; 


~ 
t 
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ie oo sepsis. 
the minds of- 


difficult to resist. That insistence upon this rule is 
justified has recently been shown by Lieut.-Colonel 


Bentley and Major Scott Thomson, who found that 
48% -of 163 wounds dressed during evacuation were 


infected with pathogens, 
turbed wounds. | . , 
(c) The first dressing must be done under aseptic conditions 

in the operating-theatre, the optimum time being 3-5 
days after the initial operation.. o 


as against 33% of 610 undis- 


` 


(d) The wound must be closed at once if it looks suitable, 


bacteriological examination being ignored as a criterion 
for closure. | ca o l 
(e) The patient must be retained in hospital until the sutures 
` are removed. | . 
This last rule is of considerable importance. In a small 
series of cases of delayed suture evacudted from hospitals 
in eastern Italy to hospitals in western Italy after the 
battle of the Gothic Line, there was a high proportion 
of failures’ | 7 i 
A MASS EXPERIMENT 
The opportunity to carry out delayed primary suture 


on a large scale came at Cassino, the D-day for which was | 


May 11. No better opportunity could have presented 
itself, for the medical arrangements in this battle were 
probably as favourable to the outcome of surgery as 
those of any campaign in history. Forward base hos- 


pitals were only a few hours away from the front line, _ 


and beds were adequate in number. . Se 

During the’ 17 days May 15-31, flesh wounds in 1032 
patients were repaired between the 3rd and 6th day of 
wounding in eighteen different general hospitals. 
640 cases, irrespective of what bacteriostatic was used, 
539 (84%) were healed by first intention within 12 days. 
Of 951 cases, 877 (91%) were adjudged to have been at 
least 90% successful. 
was used in both stages of the operation, 209 (89%) 
healed by first intention. - 

A census taken on August 7 of the 4500 (approx.) 


British wounded during this period showed that, apart | 


from 631 evacuated to the United Kingdom whose 
lat@ results were unknown, only 125 wounds remained 
unhealed at the end of two months. These included 
ll empyemata, 11 colostomies or abdominal sinuses, 
66 compound fractures, and 4 amputations. Many of 
these unhealed wounds were trivial—small wounds of 
soft tissue broken down in part after delayed primary 
suture, or secondary suture; some were small sinuses 
leading down to a sequestrum, or to a retained foreign 
body. Only, 51 had constitutional symptoms of chronic 


With experience, surgeons became bolder ‘and the 
number of wounds denied suture decreased. To the 


rules first enumerated some refinements were added. — 


Immobilisation during transit is one of them. A plaster 
splint is now applied to all limb wounds during evacua- 
tion, whether or not a fracture is present. This has the 
added value of deterring those tempted to disregard the 
‘veto on inspection of wounds. i a 

The stimulus to forward surgery afforded by early 
closure has been considerable.’ Surgeons at forward units 
have lost any reluctance they may have had to making 
adequate skin incision for exposure of the deeper struc- 
tures, ‘because they know that within a few days their 
incisions will be closed by their colleagues at the base. 
And the excellence of the forward surgeons’ work has 


‘given increasing confidence to the surgeons at the base 


in their powers of repair. i 
THE RÔLE OF PENICILLIN 
Apart from the great abstract contribution, already 


referred to, that penicillin has made towards the develop- 


ment of the two-stage operation, the results of the method 


of- 


Of 234 wounds in which penicillin 


ets 


are undoubtedly better with penicillin than they would | 


have been without it. The official history of the 1918 
war says: 

“ Various antiseptics for sutured wounds were employed, 
such as the mercuric salts, carbolic acid, solution of hypo- 
chlorous acid, flavine, and a paste containing bismuth, iodoform 
‘and paraffin, commonly known as ‘B.I.P.’ Each of these 
had its advocates, and the lotions were no doubt useful in 
cleansing the skin around the wound as well as the tissues 
exposed’ by operation. The general opinion ultimately ‘was 
shat, completeness and thoroughness of the surgical operation 


T 


ad 


E t 


` the more superficial wounds at the second stage. 
‘penicillin by intubation is recommended for the larger 
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were sufficient to ensure healing, and that no antiseptic was 


essential. At the same time many surgeons considered that 
slightly sticky surfaces resulting from weak solutions of 
flavine ( 1—2000) were an aid to suture, and others continued 
to use ‘B.I.P.’ and to believe that they got better results 
with it than without it.” - 


The results of both primary and delayed suture re- 
ported during this period of the last war were better 
than those dbtained by delayed suture after the battle 
of the Gustav Line, successes being estimated at 85— 
95%. There is: reason to believe, however, that the 
surgeons were then more selective. Thus at twenty- 
two British general hospitals, of 5539 wounded arriving 
in August and September, 1918, 48 hours after wounding, 
741 were treated by primary suture and 192 by delayed 
primary suture. After the battle of the Gothic Line 
about 90% of flesh wounds and 70% of fractures in British 
and Indian personnel were treated by delayed primary 
suture. It is thus misleading to make comparisons. 
Furthermore, the conditions of battle may have differed 
greatly. 

- Belief in the value of penicillin has been coniianed by 
contfolled investigations ‘by no. 1 Penicillin ' Control 


~ Unit (Lieut.-Colonel Bentley and Major Scott Thomson) 


in Italy, and local penicillin is now used as a routine at 
both stages of the operation. A powder consisting of 


= calcium penicillin (1 part) with sulphathiazole (2 parts) 


is recommended for all wounds at the first ‘stage and for 
Sodium 


and deeper wounds at the second stage. The use of 
parenteral penicillin is mainly restricted to massive 
wounds or to multiple serious-wounds, and even for 
these it is not 4 routine. We are not yet certain of the 


part it should play. 


. 
— 


=- —are disturbed as little as possible. 


. impossible or imprudent, 


During the month following D dey for Cassino (May 11), 


penicillin was in relatively short supply, and was used less 
extensively than during the month following D-day for the 
Gothic Line battle (August 25). Approximately 500 mega 
units of penicillin was given to battle casualties during the 
first period and approximately 1000 mega units during, the 


~ second. The ratio of battle casualties was 2:3 for the two | 


periods. The results of the two-stage operation during the 
first period (given above) are superior to those of the second 
(given below). The explanation of this paradox is as follows. 
The fighting at: Cassino took place in perfect May weather and 
lines of communication were short. At first, also, surgeons 
were more selective in their use of delayed primary suture. 
During the second period the weather was bad—September 
was unusually wet,:even for Italy. Hence the roads were 
always difficult and sometimes impassable, and air evacuation 
often failed. Moreover, lines of communication ‘were long. 


The conclusions to be drawn from these observations— 
one which is already accepted—is that penicillin, like 
all other bacteriostatics, is the handmaiden of surgery. 
It in no sense replaces it. Rather should it stimulate 
surgeons to be even more meticulous with their technique. 
Given reasonable conditions and the aid of penicillin 


they should then approach within measurable distance 


of 100% success in the two-stage operation., 


TECHNIQUE OF THE SECOND STAGE (DELAYED PRIMARY 
SUTURE) 


‘The technique favoured. by different surgeons ‘differs 
considerably, though the differences are. mere variations 
on a theme. Articles which follow will supply details, 
and only a brief outline will be given here. 

The patient is not taken to the theatre till the day after 
admission to the base hospital, so that a night’s rest is 
assured. The dressing is then removed with aseptic 
-precautions, and, unless contra-indications make suture 
‘Pentothal’ anesthesia is 
induced. . 

Superficial wounds which have been adequately dealt 
with at the first stage—and nearly all of them have been 
. Any minor re- 
vision, such as removal of a tag of tissue, is done after the 
blood-clot has been gently removed. The edges of the 
wound are separated from the underlying structures by 


-blunt dissection and brought into apposition by intcr- 


rupted sutures. It is important to obtain accurate 
apposition of the skin edges. 
tract is explored, not only to make sure that no revision 


t 


 operating-theatre after 5 days. 
tions are permitted in the wards. 


` Ith day. 


second stage is attempted. 


In deeper wounds the‘ 


i 
\ 
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is needed but also to prepare the site for the recéption 
of penicillin tubes. 


Drainage is rarely employed, except at the angles 


of the suture line of a major amputation. Buried sutures |‘ 


are avoided as far as possible. 

With severe fractures, especially those of the femur, 
there is a tendency to delay suture to the 6th to 10tb 
day, and in one orthopeedic centre a large posterior drain 
is frequently used. This, however, is one of the many 
subjects of variation among surgeons. 

A certain amount of tension is permitted ; but where 
skin loss is considerable, the edges.are brought as close 
as seems wise, and the operation is completed after 5 
days, by which time it is often possible to secure close | 
apposition. Where skin loss is great—primary destruc- 
tion by the missile, for forward surgeons are very con- 
servative with skin—a simple flap may be used, or 
epithelial cover may be provided by immediate patch | 


. skin-grafts. 


After operation the limb is put at rest, and as a rule 
is not disturbed for 10-12 days, after which stitches 
are removed in the theatre. With deeper wounds, 
however, or if there is tension after suture, it is increas- 
ingly the custom to make an interim inspection | in the 
No dressings or inspec- 


Amputations both above and below the knee are 


-particularly suited for the technique of delayed suture. 


Provided no sutures or packing are used at the first 
stage, the second’ stage is very simple. The best time 
for it appears to be about the 4th day, but the, flaps 
remain mobile enough for easy approximation up to the 
A drain is used, which is removed in the operat- 
ing-theatre on the 2nd or 3rd day. In every one of a 
recent series of 14 consecutive cases, 90—100% healing 


was obtained in 14 days (Lieut.-Colonel J.\McDougall). 


Wounds involving the hand are also well suited. 
When amputation of fingers is necessary, forward sur- 
geons preserve all viable skin, ‘‘ coring ’’ out the bone 
if need be; so that a good flap is ready and waiting to 


- be used by the surgeon at the base. 


In the management of large ` wourids—especially 
amputations—stress is laid on the importance ofthe 
blood-picture as represented by the erythrocyte count, 
the hemoglobin, the hematocrit index, and the plasma 
protein (all hospitals ‘are equipped with facilities for 
Van Silyke’s plasma-protein estimation), and any 
deficiencies are treated by blood- transfusion before the 


a 7i 
CONTRA-INDICATIONS TO THE SECOND STAGE 
. \ e ry vo) ‘ 
The main local contra-indications are: 


(1) Acute inflammation in the wound, or of the tissues around 
- . it, whether pus be present or not. A “dirty ” wound is 

not necessarily unsuited, for many such wounds show 
no signs of inflammation, and pyogenic organisms are 
not more commonly found in them than i in wounds which 
look clean. 

(2) The presence of gas in the tissues. 

(3) Excessive loss of skin. 


When the wound appears unsuited to immediate 
closure because of sepsis—a comparatively rare event in 
British patients but not uncommon in prisoners-of-war— 
it is treated’ actively. with án antiseptic for a few days, 
and is then repaired. In many cases progress is con- 
trolled by bacteriological examination ; but it must be 
emphasised. that suitability for immediate closure (i.e., 
delayed primary suture) is determined by naked-eye 
inspection alone. 

There are some forms of wound—notably compound 
fractures of the lower end of the tibia—in which suture | 
is often impossible for mechanical reasans. The pro- 
portion of wounds that can be sutured cannot yet be 
exactly estimated, but some impression may be gained 


from two series of compound fractures admitted into 


the general wards of two different hospitals. In the 
first, of .128 consecutive cases of compound fractures 
86 (67%) were completely closed, 33 (25%) were partially 
closed, and 9 (8%) were unsuturable (Lieut.-Colonc] 
Hendry, Majors W. C: Gledhill and B. H. Price). In the 
second, 62 compound fractures were closed, representing 


70% of all.fractures admitted during that period (Lieut.- 


Colonel Bentley). The proportion of ‘ bacon is 7 


\ 
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unsuturable flesh wounds is far less—probably not 
more than 5-8% of all admissions. 


FAILURES AND THEIR TREATMENT - 

A delayed suture which is less than 50% successful is 
regarded as a failure. The two common causes of 
failure are excess of tension at the suture line, and sepsis 
—or both.. The proportion of failures will vary con- 


siderably according to the craftsmanship and judgment, 


of the surgeons. . 

. If failure is complete, a second attempt may be made 
. after preliminary local treatment, usually with penicillin. 
In partial failures the unhealed area may be covered 


with patch-grafts. In other cases again, it. may be best 


to, wait a week or more and perform a ‘ secondary 
suture.” This tèrm is’ used to describe the operation 
required when the time during which delayed primary 
suture /is still possible (usually less than 10 days) has 
elapsed.. 
onwards. The granulation tissue is removed and the 
skin edges excised. In effect, the old unhealed wound 
“is replaced by a new one which is immediately closed. 


Often a flap is needed, and if the wound is large and re- | 


quires ; more than the average skill of the general surgeon, 


the case is transferred to one of the two masilotanal” 


centres in the Command. 


Occasionally failure is due to the retention of unsus- ` 


pected metal fragments, and of course sometimes to 
sequestra. But no wound is allowed to remain unhealed 
without good cause. 


\ 


RESULTS 
I mediate: results.—At least 17,000—18,000 sound 


were ċlosed by delayed primary ‘suture or secondary - 


suture between May ,12 -and the end of 1944 among 
British and Indian officers and men.’ I leave the details 
to the surgeons contributing subsequent articles. It will 
suffice to rècord results of cases operated upon during 


A FE and October in twenty-one | -of the British. 
Indian hospitals in CMF. ’ These fairly represent the: 


standard achieved throughout the Command, the opera-, 
tions being ‘performed by senior and junior surgeons 
and by trainees in surgery; surgeons with wide experi- 
rose of wound repair will achieve results somewhat 

etter. 


TABLE I—RESULTS OF TWO- STAGE OPERATION 


` 
DELAYED PRIMARY 
SUTURE SECON DARY SUTURE 


d a ae Oe ean ee E ee A 
| es (Grade Grade 
Grade |Grade; III. ‘Grade, | Grade III 


' I` II Fait- i Fer 
Total| 100- | (89- | ures Total! (100- (89- 
, | 90%) | 50%) (under ' 90%) 50°) (ander 
| l . 50%) | | 50%) 
All wounds| 3435 | 2693 207 |410 276 | 96 | @8 
(78%) 8 (6%) Gg, (24%)! (9%) 
Compound a} 
fractures | 429 39° 44], 20 =, 5 
Flesh: a te (73%) (18%) (9% . (64%) (29%), (7% 
wounds |3006! 2382 | 458 341. 232 | 76 33 
1 | (68%) | (22%) | (10% 


(79%) | (15%) | (6%) 


analysis carried out for me by Captain C. Parish, RAMC, 
of 3845 proformas designed for the investigation. A rough 
division in to three standards of healing has been made. 

Grade I (100-90%) comprises wounds healed by first inten- 
tion, or wounds which are dry 14 days after suture, but in 


which a small part of the wound ora stitch hole ora penicillin- . 
tube hole is healing under a scab. Care has been taken to` 


include none but proven cases under this heading. 

Grade II (89-50%) ‘comprises wounds which have healed 
for the greater part, but in which there is some gaping or a 
disc (perhaps through stitch holes) of serum or pus. 
Most of these will heal spontaneously within a short time, 
or will need help from a patch skin-graft. 

Grade III (under 50%) are regarded as failures. Most of 
them are, however, only relative failures: few broke down 
completely. 

It will be seen that of the cases treated by delayed 
suture, 10% were fractures, whereas of the cases treated 
by secondary suture 20% were fractures. This is because 
a higher proportion of fracture cases are unsuited for 
delayed suture and’ because there is a slightly higher 


4 


-It is indicated at any time from 14 to 16 days. 


The data shown in table t are derived from an 


. have strict compliance. 


proportion of failure of delayed suture in compound 


fractures, secondary suture being frequently attempted 
when delayed suture has failed. 

A successful delayed suture looks. its best ` a few days 
after the stitches are removed.. As the weeks pass, the 


scars, particularly of the larger wounds—e.g., in tri- . 
radiate scars of the buttock—often develop a good deal 


of keloid formation and. become red and unsightly. 


Often the epithelium gives way, especially at the junction ` 


of scars, or ‘over the fibrous track resulting`from the 
passage of the missile. Such scars are.very troublesome ; 


they ‘may almost indefinitely ‘delay a patient returning- 
‘to his unit in category A. Some of these are now being: 


subjected to a further excision — of scar’ tissue, with 
immediate repair. 

The relation between anatomical situation and healing 
was investigated by’ analysis of 1000 consecutive pro- 
formas (table 11): it will be noted that wounds of the 
buttock were the most intractable. ‘‘Suturability ” 
of wounds may of course be influenced considerably by 


their anatomical situation, and this table deals only “ee | 


wounds that have been sutured. 
TABLE II—-DELAYED PRIMARY SUTURE OF 1000 WOUNDS 
SESE LEIA PRED SERIE SINS AE OPI Ta AE aE PEAR, EEE SR UO STIG 


SE Grade 1, | Grade ir | Grade m 

| : Total | q00-90% | 89-50% [Under 50% 
Foot | 28 22 (78%) | 3 (11%) | .3 (11%) | 
Leg’ .. ' 195 153 (79%) | 24 (18%) | 18 (9%). 
Thigh .. i 306 321 (75%) | 48 (16%) | 27. (9%) 
Buttock | TA | 51 (69%) | 14.(19%) | 9°(12%) 
Trunk `.. 110 85 (17%) | 85 (14%) |10 (9%) 
Shoulder 1. | 64 48` (88%) | 3 (6%) | 3. (6%) 
Neck 8 8 0 0 
Upper arm ' 130 91 (70%) | .30 (23%) 9 ATR) 
Forearm | 70 | 54 (77%) | 9 (13%) | 7 (10%) ” 
Hand .. © 16 11 a” 1 
Head .. .. ° 9 | "8 | oœ 1 


- Remote results.—It is too soon to speak of the future 
of these wounds, especially of the larger ones in which 
there has been a fracture. I do not doubt that many will 


be complicated by abscess formation—perhaps months or ` 


years after suture. But this is a common legacy of the 


war wound, -whatever the original treatment. - 


COMMENTARY 

Under ideal conditions, these results could -be- very 
greatly bettered, but ideal conditions never occur in war. 
If they did, there would bè no problem in the treatment 
of war: wounds, and primary suture could be used : & 
two-stage operation would be rarely needed. It is in 
fact against the conditions created by war that we are 
constantly battling in surgery, and to achieve success 
with delayed suture the rules enunciated here should 
One fact that shows up plainly 
is that the risk of closing fractures has in the past been 
exaggerated. Provided the rules are obeyed, they may 
be closed as fearlessly as flesh wounds. And they should 
be closed as fearlessly, for their need is greater ; sepsis 
established in a bone usually comes to stay. i 


SUMMARY - 
I. The standard treatment of wounds of both flesh 


and bone (face and head excepted) i in the. Italian shean 


of war is a two-stage operation. 

2. Certain rules must be obeyed if a high measure of 
success is to be achieved and disasters avoided. 

3. The results of the .two-stage operation in 3435 
wounds so treated during September and October are 


recorded, together with the results in 410 wounds treated ~ 
by late closure (secondary suture). i 


My thanks are due to Major-General W. C. Hartgill, ops, 
mc, KHS, Director of Medical Services, Allied Force Head- 
quarters, for permission to publish this article, and to Lieut.- 
Colonel Harold Rodgers, OBE, for helpful criticism. I am 
also indebted to Major-General D. C. Monro, CBE, KHS, ad 
Brigadier Hugh Cairns and PESCI Charles Donald, OBE, for. 
helpful criticisms. - 
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THE POLICY OF DELAYED SUTURE 
ROLE OF THE FORWARD SURGEON 


F. A. R. STAMMERS, BSC, CHM BIRM., FRCS 
BRIGADIER; CONSULTING SURGEON AAI, CMF 


DELAYED suture was practised during the latter half 
of the last war. It has come into use again during the 
past eighteen months and in Italy conditions have been | 
favourable to its employment on a large scale. 
are extremely grati for with the advent of penicillin 
a ATA higher proportion of successes is obtained than 
in 

One day a paper will be written on “the influence 
of Time, Terrain, and Type of warfare on the treatment 
of wounds,” for much of the controversy surrounding 
wound treatment results from failure to appreciate that 
different conditions may demand different. forms of 
treatment : no one form has a monopoly of perfection 
under all circumstances. What is right for the desert 
may be wrong for cultivated countries ; what is possible 
‘in static warfare may be quite impossible in a war of 
movement ; the case of6 hours’ standing can be treated 
differently from: one of 3 days’ standing; what is good in 
- bullet wounds is insufficient in wounds caused by ragged 
fragments of metal. 

The conditions necessary for a general policy of delayed 
suture to be successful are : 


' 1. Adequate forward surgery appropriate to the Gita: 

2. Short lines of evacuation with base hospitals within a few 
hours of the advanced surgical centres. (Cases must reach 
the hospital at which the suture is to be performed not 
later than the 3rd or 4th day after the primary operation.) 

3. A group of surgeons at the base fully alive to the possi- 
bilities of delayed suture and organised pcoandinay: 


` 1914-18 ~ 


` In order to understand the rationale of the present 
technique of wound treatment as practised in the forward 
areas of Italy brief reference must be made to the experi- 
ence of the-last war. 

At first the surgeons of 1914, having little more than 
the records of the South African War to guide them, were 
bewildered by the appalling sepsis with which they were 
confronted in Flanders. (Anthony Bowlby declared 
that he was going home to study the records of the 
Crimean War!): By pai ly acquired experience they 
learned that it was necessary to lay wounds wide open, 
to remove all foreign material that was readily accessible, 


and to incise deep fascia as a decompressive measure., 


By 1916 such men as Henry Gray, Rutherford Morison, 
and Carrel were performing secondary sutures. Then 
came the researches of Shaw Dunn and others showing 
that gas-gangrene was a specific infection of devitalised 
muscle ; -and on this basis surgeons began deliberately 
to remove all dead muscle. Later the importance of the 
time-factor was appreciated and surgical organisation 
was directed towards getting the patient to the surgeon 
within 8 hours. ` 

Surgery was at its height i in the latter part of 1917— 


i.e., when the war was static and lines of evacuation were 


short. - (Some patients were in London within 12 hours 
of wounding.) By this time delayed and even primary 
sutures were being performed. There were no sulphon- 
amides and no  penicillin—surgeons relied on such 
antiseptics as hypochlorous acid (Dakin), iodoform 
(BIPP of Rutherford Morison), permanganate of potash, 
and salicylic acid, while other agents such as salt bags 
(Gray), soap solution (Haycraft), hypertonic glucose 
(Beckwith Whitehouse) were all tried. Gray insisted on 
spAnting and drainage, and all came to realise that 
cases must be held until stitches had been removed. 
Once the war changed to one of. movement, as it did in 
1918, results were less good largely because, the time- 
factor could no longer De respected. | 


& | ) . THE. ‘PRESENT. WAR 


These facts explain why the policy of deya suture 
has been slow to develop in the present war. Up to 
about May, 1940, casualties in France were few, and 
although wounds behaved much as they had done in 
1914 and were being treated according to the technique 
of 1917 the small numbers made any set: organisation 
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Results | 
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for delayed suture unnecessary ; and when the German . 
offensive came things. moved so rapidly that there was 
no chance for delayed suture even if it was considered. 

Then came the experience of three years in the desert, 
where lines of evacuation were of unheard-of length and 
the time-lag made delayed suture generally impossible.. 
On the rare occasions when hospitals were near the line a 
few surgeons did actually employ it, but opportunities 
were few, and for most young surgeons it was a forgotten 
if not unknown art. With the possibilities of delayed 
suture out of mind the need for directing one’s technique 
to de oa a wound that would be ready for suture - 

5 days’ time did not arise. Nevertheless a change | 
of thought was. taking place. It was realised that 
wounds did not' become so foully septic, and that gas- 
gangrene was not so common, as on the soil of Flanders, 
and a technique of trimming and of ‘fascial incision for 
decompression became the one of» choice: the old 
“ excision ” was condemned as mutilating. The satis- 
. factory results were largely attributed to the new sulphon- 
amides: but there was no general policy of ‘routine 
stitching of wounds 3-5 days after the primary operation | 
—usually they were just allowed to granulate over. - 

| The influence of climate and terrain is very significant 
here. Compare the soldier wounded in France—wearing 
a dozen thicknesses of clothing soaked in rain, and boots . 
and gaitered trousers impregnated with the liquid mud 
of a highly cultivated country—with the soldier wounded 
in the desert, stripped to the waist or wearing only a thin 
open shirt and shorts, exposed to the sun and fighting 
= the barren sand. It is these factors far more than the 
phy ra that led to the good behaviour of wounds, 
that made a less radical operation sufficient to prevent 
the spreading cellulitis and pocketing of pus. later to 
be seen in Italy. 

In the North ‘African campaign conditions much‘ more 
nearly. like France obtained—a cultivated country, rain, 
mud, and cold. Surgeons naturally adopted. an “ ex- 
cision ” rather than a ‘trimming ” technique, and a 
few carried out small numbers of delayed sutures. 

: Then commenced the Sicilian and Italian campaigns, 
and the surgeons of lst and 8th Armies met, the former, 
already experienced in wound behaviour in cultivated 
countries, the latter for a much longer period having 
worked in the desert where they had developed a’ 
technique suitable to that terrain., Itissmall wonder that 
there were differences of opinion. But wounds in Italy 
did behave differently from those in the desert. 
“ Wounds are behaving just as they did in France,” 
wrote one experienced surgeon who had served there as 
well as in Gibraltar and North Africa. It was not very 
long before all surgeons became more radical. : 

After the winter quietude the stage was set for the new 
offensive commencing May 11, 1944, and almost for the 
first time since 1939 conditions ‘were ideal for comyed 
suture to be adopted as a routine : 

1. Forward surgeons had learned the best way of treating 
wounds in Italy. . 

2. They had adequate supplies of penicillin. 

3. There was a narrow front with short lines of evacuation 
along good roads. 

4. Base hospitals were within 3 hours of the advanced surgical 

- centres, 

5. Base surgeons were fully alive to the advantages of delayéd 
suture and. organised accordingly. _ 


The results have been most encouraging aaa it is no 

exaggeration to say that several thousand men have 

been returned: to duty much earlier than they would 

‘have been without delayed suture, and that large numbers 

‘who otherwise would have been placed in category O 

or even D have been retained in the higher categories. 
Frequent: liaison between forward and base surgeons 

has led to minor changes in forward, procedurer, ‘The 

kinds of question asked are : | 

1, Which mode of skin preparation appears best aa 3 

2. Is a: solitary insufflation of penicillin at the time of opera- 

tion of benefit ? | ; 

3. Which method of treating through-and:through wounds 
. gives the cleanest wound ? 

4. What is the best day for delayed suture ?- 


And the base surgeons give tWeir views, Forward 
surgeons contribute by such: information as z; 


1. Stitches and’ ambulance journeys are incompatible,” aay 


f 


~~ 
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2. All soft-tissue wounds are best splinted for the journey. 
. When muscle.is involved splinting is essential, and it 
Phong inolado tbe joint below. 


PROCEDURE IN FORWARD. AREA 


The folowing. technique is now employed by all 
forward surgeons in Italy... 
shave a wide surround of skin and wash it with 
soap and water. Then apply some such antiseptic as 
flavine in spirit, or iodine. 
Remove\only the pulped or frayed edge of the skin ; 


the skin wound must bë extended by’ incisions long l 
- enough to allow retractors to be inserted. to the full N 


depth of the wound sq that it can be fully inspected. — 
Exeise any dirty fat or fascia and cut off any tags of 
fascia.. Remove all muscle that does not bleed or does 
not contract when cut (imperfect removal of devitalised. 
muscle carries the risk of gas-gangrene, and in any case 
leads to sepsis ‘and hence to a wound unfit for early 
suture). Remove any pieces of bone that have no peri- 
osteal attachment. Remove any indriven clothing, 
equipment, or dirt, and any, fragment of metal that is 
readily accessible, Lay open all nooks and crannies 
in which pockets of pus may collect.. Make generous 
incisions into the deep fascia, transversely as well as 
longitudinally, as a prophylactic decompressive measure. 

At the end of the operation a good frosting of penicillin- 
sulphonamide powder is applied, and during operation 


‘Many surgeons pour into the wound 1/1000 acriflavine . 


or roflavine—an antiseptic in which many gained 
justifiable faith in peace-time traumatic surgery.. A 
dressing of sulphanilamide-paraffin gauze is applied, but 
no packing and no stitches are permitted. | 

.One need not be afraid of making a long i incision : it 
. can be closed at the base, and indeed it is easier to suture 
than a circular hole. Adequate incision is particularly 
- important where there is a deep and extensive muscle 

wound lying beneath ‘a small wound of entry. Where 
a throug and-through wound is superficial it is best to 
join the two together, but where it transfixes deeply— 
~ as through the quadriceps or deep to a vascular bundle— 
each wound should be treated separately as above. , 

‘For major muscle wounds (buttock, thigh, calf, 
axillary folds) a three-day course of penicillin, either 
intramuscularly or by glucose-saline drip is given. The 
~doge is 15,000 units three-hourly. There is no doubt 
that penicillin has contributed to reducing the mortality 
-of gas-gangrene, though efficient forward surgery will 
always be the first line of defence.: 

An essential part of treatment is adequate splinting. 
Quite apart from fractures, every wound involving 
muscle should be splinted, the best form being 4 


plaster back-slab or a light cast; it should include the 5 


joint below, for otherwise the patient travels in pain and 
the wound is pulled on by the irregular movements of 
the ambuJance. Experience shows that Cramer wire 
is too springy to give comfort during travel over rough 
roads. ae ae | 
Finally, after operation the wounds should not be 
inspected until the patient has reached the theatre of the , 
hospital at which suture is to be performed. In the 
absence of pain and toxemia any exposure of the wound 
at staging posts is meddlesome and will certainly lead 
to superimposed infection. - | 

The above technique is applicable in all wounds, 
whether of the.limbs (with or without fracture), the chest 
wall, the back, or the axilla. The flaps of amputation 
stumps are left. open: even two guiding stitches are 
_ likely to result in accumulation of clot which in ae 
isa source of sepsis. |- . : 


SPEED OF EVACUATION 


If there be any who would criticise the general manage- . 


ment of wounds in forward areas it must be remembered 
that the traumatising effect of the subsequent ambulance 
joufney over rough. roads dominates the activities of an 
advanced surgical centre and 'to a large extent dictates, 
what forward surgeons may or may not do. 
A fundamental fact in the policy of. delayed suture is 
-that the suture must be performed not. later than the 
3rd to 5th day. . The responsibility of getting patients 
back. to the base hospitals rests with the forward units, 
and it-means that patients should arrive mot later han 
‘the 2nd to 4th day. or ee 


ye 


of blood at the time of the initial surgery. 


Here difficulties arise, for in ‘this moving warfare lines 
_ of evacuation are stretched and uncertain, and it is not 
_ always possible to deliver patients to the base in-under a 
week. Forward hospitals dare not undertake their own 
delayed sutures unless they can“hold the gases for at 
least 10 days, which may be impossible in times of stress ; 
and: stitches and ambulance journeys are MOOREN Dg 


TREATMENT ‘OF BATTLE WOUNDS 
TWO-STAGE OPERATION P 


W. M. CAPPER, MB LOND., ‘FRCS, “MROOG 
LIEUT. -COLONEL BRAMO a i 


AT a forward base. hospital in Italy during the six 
months ending September, 1944, 2024 battle casualties 
were received and 1202 operations performed for delayed 
primary suture. Most of the cases had multiple wounds ; 
so one operation might involve the suture of une three, 
or more wounds— in one case of thirteen. 

For success: two factors are’ essential; D early 
adequate planned decompression of the wound at the 
initial operation forward, -and (2) facilities for early 
“transportation of the ‘wounded man to a centre where 
definitive surgery is possible and, where he can be re- 
tained for 10 days or more. 

It has been our policy to examine all wounds in the 
theatre on the day after arrival. The reparative: 
operation seems to have its best chance when done as 
soon as possible after the 3rd day from the initial 
surgery. The benefit of early operation outweighs the 
advantage of any preparation beyond 24 hours’ painless 
rest and adequate fluid. intake. 

Attention should be paid at this stage to the condition 
of the blood. A ‘hematocrit estimation by the copper _ 
sulphate method is quick and accurate and the blood can 
be taken as a routine by the anesthetist in the theatre 
after induction. Of 183 consecutive cases of serious 


. wounds examined between the 3rd and 8th day after 


. wounding, 76 (41%) had a hematocrit below 35%, 
although the majority had been given one or more pints 
The packed- 
cell volume should be maintained above 85% in all cases 
by transfusion ‘of fresh blood till the a aoa barrier 


‘ prevents further protein loss. 


SOME POENTS IN. TECHNIQUE 


| Local chemotherapy.—According to. the type of wound | 
encountered, we have treated it with a powder or with ` 
penicillin golution. The powder was either 1% proflavine 
in sulphathiazole or else calcium penicillin; and they 
appeared to be of equal value: Sodium penicillin . 
solution (250 units per c.cm.) has been used where it was 
impossible to get adequate debridement in a long 
tracking wound through muscle groups or near vital 
structures, or where it was impossible to avoid dead 
space ; it is -introduced through fine rubber tubes: 
Adequate drainage is important to get rid of the gram- 
negative pus that collects in these spaces, and this is best 
removed by aspiration of the tubes twice a day before 
the introduction of the fresh solution. . 

Systemic chemotherapy.—A. course of salphathiagele by 
mouth after operation seems to be of definite value. 
Parenteral penicillia was used in comparatively few of 


‘this series, but it is certainly of great benefit where 


suture of multiple wounds is attempted. 

Repair.—Care over accuracy of suture and ‘skin 
approximation is amply repaid. Fine sutures of silk- 
worm gut closely placed give the best results, and where 
the skin edges cannot be straightened, vertical mattress 
sutures or a pulley-stitch are of special value. Deep 
tension sutures over buttons may be used with advantage, 


especially in buttock wounds, where maintenance of 


apposition of the deep tissues is difficult. A certain 
amount of tension may be allowed according to. the area 
being sutured : in the arm and thigh, for instance, where 
the underlying cedema will soon respond to elevation. 
Over the scapula, great trochanter, and the subcutaneous 
tibial surface, on the other hand, tension will certainly 
result in wound breakdown. Buried sutures are for he 
most part unnecessary, and better avoided. 

_ Dead space is unavoidable in many of the wounds. | If 
it iş deeply ‘situated, the best course is. to, introduce a 
penciling tube with dependent drainage. By the 7th 
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day, when the tube is removed, most of the space will 
have been obliterated by the fast- -growing hemorrhagic 
granulation tissue that forms in the presence of penicillin. 
The hole for the drainage-tube can; then be sutured if 
. necessary. Superficial dead space is a more ‘difficult 
problem. Tentage of the space with an epithelial ‘bridge 
_1s almost certain to fail. It is best either to rotate a 

skin+flap to fall into the underlying hollow, or to suture 
the skin edges to the shelving walls of the gap and cover 
the intervening space_with.a split-skin graft. It is 
important to pay close attention to general principles as 


to viability when swinging a flap for this. purpose.. 


Union of the original or marginal skin of a wound is the 


best possible cover ; but where this is not feasible it has 


been our aim to apply a skin-graft to the denuded area 


at this ‘stage when the fresh muscle surface gives a- 


greater likelihood of take. \ 

Immobilisation.—The importance of a firm pressure 
bandage, of absolute fixation of the part in the plaster, 
and of elevation, cannot be exaggerated. Plaster back- 
slabs, with additional side-slabs as necessary, fixed with 
wet open-wove bandages, have proved: more satisfactory 
than circular plaster if (as is usual) the wound is ae be_ 
mp eted 5 days later. 


CONTRA-INDICATIONS 


l Cantracindications to suture are surprisingly few. The 

most comman are : 

(1) Established infection. —The’ ‘usual picture is that of skin 
with red edges exposing tense hemorrhagic muscle 
bulging through the wound in an cedematous area. 

' Such a wound must be further decomipressed, and the 


- part must be splinted and elevated for 5 days, after 


which secondary suture may or may not be possible. 
` (2) Incomplete wound excision.—Occasionally wounds arrived 
of foreign bodies and dead tissue. 


excision. Suture will prabably be possible in 5 days. 


(3) Involvement of a blood-yessel.—In a wound where a large — 


blpod-vessel may have been damaged, and where it is 
impossible to ensure absénce of sepsis, suture may be the 
prelude to secondary hemorrhage : it has occurred in 
3 cases in this series, and in each of them a low-grade 


- infection was present in.a wound where the femoral. 


artery was involved. This figure may not be significant, 
and quite possibly hemorrhage would have occurred in 
any case; but‘in our expérience secondary. hemorrhage, 
‘has been rare in such wounds when allowed to drain.’ 
(4) Joints.—Where a joint is open in the wound it is best to 
attempt closure of the gapsule or its adjacent structures 
and to wait 5 days before losing the overlying skin. 


RESULTS 


Over 85% of the wounds have epithelial cover on the 
14th day after suture. The scars are healed, firm, and 
ary. While resolution of the lesion in the deeper tissues 
may take weeks or months, loss of tissue fluid and 
infection are: prevented, and the improved general 
condition of the patient is manifest. . 

All wounds are worth suturing, however trivial ; 
indeed small wounds are the most important from the 
point of view of economy of man-power. `. 

The scars following suture are more supple and less 
adherent than those that follow granulation. . A com- 
parison of 58 thigh wounds selected. at. random "from 
convalescent depot records shows that the average time 
away from duty was 104 days for unsutured wounds, and 
88 days for sutured ones. This is too small a figure to be 
convincing ; but it is noteworthy that 90% of the men 
with sutured wounds returned to duty.in category Al, 
Dar with 54% of those whose wounds were not 
suture 


On an average, superficial flesh wounds are fit for the | 


convalescent depot at the end of the 3rd week, and the 
more extensive wounds, with deep muscle laceration and 
tracks, at the 4th to. 6th week, according to the degree of 
skin loss. 


which still contained pieces of clothing, and other kinds — 
These need further - 


. divided into four distinct periods : 


' Was 22:7 days 


Except for the hæmorrhage mentioned above, no ` 


serious complication arose in the 1202 consecutive cases 
treated by several surgeons. 

= -This report records the work of a whole division and the 

conclusions were reached by frequent: discussion both in the 

theatr¢ ‘and in the wards. If I mention the names of Major 


and early suture was possible ; 


Barbara Stimson and Major John Ryder it is not that I am 
unmindful of the work. done by sisters, medical officers, other 
surgeons, and specialists. .I must thank Colonel M. I 
Whelton for permission to publish and Dai H. C. 
Edwards for eneouregement. 


WOUNDS OF SOFT ‘TISSUE 
| TWO- STAGE TREATMENT 


JAMES J. MASON Brown, MB EDIN., FRCSE 
LIEUT. -COLONEL AEC 


THE cases reviéwed cover approximately a “year, : 
(a) before penicillin 
became available; (b) January to March, 1944, when 
cases ‘were received direct from forward medical units 
‘(c) April to August, 
1944, when most of the wounded were recéived from 
other hospitals on the opposite coast of Italy ; and (d) 
September and October, 1944, when cases were received 
direct by air or other means from the casualty-clearing 
stations. 

-To facilitate decéaation the wounds have been divided, 
clinically into two classes: (1) ‘‘ clean ” wounds which 


‘had been cleanly excised and had_.no necrotic tissue, 


no obvious sepsis (or very little), ‘and no surrounding 
‘induration, tension, or inflammation; and (2) ‘* septic ” 
wounds which did not conform to these clinical standards. | 
During the pre-penicillin period 29% of soft-tissue 
wounds were considered suitable for suture. In the first . 
penicillin period just over 26% were regarded as “ clean,” 
and-'a further 30%, regarded as ‘‘ septic,” were also : 
sutured.: In all during the first penicillin period 56- 3% 
of wounds of soft tissue were suturéd. 


Healing standard. 1 — Healing solidly like a clean aperto 
scar by the 14th day. 

Healing standard 2. —Wound surface slightly moist with 
thin seropurulent discharge about 6th-10th day but healing 
complete in 16 days with slightly more scar tissue than in 
standard 1. . 

Healing standard 3. —Wound as in standard 2 but -with 
gap hot fully healed-up to 1 in. long in 14 days. Healing 
complete in 24 days. 

Healing dandard 4.—Up to half the wolna breaking down: 

Healing standard 5.—Over half the wound breaking down. 


RESULTS OF SUTURE 


In all 71 wounds were sutured using sulphanilainide 
powder, with 62% of satisfactory results (table 1). The 
average stay in. eR of patients without other lesions 


s. 
TABLE I—SUTURE OF WOUNDS WITH SULPHANILAMIDE POWDER 


Days 


hotwocn No. of. Healing standard : 
excision | wounds. — 
and suture | 2 3 4 | 5 
S — | 
2-5 52 : 22 11 9 = 9 
. | 
6-10 16 F 5 4 2 E 3B 
Up to 10° 68 27 15- 11. 11 
(30: 7%) | (22%) mee) (5°9%) | (16°2%) 
Over 10 eal IR 1 0 0 : 1 
! a ' 1 
Total. | n dbo a4 12 
| (39° 323) (22:5 7) (15-52%) | (57%) | (16-99%) 
Table 11 shows as results in 110 ‘ clean ” wounds 


‘which were regarded as comparable clinically to those in- 
‘table 1, but-were treated by suture with one insufflation © 
of calcium penicillin and sulphathiazole powder. Success 
was attained in 103 (93:6%) and. there were no real 


j failures. 


It is noteworthy that with suture up to 10 days after 
primary excision 96-8% were entirely successful, and 
after 10 days the number of cases healing in lower 


categories substantially increased. For those: sutured 
-more than 10 days after excision the stay in hospital 


-was 24:3 days, opan E ‘with i 6 | days” fort ose 
sutured earlier. ' 


` 


UN 


y 
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TABLE 1I1— SUTURE OF K CLEAN ” WOUNDS WITH PENICILLIN 


E POWDER — 
EA -Healing standard 
excision E 
and suture | 2 | 3 | apf 5 
3-5 3 1 | 
6-10. | 3. il | a 
Up to 10 ' 6. 2 | 
na ne (9°5%) | (32%) |” 
TE | 
RR eee, SIE ees eR en) ye! (PT Rees 
Over 10 ` 47 | 34 | 8 5 | 0 0 
; : i (72-35%). (17%) aed, 
r krig i ane : 
_— | | ll Se anne 
: i 
Total.. 110 89 3 0 0 
| | ‘|(80-9%) (127%) (6 42 my i 


These results were SO striking that suture with peni- 
cillin was extended, to ‘‘ septic” wounds (table 111). 
Even without selection the results of the’ penicillin cases 
(table IV) are much better than those treated with 
sulphanilamide. 


aN 


TABLE T1I—SUTURE IOF. ‘ SEPTIC ’ wounDé SUTURED WITH 
= * PENICILLIN POWDER 


Days o- | 


Hotweca No. ‘of Haing standard l 
excision |wounds ;——— TS say Meese 
and suture 1 A ode! 3 a 4 -5 
T zo. oe 
Ep to 10 35 17- 5 2 
l (48- 6%) | 9%) (8- 6%, o) (14°2%) | (5:7%) 
Over 10 78. 41 r- 
“= ae | (562% asia) (12 3% ) as: 7° %) | (27% 
Total.. 


(108. 4 
Cis. | oie), atko (11%) 129%) | (3-7%) 
As more penicillin became availablé it was decided. to 
perform | suture, with penicillin-sulphathiazole powder, 
in every possible case: where wounds were considered 
unsuitable for closure they were to be made ready for 
it as soon as possible. In our second penicillin series 


er 
TABLE IV—ALL WOUNDS: 


a ee a M amaMiie- 


FIRST PENICILLIN SERIES 


k Healing standard 


i E 


è 
eR ee ee a ed 


a 
4 
| 67 4%) (6: rt %) (1-9%) 


(87%) 


a E r A, 


therefore almost every sond of soft tiSsue was sutured ; 
but during this period most, of the casgs were received 


later and had. been dressed between their primary wound | 


treatment and admission. to se The results 
are in table v. 

The figures show a jeneral Amprovement, almost 
certainly because of wider experience in the téchnique 
of wound suture and greater use of local therapy to make 
the wounds suitable for suture. During this period 
also the hospital experienced one of its quieter intervals 
and individual consideration could be given to every 
case—238 wounds of soft tissue sutured in approxim- 
ately six months. It is significant that no case remained 
in hospital because of chronic sepsis from soft-tissue 
wounds. 

The results were so gratifying that inthe last period, 
during the rush of cases, practically every wound was 
sutured: as a deliberate ‘policy: - Unfortunately of 357 
cases thus treated within aboyt five weeks, 64 had to be 


evacuated before healing’ could be assessed ; these were 


for the most part the smaller clean wounds. At times 
penicillin. powder was in short supply and 23 clean 
wounds were sutured with sulphanilamide powder. (with 
5 failures), and 23 with _ proflavine-sulphathiazole 
powder. (with no failures). . The remaining 217 cases 
treated with’ penicillin-sulphathiazole powder constitute 
our third penicillin series (table v1). The average stay 


. inserted’ through the wound. 


, justified, and the treatment. has. co 


in hdspital of 159 patients without other lesions was 
‘21: -4 days. 


Thus tables IV ‘to VI show that 673 ounda were - l 


sutured with penicillin-sulphathiazole - powder. The 


: failures numbered 53 (29 in standard 4 and 24i in standard 


5), i.e T 9%- 
TABLE VALL WOUNDS : 


` 


SECOND ‘PENICILLIN SERIES 


Day e 
Healing standard 


p between 
Type of No.of. 
| wound ae wounds 5 
suture 1 2 P j 4 5 
Chan |Upto10| ‘67 59 - el 0 4 
= . (88%) (9%). -| (1-5 Jo) | (295% 
Clean | Over 10 63 0 0 : 
3 : Tanunda dws f: x 
Clean AJl 130 f 1 ʻ 
. \| (87%) (10: 15o; o)! (T° 3) (0°7%) 
Septic |Upto10| 4 26 5: | 8 ; 
(65%) |(12°5%) | (20% (2°5%) 
Septic |Over10| 68 36 12 | 9 3 g` 
i IEL Pa (17:77) o (44%) (117%) 
Septic | AN “108° 17° 3 “9 
(57° Be.) (15° 7% 2-8%)| (8-3%) 
All Total.. | 238 31 19 3 | 10 
types E 5 2) (13%) (8%) (1:3%) (4°2%) 


t 


Large wounds which sould aot be SATA into 


‘apposition without residual tracks.or cavities, or which 


:could not be made completely free from necrotic tissue, 
were sutured by the pénicillin instillation technique. 
. The results are summarised in table VII. 


TABLE VI—ALL WOUNDS: THIRD Tinen SERIES ` 


tebe No. of Healing standard =. 
excision wounds 

‘gad suture . 1 2 ' L 4 5 
Up to 10 185 


“134 19 13 

(72°45%)} (10-°3%) | (70% (54%) a 83° %) 
18 ` 7 5 * 

(56°3%) | (21-9%) | (156%) (81% (31%) 


eee | tec | e aa a m | e D m | pec | eater NTT 


Total 


152 26 18 | 11 10° 
(70%) (12%) (8°3%) (5°1%) \ (4°6%) 


The large proportior in standard 3 | is ened by the 
fact that on a number of occasions the rubber tube was 
It is better to insert the 
tube or tubes through separate stab incisions. | 

In all, penicillin has been employed as a bacteriostatic 


in the closure of 721 wounds with only 8- ‘6% of failures. 


It is obvious that the faith of surgeons in CMF in this 


TABLE VII— WOUNDS ‘TREATED BY PENICILLIN : INSTILLATION 


Healing standard 


D a | | | 


48 20 (41-6%) | 7 (14-6%) | 12 (25%) 3 (63%) 6 (12-5%) 


method of dea ling ` with SORER wounds has been 
e to be conceived 
as a two-stage procedure—the prim wound excision, 
or toilet and ‘the wound closure. i 


~ 


POSSIBLE DANGERS j oy 


The following complications of suture. may be en- 
countered : 
(a) Infection, as shown by systemic signs, is rare. It should 
- not occur if the wound is thoroughly reviewed. 
(b) The suture of a puncture wound without.. thorough 
exploration is unwise, and if any doubt exists a tube 
should be introduced for penicillin instillation. In one 


\ h 3 


= 
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. ease a neck wound was sutured with penicillin powder 
and injury to the clavicle at the lower end of the long 


~ track was not spotted. The wound healed well but bone - 


infection became obvious a fortnight after suture. 
© In 3 cases foreign bodies had not been noticed and 
abscesses developed in relation to them eee the 
wounds had healed. : 
All these complications can be minimised by thorough 
, wound inspection. > 


SUMMARY AND CUN LULO 
(1) Penicillin as a local bacteriostatic has so revo- 


~ Tutionised the delayed closure of soft-tissue wounds 


that the two-stage method has become firmly estab- 
lished as the best form of therapy. 
(2) Of 721 wounds sutured with penicillin powder or 
| penicillin instillation, only 62 (8-6%) have been con- 
sidered failures. 
k (3) Success depends first and foremost on adequate 


_ primary surgery. No bacteriostatic, however effective, 


must be allowed to replace thorough wound excision, 
and the results of the two-stage treatment are'a tribute 
to the work of the surgeons in the forward area. 
- The cases reviewed were treated in the surgical division of 
- a general hospital by a succession of surgeons. Majors W. R. 
Merrington, J. R. Stead, and H. S. Shucksmith, Ramc, and 


Captain L. A. French, usmc, have been attached for varying - 


periods, and Captains J. R. Rickett, E. P. Clarke, A. Tudor 
Hart, A. E. O’Donnell, L. H. Crosskey, and E. D. V. Nicol, 
_ to all of whom I should. like to express my thanks. As 
the only member of the surgical staff who has been with the 
hospital during the entire period, I must be considered 
responsible for the opinions expressed. I am indebted to 
Colonel J. D’A. Champney for permission to quote from the 
hospital records. 
. It is a pleasure to acknowledge the, help, and inspiration all 
surgeons in CMF have received from Lieut.-Colonel J. S. 


Jeffrey, until recently officer commanding the penicillin 


control unit. His pioneer work, particalarly i in the instillation 
technique, and his enthusiasm, went far in the early days to 
convince the sceptical. His is the original work and we have 
merely carried out his methods on mass-production lines. 


ADMINISTRATION OF PENICILLIN, ` 
_ ‘BY MQUTH © | 


N. G. HEATLEY, PH D CAMB. 
‘Sir William Dunn School of Pathology, Oxford 


In their recent communication Little and Lumb 
(1945) reported among other findings that penicillin 
mixed with certain protecting media, notably raw egg, 
could be effectively given by mouth, and that 7 ee 
the ‘amount swallowed was excreted in the urine is 
considerable return of penicillin in the urine is as large 
as or larger than that usually found after intravenous 


f 


‘or intramuscular injection, and ‘is far greater than that - 


recorded: for other methods of oral administration 
(Rammelkamp and Keefer 1943, Free et al. 1944, Rantz 
and Kirby 1944). It seemed of some importance to 

. Yepeat these observations, particularly since Little and 
Lumb report levels in the blood approximating to those 
obtained after parenteral injection—imdeed, their pub- 
lished curve shows a substantial blood level maintained 
for a Pemer eel, long period. 


METHODS 


Four adult male subjects took the same kind of preii 
fast on each of 3 days, and 3 hours later received a dose of 
penicillin. On one day the procedure was substantially 
that followed by Little and Lumb ; ‘tthe dose of penicillin 
(15,000 units for subjects A, C, and. D ;.27,500 units for 
subject B) was taken in a beaten-up fresh egg made up to 
' 100 c.cm. with tap water... This was preceded 10 minutes 
beforehand by 3 g. of sodium bicarbonate in 150 c.cm. of 
milk. On another day. the same dose of penicillin was 
` swallowed in 100 c.cm. of tap water. On the third day 
the same dose was injected into the deltoid muscle in 
3 c.cm. of normal saline (except in the case of subject C, 
twhete the dose was injected in 4 c.cm. of distilled. water), 
Pfizer sodium salt, batch 2054 (expiry date July 31, 1945); 
WAS used throughout. : 
«-Blood samples were taken at intervals, and their 
bacteriostatic power. was examined by the drop-on-slide 


ar 4 


u 


— 


this range. 


method (Garrod and Heatley 1944). Twofold dilutions 
were sét up, but an attempt has been made at interpola- 
tion based on the number of colonies in the drops showing 


partial inhibition compared with the number in the con- 
. trol drops. 


The results have been expressed in terms of 
units per e.cm: by comparing with slides set up with 


closely graded falling dilutions of sera containing known 


amounts of penicillin. These results are semi-quantita- 
tive and comparative only. 

All lots of urine passed during the 7-8 hours followingthe 
dose of penicillin were collected, their volume and pH were 
measured, and the pH was ‘adjusted to 6-0-7-0 if outside 
A small portion was taken for assay, shaken 
with a few drops of chloroform, and placed in the 
refrigerator at once. The urine samples were assayed 


Urinary excretion of penicillin after 
- administration of 15000 units. 


Intramusculerly ` 
Orally, in IOOml. of water. 


Orally in raw egg !Omin, after 
3 Og.of NaHCO; ìn 150ml. | v 
of milk, 
EEE ey 
f) . ey 
Total excretion efter l ' 
intramuscular, 63% of dose ~ 
orally Cin water) 15:5% 7 ` 
orelly Cin egg) ,36% - ==, 


Av. rate of excretion (units per minute) 


100 200 
` Time after dose (minutes) 


‘Rate of urinary excretion of penicillin after the same dose 
(15,000 units) given in three different ways to subject oF 


1944) within a few hours of being passed, and sometimes 
on succeeding days also, such replicate assays agreeing 
well. In every case the standard solution, in terms of 
which thé penicillin‘content of the urine was expressed, 
was a portion of the same solution prepared for swallow- - 
ing or injecting in that particular experiment ; parallel 
tests against a reference standard confirmed that the 
actual potency of the material used was close to its 
assumed potency: Previous experiments on the repro- 
ducibility of the exact method used showed that the 


. coefficient of variation for a omgle I a assay 


was 10% or less. 


RESULTS 
The eiia have been summarised in tables I aa Il. 
In table 11, showing’ the excretion each hour after the 


dose, the results from subject A have not been included . 


because, he had poor control over his functions and’ could, 
usually obtain urine only at long intervals. . From 
subject C, however, samples were collected every, 5 or 10 
minutes initially, and these results have been plotted on 
a graph (see figure). Each point on the graph indicates 
the average rate of excretion during the period of which 
it is the mid-point ; the area under the curve therefore 
Popreseny the amount of penicillin excreted. 


DISCUSSION 


It has Jone been ‘known that though administration of 
penicillin by mouth is attended by losses greater than by 
the parenteral route, nevertheless a proportion of the 
material is absorbed into the blood and excreted in the 
urine.. ‘Now that penicillin is more abundant and is- 


‘being produced more cheaply, the time may bë approach- 


ing when the convenience of oral administration will more 
than - compensate for the“ darger ‘amount of the ‘drug 
required: a ae eee 


- 


‘in quadrupheats by the cylinder-plate method (Heatley 


eee M 


THE rc) . DR. HEATLEY : 


TABLE TERA OF DOSE: EXCRETED AND BLOOD LEVELS 
AFTER PENICILLIN eee BY DIFFERENT ROUTES 


| 


Concentration of penicillin in serum 
Units | Mode Per cont. (hundredths of a unit per c.cm.) after 
Sub-| “in | of | dose ex- ——— m 

f so at d in 

' | 308° | min.* Oiane "lt brl he.l hr.{1 br.|1¢ hr.| 2 br. |2} hr. 

Ow; 42 |—|—|—]—]| — | nana 

15,000; Oc 11:0 | — | — 3 3i — | — — 
‘Im |. 377 24 | 23 | 22 | 12 6 -= —— ` 

Ow | 133 | 3] 6| 655| 27| — | nd. 

B |27,500| Oe 18-0 — {2:2 5 6 2 — — 

' Im 29-6 64 | 64 | 54 | 40 20 10 6 

Ow; 155 | — |27 | na| — | nd | — | nd 

15,000) Oe ; 338 |— | — Inal, 6] 3| — | — 

` Im 63-0 43 | 35 | 27 | 18 | 10 2 — 

Ow | 43 |—]|—]—]=|— nd 

15,000} Oe 15°5 — 2 6 6 |3:5 nd 

| Im 50°2 45 | 57 | 48 | 32 | 14. 7 3:4 


e Mode of administration: Ow, oral in water; s Oe, oral in egg 
(taken 10 minutes after 3 g. sodium bicarbonate in 150 c.cm, milk) ; 
Im, intram r. nd,notdone. —, less than 0-016 unit pero. cm, 


It has not, unfortunately,, been possible to substantiate 
the results of Little and Lumb as far as urinary excretion 
or blood level of penicillin following oral administration 
by their method is concernéd. The difference in the 
results here reported and theirs may possibly be referred 
to assay technique, for from their graphs and tables it 
seems that solutions containing up to 25 units per c.cm., 
may have been used undiluted in the -cylinder-plate 
assays. As these assays are usually performed, the curve 


| ADMINISTRATION OF PENICILLIN 


N 


relating diameter of zone of inhibition to concentration | 


of penicillm becomes too flat for quantitative purposes 
beyond a concentration of 4-5 units per c.cm. ; at higher 
‘concentrations a large change in strength of penicillin is 
accompanied by a very small average difference in 
diameter of zone. (On the same plate on which a Solu- 
tion containing l unit per c.cm. gave an average zone of 


TABLE II—HOURLY EXCRETION OF PENICILLIN EXPRESSED AS 


BY MOUTH | [max 12, 1945 5691- 

Rantz and Kirby (1944) have shown that during intra- 
venous administration the rate of urinary ’ excretion of 
penicillin i is proportional to the blood level ; but in these. 
experiments there is usually a lag,. the peak of urinary 
excretion coming half an hour or more later than the peak 
blood level. No explanation’‘of the effect i is offered. , | 

Referring to the graph, the slight hump in each of the 
two oral administration curves at about 150 minutes was 
at first thought to be due to errors of assay, but WAS © 
confirmed on re-examination. Such a temporary rise 
does not occur after intramuscular injection’; it may coin- 
cide with hyperzmia of the gut following the light meal 
taken just before its occurrence. 

In general the urinary excretion and ‘blood levels 
reported here agree with the published findings of 
Rammelkamp and Keefer (1943) and of Free et al. (1944), 
though there is a wide individual variation ; the 
excretion is somewhat smaller in these four cases than i in. 
~ the work already published. | 

While the administration of penicillin by mouth, with 
egg, may be effective in treating some infections——e. Zs 


7? gonorrhq@a—the total dose necessary would seem to be at 


least three timés that now employed for injection. It is. 
suggested that new methods of administration should be 
tested by accurately following their effect on the course 
of blood and urine concentration, before bringing in the 
additional variations inherent in a clinical trial. It is 
possible that more effective means may be found for oral 
administration of the drug, but at present there is no. 
reason to believe that the necessary dose will not be 
greater than for the parenteral methods. _ 


The graph was drawn by M?. H. Axtell. 


ADDENDUM | 


| ‘Since the above was submitted, the following: papers 
Mealing with this subject have become available : - 


Libby (Science, 1945, 101, 178) found that 90,000 units of 
sodium or calcium salt suspended in oil and given by mouth 
in a gelatin capsule would maintain a measurable concentra- 
tion of the drugin the blood for 6 hours, the, peak level being: 


PERCENTAGE OF TOTAL AMOUNT EXCRETED DURING THE 0-05 unit per ciem. The total urinary excretion is not given, 


7 HOURS AFTER THE DOSE 


, ._ Hourly exoretion of penicillin, as percentage of total 

' 8 amount excreted 
8 o 
| È Oral, ‘in ER ' Oral, in egg Intramuscilar 
(o) ` ; 

| B O. C D| B C D 
let | 46-1] 53-4 27-1 |23-9/34-4 171-6 | 51:8 
@nd| 36-8| 22-1 32:6 | 46-6,41:7 |214 | 33-0 
3rd 8-4| 15-6 15-9 | 10-4/15-0 | 4-8 | 9-7 
ithiy 81l 85 10-3] 5-2 4°3 
: 7°9| G- i 18-14 | 1-64 | 

5th can “ie d Lil 65| 1-8 0-6 
6th} 0:6! 2-5 5-0 | 1-4 -1°5 | 0-6 | 0-3 
7th; 0-2! 1-0 Le 13 | 0-9} 0-4 |<0-3 | 0-3 


Subjects C and D received 191990. units per dose; subject B, 
21,500 units, - 


20-3 mm., one. containing 5000 units per c.cm. gave a 
zone of only 45 mm. ). 

It will be seen, however,.that the serum levels and the 
urinary. excretion’ of penicillin are. both considerably 
higher when penicillin is swallowed i in egg (after bicarbon-. 
ate in milk).than when taken in water. Absorption 
seems to be delayed, and, perhaps for this reason, the 
rate of urinary excretion after the first 2 hours is notably 
higher after oral than after intramuscular administration, 
though no penicillin can be detected in the blood at this 
stage. ` A considerably larger oral dose might. well main- 
tain an inhibitory concentration in the blood for some 
hours. This ‘point was investigated only to the extent 
of giving subject C.a dose of 100,000 units in egg, after 
bicarbonate in milk, under the same conditions as before. 
Only 16% of the dose was excreted during the first 
6 hours, and a further 0:4% during the next 4 hours. 
‘Penicillin in the blood reached a peak of 0:46 unit per 
c.cin. after one hour, fell'to 0-06 unit per c,cm. at 3 hours, 
but was not detectable at Ee hours (i.é., less than 0:015 unit 
-perc.cm.). . 4 


but was probably less than 3% of the dose. ~ 
McDermott, Bunn, Benoit, DuBois, and Haynes (Ibid, 
p. 228) gave: penicillin by mouth at three different dosage- 
levels in water, in peanut oil, in corn oil plus beeswax, and 
in water after sufficient magnesium trisilicate given during the 
preceding 3 hours to bring the pH of the stomach contents to 


` about 8-0. The average total urinary excretion was 12% of | 


the dose with'all four methods.. Blood levels were followed _ 
for 2 hours only and were ef the same order in each case, 
though it seemed likely that they would persist longer i in the ` 
case pf the doses given in oil. 

Charney, Alburn, and Bernhart (Ibid, p. 251) gave 20, 000 
„units orally in 200 c.cm. of water alone Fad with trisodium 
‘citrate, disodium phosphate, sodium bicarbonate, ‘ Amphogel,” | 
and plus calcium carbonate. The urinary excretion of 
penicillin (which was almost complete within 6 hours) was 
about 3% of the dose when given in water alone, and about 

18% with- citrate or phosphate, though there was large 
individual variation. With the other antacids the amount of 
penicillin excreted was definitely less than this. feo 

In a larger series of experiments, 25,000 units were given in 
400 c.cm. of water with and without citrate or phosphate, (a) 
after overnight fast, (b) 2 hours after breakfast. After 
fasting the average excretion was 12% of the dose in all 
cases. When the dose was taken after breakfast with suitable 
amounts of citrate the average excretion was 11% of the 
dose, compared with 5% obtained under similar conditions 
in the absence of citrate. 

György, Vandegrift, Elias, Colio, Barry, and Pilcher: (J: 

Amer. med. Ass. 1945, 127, 639) obtained satisfactory clinical 
response from oral administration of penicillin with trisodium 
citrate. The latter increased’ both the level of the drug, and — 
the period of time during which it could be detected, in the 
blood. The blood levels obtained were of the same order as 
those reported py other workers. 
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TIME ' OF OCCURRENCE OF 
SECONDARY FAMILIAL CASES OF 
j INFECTIVE. HEPATITIS * 


ALLAN M. ‘McF arian, M B CAMB. & EDIN. l 


Frost (1938) pointed out that valuable epidemiological l 
` information is to be gained by the systematic collection . 


of accurate information concerning multiple cases of 
infectious diseases in families. He.used the method 
when studying the 1916 epidemic of poliomyelitis in New 


York (Lavinder, Freeman, and Frost 1918), and was able 


to compare ibis findings with those of Chapin (1925) 


relative to scarlet fever and diphtheria i in Providence RI’ 


from 1884 to 1905. 

‘The method may also provide an indication of _the 
length of the incubation period. The only reliable 
method for the determination of the incubation period of 
an infectious disease is to record the period between the. 
onset and a preceding short and only possible exposure, 
but opportunities:of doing this are few. The intervals be- 
tween successive cases in families give limits for the incuba- 


. tion period which are wider than the true period. This 


is partly because the second and later cases may be in- 
fected outside the family, and partly because infection 
may be transferred from one member of the family to 


- anather during at least some days before and after the 


date af onset in the infecting case.: Despite these possible’ 
fallacies, the graph of the secondary familial cases of 


_ measles: (fig. 3E) shows a second wave of cases at a time 


after the onset in the first case which corresponds 
broadly with the incubation period as determined from 


cases following short and only possible exposures. Such 


a secondary wave appears only in diseases which have a 
comparatively long incubation period and in which case 
to case.spread in families is common. It was expected 


_ that infective hepatitig would prove to be a disease of this 


sort and data were collected from families. 


eee METHOD 


The data. required: are the dates of onset of infective 
hepatitis in successive cases in families. The date of 


Fig. t 
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onset, which as a rule precedes the appearance of jaundice 

by a varying period, can usually be determined accur- 
ately. In most cases the disease has an abrupt onset 
with anorexia, abdominal pain, nausea, and vomiting, and. 


= sometimes supra-orbital headache and shivering, while in 


a few cases dark urine or jaundice of the conjunctive 
may be the first abnormality. Even when the disease 
begins more insidiously with lassitude or indigestion, the 
true date of onset can be determined by careful question- 
ing. Each family is, considered separately. The date . 
of onset of the first case is counted as day 1, and this 


primary case does: not appear in the tables or charts. 


If two or more cases occur on day 1, one is considered to 


‘ be the primary. case and the. other case or cases are 


Daily ingidence of secondary familial cases ~ 


A—lnfective hepatitis, 66 cases, Wensleydale 1929-40 
 B—Mumps, 59 cases, Wensleydale 1935-42 E i i 
C—Jnfective hepatitis, 241 cases, Great Britain 1929-44 show that useful information 
D—Poliomyelitis, 407 cases, New York 1916 
E—Measles, 5762 cases, Providence Rl, ‘1917-23 

. F—Scarlet fever, 1899 cases, Providence Ri, 1904-18 


In each figure the bars indicate the limits of the incu- 
. bation period from the date of onset of the first case. 
~ The commonest pericd has been blecked in. 


credited to day 1. Later cases are credited to the 


k appropriate day between 2 and 70 days after the onset. 


The limit of 70 days excluded only 4 later cases, 2 in the 
40 es families and 2 in the 121 other families. 


RESULTS 
_ Fig. 1A shows tite days (after the onset. in a first case) 


~ on which 66 later cases occurred in 40 families in Wens- 


Jeydale from 1929 to 1943. These figures were extracted 
from the unique records kept by Dr. W. N. Pickles (1939). 


It is a pleasure to acknowledge his generous help‘ and 


permission to publish these results. There are 9 cases 
on day 1, all of which occurred in 1929,-and 9 more cases 
from the 2nd to the 18th day. The majority of these 
‘cases were probably ‘‘ parallel infections ’ having been 
infected from the same source as the primary case.. From 
the 21st to the 40th day there are 34 cases’ which are true 
secondary cases infected by the first case. This. well- 


defined’ wave corroborates the evidence, derived from 


cases following a short and only possible exposure, of an 
incubation period of 20-40 days. Between the 52nd 
and 63rd ‘days there are 13 cases probably infected by 
an intermediate case. This sequence of three waves 
demonstrates ,the ‘‘ serial infection ” frequently men- 
tioned as a feature of epidemics of infective hepatitis. 

Fig. 18 presents a graph of 59 secondary cases of 
mumps in 32 Wensleydale families. The “secondary 
cases in this disease oécur from the llth to the 30th day, 
which is in accord with the 
incubation period of 15-18 days 
determined from short and only . 
possible exposures. 

These Wensleydale figures 


‘may be derived from a relatively 
small number of carefully .. 
collected cases. For comparison 
- with published figures for other 
diseases it was desirable to have 
a larger series. It has been possi- 
ble to collect 174 more cases of 
infective hepatitis ‘following a 
first case in 121 famea] in other 
S abba places. 
Village epidemic were saai 
at Charlbury. Oxfordshire, in 
_ 1941 (8. cases: MoFarlan 1941); 
, ahd in 1943-—44,in East Suffolk, at 
Bungay (22), Chelmondiston (17 )» 
= Debenham (7),. and, Friston (8). 
In 1943-44, cases in cities. and 
towns were collected | in Norwich 
during an epidemic (12), and in 
Cambridge (11), Colchester (36), 
Edinburgh (25), and Watford (4) 
where sporadic cases were occur- 
ring. a 


‘ 


Fig. 3 


ama | 

The distribution of subsequent 
cases in days 1-70, dating from 
the onset in the primary. case, is 
given in fig. 2c and in the table. 
Graphs-Have also been drawn 
from figures obtained for. polio- 
myelitis (fig. 2p, Lavinder et al. 
1918), measles (fig. 3E, Chapin 
1925) and scarlet fever (fig. 3F, 
Chapin quoted by Lavinder et.al. 
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. : 1928): Figs. 2 and3 have been drawn by using.asordinates~ 


the percentage of the total subsequent cases occurring 
on each day, so that the area corresponding to the cases. 
is the same fop each disease. The smaller numbers of 
cases of poliomyelitis and infective hepatitis mean that 


the poren aro -estimated for these diseases are not'so - 


le as those for. measles and scarlet fever. However, 
the numbers are sufficiently great to establish that there 
are striking differences in the time of appearance of 
subsequent, cases in the four diseases. ; 4 
DAY OF’ APPEARANCE OF 240 SECONDARY FAMILIAL CASES 
- OF INFECTIVE HEPATITIS . 9 - ` 


1 


Number of cases on day : 


l _ week! Weekly 
Days | mee | . 
e] SER 3 i 5 6 | 7 cases 
17 | 1113 3 | 710/412!) 4!" 33 ° 
s-14' 2/ 8/5/2316) 34 4 | 3 32 
15-21; 3; 6 ' 5/1 / 2 1} 3} 38 | . 21 
ae toi 8 el Pk AB 
43: 61/9 '3slalaisl 3/o;8 23 
ose ee ee Oe ad eae 6 LP co 
= i | z f 
57-63! 9 | 2 a ee geyl 2; 1, 2 12 
64-70 10° | Py 0) 1 0j t) 0° 1 4 
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The graph for. infective hepatitis. (fig. 2c) shows the 
. game three waves as the Wensleydale graph (fig. 14). 
The’ first wave of parallel infections is followed by a 
well-defined second wave, including 49-6% of the cases, 
between the 20th and 40th days. ‘There are a small 
number of cases from the 41st to the 70th day infected by 
an intermediate case. | D 


The graph for poliomyelitis shows only a single initial . 


peak. The incubation period is reckoned to be 10-14 
days and the absence of a second peak is due to the rarity 
of case-to-case infection in poliomyelitis, . 

The measles graph shows a definite second wave from 
the 8th to the 18th day, corresponding roughly to ‘the 


incubation period of 11 days with limits of 6 and 16 days, | 


and including 01:2% of the cases. The third wave is a 


very small one, probably owing to the greater infectivity 


of measles as compared with infective hepatitis. 

The scarlet fever graph shows a single peak, because the 
first wave of parallel primary infections is fused with the 
waves of true secondary and later cases on account of the 
short: incubation period. Chapin collected figures for 
diphtheria in Providence which are very similar to those 
for scarlet fever (quoted by Lavinder et al. 1918). It is 


clear that the time distribution of secondary familial cases 


of a réspiratory infection with a short incubation period 
differs completely from that of infective hepatitis. 

The duration of the wave of secondary cases will be 
greater if there is much variation in the incubation period 
or if the duration of infectivity in the infecting case is 
lengthy. The second waves in the graphs in this paper 
taken in conjunction with the usually accepted incubation 

. periods suggest that the period of infectivity is short in 
measles and infective hepatitis. a re 

ae . SUMMARY. 2 

_ , In families with more than one case of infective hepa- 
titis the cases after the first occur in three waves. The 
first wave consists of parallel primary cases. The second 
wave occurs from the 20th to the 40th days, includes 
about half of all subsequent ‘cases, and consists of cases 
infected by the first case. The small third wave consists 
of cases‘infected by an intermediate case. TE 

This time-distribution. of secondary familial cases of 

infective hepatitis differs considerably from that found 
in mumps, measles, poliomyelitis, scarlet fever, and 
diphtheria. The peculiarities of the time distribution of 
infective ‘hepatitis: cases are compatible with: (1) an 
incubation period of 20—40, days ; (2) a short duration of 
infectivity ; (3) a degree of infectivity in the family greater 
than that of poliomyelitis and less than that of measles. _ 
Lwish to thank the Regional Medical Officers of the Eagtern 
ion and many medical officers of health and medical 
practitioners for coöperation and-assistance in the collection 
of data. ù E 
References at foot of next column 
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= Medical Societies 
‘ROYAL SOCIETY OF MEDICINE 


AT a meeting of the section of urology on April 27, 


with Mr. F. McG. LOUGHNANE, the president, in the chair, 
a discussion on the useof > >» pe se a 
Penicillin and the Sulphonamides in Urinary Disease 
was opened by Wing-Commander J. C. AINSWORTH- 
Davis, who reviewed the present position of sul- 
phonamide therapy in urinary infections under (1) 
indications, (2) basic principles in their use, (3) dosage 
and mode of administration, and (4) complications and _ 
their treatment. He preferred sulphathiazole in acute 
and chronic coliform i 
in infections with Bacillus proteus and Streptococcus 
fecalis, and its value in staphylococcal infections was 
doubtful. After a large initial dose the drug should be 
given four-hourly day and night for at least 2 days, after 
which dosage was gradually reduced. A _ white-cell 
count should be ‘done before treatment was begun, and 
repeated on alternate days. Fluid intake should be 
5 pints daily to ensure a urinary output of at least 2 pints. 


Alkalis were’ given because the sulphonamides were © 


most effective and more soluble in an alkaline medium. 
There need be no restriction in the diet. He favoured 
doses of 1-0 g. four-hourly, the tablets being crushed and 
given in an alkaline mixture. Dosage, intake, and output 


of fluid should be charted daily. Complications which 
might occur were drug sensitivity (e.g., drug-rash and 


drug-fever), granulocytopenia, and oliguria or anuria 
from blockage of urinary outflow in the kidney itself 
or in the ureters: The symptoms and treatment of this - 
last complication were fuHy discussed. Large doses 
of alkaline fluid should be given at the oliguric stage ; 
massage in the knee-elbow position, ureteric catheterisa- 
tion, use of the speaker’s ureteral corkscrew, or nephros- 
tomy were the methods recommended for anuria. — 
Dr. ROBERT CRUICKSHANK emphasised the value of 
‘laboratory control in the use of penicillin.. In adminis- 
tration there was a tendency to return to intermittent 
intramuscular injections: doses )00—2 
units: 4 or 5 times a day wereeffective in' the more 
localised infections. The staphylococcal kidney abscess, 
which might be multiple or coalesce to a renal carbuncle 
or lead to perinephric abscess, was very suitable for 
penicillin therapy.. It was usually secondary to a focus 
elsewhere and had been common at the end of the 


1914-18 war when chronic osteomyelitis was prevalent. - 
Staphylococcal cystitis, often a low-grade infection due ` 


to the white staphylococcus and very.resistant to other 
forms of therapy, might. also respond’ to penicillin. 


Treatment of staphylococcal infections should continue © 


for. some time after clinical cyre, because of the tendency 
to .relapse. Although the organisms responsible for 


the commoner urindry infections—coliform — bacilli, - | 


proteus, pyocyaneus and Str. fecalis—were classified 
among the penicillin-resistant bacteria, penicillin was _— 
greatly concentrated in the urine, so that, with a daily 
dosage of 100,000 units, concentrations of 30 to 40 
units per c.cm. were obtainable. Helmholtz and Sung 
in America had lately shown that Str. faecalis was 
inhibited in vitro. by a concentration of 3 units of peni- 


- cillin per c.cm. of urine at pH 7:6, B. proteus by 8 units, 


and coliform bacilli by 15-30 units: B. aerogenes and 
pyocyaneus resisted concentrations over 30 units per. 
c.cm. Thus penicillin might prove beneficial in urinary 
infections due to proteus and Str. fecalis which resisted 
sulphonamide therapy. Non-specific -urethritis and 
abacterial pyuria might also respond to penicillin. From 
experience in the treatment of gonorrhea, systemic 
rather than local penicillin therapy was indicated in’ 

In the discussion that followed, a number of 
speakers referred to. the failure of sulphonamides in 
chronic urinary infections, and the need to deal 


et 
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ections, but it was not effective . 


of 15,000-20,000 | 


t 


-= Prophylactic sulphonamides had 
' in preventing fever and infection following instrumenta- 


` abscesses. 
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with local infective ‘foci;.and emphasis was laid on 
obstructive factors or atony which led to urinary stasis. 
roved very useful 


tion. Sulphamezathine was recommended as less toxic 

and more soluble than sulphathiazole. Anuria need. 
not be due to'mechanical obstruction.. The tendency 

to secondary infection with pyocyaneus and coliform 

bacilli after penicillin therapy was a common experience. 

It was doubted if a high urinary concentration of peni- 

cillin would reach the infecting organisms in the mucous 

membranes, but. penicillin would not be inactivated by 

associated acid or alkali treatment since_it was effective 

-over a range of pH 5 to 8. j tg 


MANCHESTER MEDICAL SOCIETY | 
eB a PHARYNGEAL DIVERTICULA > ` ~*~ > 
‘At a meeting of the society on April 4 Prof. JoHN’ 

MORLEY read a paper based on his series of 21 patients 
with posterior pharyngeal pouches, and 2 further cases- 
complicated by squamous epithelioma arising in the 
pouch. He showed that what was described by the late 
Sir Arthur Hurst as an anterior pharyngo-csophageal 
pouch was merely barium lodged in the vallecula between 
the tongue and the epiglottis. The average age in. 
Professor Morley’s series was 60 years at the time of. 
operation, males outnhumbering females by more than 
2 to 1. He discussed the differential diagnosis from 


a carcinoma of the cesophagus, fibrous stricture, and cardio- 


spasm, and stressed the importance of radiological 
examination, quoting one case where a pouch filled with 
food was mistaken on X-ray examination for an intra- 
thoracic goitre. In discussing operative treatment. he 
advocated primary excision of the pouch and suture of 
its neck in one stage rather than the two-stage procedure, 
which is followed by a fistula- in 50% of cases. In his 
21 pouches, all treated by one-stage resection, there were . 
no deaths; 16 healed by first intention, 3 developed 
severe fistulee, 1 a transient fistula, and 2 residual 
Preliminary gastrostomy was only employed ` 
with large pouches in patients who appeared to be bad 
surgical risks. Ni ka 
THE GASTRO-INTESTINAL MUCOSA 


Dr. F. DURAN-JORDA, M a paper on some new histo- 
logical facts concerning the gastro-intestinal mucosa, 
described what appeared to be a flat epithelial layer 


` 


' overlying the mucosæ of the stomach, small intestine, 


appendix, colon, and gall-bladder, and he supported the 
existence of this layer by finding capillaries in it. This 
layer was also found in foetal stomachs and in several 
other mammalian stomachs. In studying the layer 


. Dr, Duran-Jorda had used his own method of formalin 


vapour fixation. He touched briefly on the relation 
between this new layer'and the histology of some lesions 


_ -foynd in the stomach, intestines, and ulcerative colitis, 


illustrating each stage with coloured photomicrographs. 
Reviews of Books 


Health Instruction Yearbook; 1944- | 


Compiled by O. E. BYRD, EDD, associate professor 

` ' of hygiene and director division of ‘health education, 

- Stanford University. Foreword by C. MORLEY SELLERY MD. 
(Oxford University Press. Pp. 354. 18s. 6d.) . 


ONE of the perennial problems of the health educator 
is the content of his teaching. It is easy to utter banal 
generalities, yet these make little impression. One 
recalls a senior physician who once, to his horror, found 
himself addressing an audience of nurses thus: ‘‘ The 
tongue is a wiggley organ. It woggles in and out of 
the mouth.” Dr. Byrd has placed all health educators, 
medical and lay, in his debt by producing a really useful 
guide to current medical advance, and work in the field 
of social medicine. Though in theory a series of 305 
abstracts, these are so arranged as to’ produce a con- 
tinuous narrative, under such headings as nutrition, 
exercise and body mechanics, heredity and eugenics, 
habit-forming substances, family health, and’occupational] 


` 


| health. Every abstract is really informative and they 


include a large number. of vital and other statistics. 
Though most of them relate to the United States, their 


interest is none the less considerable for British health 
tytchers. The information supplied is catholic ;.. thus _ 
the. book records that: The country with the lowest 
crude death-rate in the world is the Dominican-Republic, 
with New Zealand next; about 68% of all births in the 
United States take place in hospitals; the maternal 
mortality-rate in the United States is lowest in' the age- 
group 20-24 years; the death-rates of married people, 
particularly married men, are substantially lower than 
of single people ; less than 5% of American divorces are 
granted on the grounds of adultery ; the Kenny method 
of treating infantile paralysis has now been very widely 
adopted in the United States ; there is a Mormon family 
in Utah in which 41 achondroplasiacs have been born 
i since 1833, and only 3 have so far died, at the ages of 61, 
78, and 79; a statistical study of people over 50 showed 


_ that the factors mentioned as making for happiness in old 


age were (in order of frequency) gaod health, trust in 
God, a cheerful state of mind, money, friends, gainful 
occupation, pleasant relation with family, children, and 
grandchildren. With such a quarry to dig in, there can 
now be no excuse for dullness among health educators. 


Principles and Practice of Ophthalmic Surgery ji 
(3rd ed.) EDMUND B. SPAETH, MD. (Kimpton. Pp. 934 
508.) . 


ROUTINE operations of ophthalmic surgery for squint, 
glaucoma, and cataract have not changed much in the 
last. decade ; they are set down‘here in detail, and with 
all possible variations. Fair to all parties Professor 
Spaeth often gives his own experience and opinion only 
at the end, in brackets. All varieties of skin grafting 
and plastic surgery applicable to the eyelids are well 
described—corneal grafting by Castroviejo, and gonio- 
scopy by Barkman. Every known technique for dealing 
‘with detached retina is recorded, but many of these 
described have no more than a historic interest in this 
country, and a few coloured plates in this section would 
have saved a mort of words. 
The thoughts of most European’eye surgeons today 
are directed towards the. treatment of battle casualties. 
' This book, by a civil surgeon for civil surgeons, is written 
far from the scenes of war. This does not detract from 
its great merits, but the surgeon seeking advice on acute 
injuries of the lids and globe. will find the standard of 
the sections dealing with them below that of the rest 
of the book. Transscleral removal of foreign bodies is 
too lightly dismissed, and the immense possibilities of 
primary and delayed primary suture of the lids deserved 
a place in this useful text. —. Te 


Your Doctor of the Future 


H. H. LEESON, MO, MROS. | 
ls.) . 7 


Dr. Leeson continues in this pamphlet his series of 
comments upon the future of the ‘medical services. 
He would be content, it seems, to accept the general 
structure of service suggested in the white-paper provided 
that the administrative machinery allowed full profes- 
sional participation in the planning of the service, and 
that the terms and conditions of service were sufficiently 
attractive.« He has given much thought to the details of 
administration, has prepared a comprehensive list of 
medical subdepartments which he considers. would be 
necessary, and has shown how they could function both 
in central and local administration. Throughout the 
pamphlet he shows a greater readiness than most of us 
to enter into the discussion of detail. : Sometimes this 
leads him into positions unacceptable even to those 
doctors. who would agree with him in principle. For 
instance, many who would agree as to the need for 
health centres might not agree that there is a universal 
need for a type of centre as elaborate as is here described. ` 
‘Dr. Leeson is a little confusing in his section on re- 
muneration, both for consultants and GP’s. It is clear 
that he would personally prefer a salaried service for 
both, but he is willing to. accept as an alternative 
(particularly for part-time service) a system of payment 
by what he calls, capitation, but which is really not a 
capitation method, but a system of payment by item! of 
service. Yet on'the whole this is a useful pamphlet, 
which wil stimulate readers to formulate more clearly, 

and in more detail, their own views on many contro- 
versial subjects. | 


N 


(Freer and Hayter. Pp. 32. 


_ Of research during the past six years ; 
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maintain through the coming ‘years. 
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` Deliverance | 


‘For the nation victory in Europe ends a great peril 
and begins a great opportunity. We declared our war 
deliberately ; we have taken grave risks; and those 
of us who have lost much have reason to be proud in: 
their loss. Though the war is not over, we are 
delivered «from: danger - sufficiently to think of the 
future, and especially the future-of the soldier. 
the last war, our leaders spoke. of ‘‘ homes fit for 
heroes to live in.” There was nothing ‘wrong with 
this phrase ; the kom of millions was obvious then 
as it is now. ~All that was wrong was the failure to 
provide the homes—the failure to carry into peace 
the sense of equality and service gained in war. 
Today, in celebrating deliverance even more than 
victory, we are conscious of reaching a beginning 
rather than an end. We must remember Mr. 
CHURCHILL’S saying that the test of a nation, as of a 
person, is what it can do when it is tired. i 

For medicine war has compensations. ‘No-one can 
guess what has been missed through the interruption 
but the needs 
of the armies have promoted rapid advances in chemo- 


therapy, resuscitation, and the-control: of epidemics 


which will be of immense value throughout medical 
practice. As expert and technician the doctor has 
played and must play a vital part in war—not least 
in the tropical warfare which still faces us. None the 
less, as recipient of a humane tradition, the doctor 
must revolt from war, which is the antithesis of what 
he stands for.’ To mend, as far as possible, the bodies 
that someone else has just intentionally maimed is 


"an unhappy task for anyone who looks beyond the- 
mere technique of his profession. Also, though the. 


scientist may be content to use his knowledge for 
one side or another, the doctor cannot forget his 
obligation to all his fellow men—an obligation to 
heal, not to hurt. ‘The end of the war in Europe 
means that we can and must return, if gradually, 
to the humanist tradition in medicine which aaa 
made it a civilising force. . 

For everyone the end of German EERE is an 
opportunity for helpful or harmful reactions. To 
decide which are helpful and which are harmful may 


sometimes be difficult, but at least it is wise to suspect. 


any policy -whiclr its exponents’ will be unlikely to 
We return to 
the problem, of which we wrote on Sept. 2, 1939, of 
the.moral capacity to make a good peace, “ remember- 
ing that the peoples of Europe will have to live as 
neighbours to the end of time.” Those who have to 


deal with the disruptive force of German aggression 


will peed, we suggested; a moral courage to face the 
evils in their own human nature. Bis vincit, said, the 
ancients, qui se in victoria vincit. . 

Speaking to his peoples, the K1nc has defined their 
task. We shall have’ failed, he said, if victory 
“does not lead to a lasting. peace, established on 
justice and established in good will.” We must resolve 


“ to do nothing unworthy of those who died for us, and ` 


to make the world such a world as they would have 
desired for their children and for ours.’ 


\ 
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take the risk of your doing it in one stage ; 
' provided I don’t’ die!’ 
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The Colostomy 


pa WENDELL HOLMES used to.tell his anatomy) 
“elas that. the integrity of society is dependent on. 
efficient sphincters. And none will deny the misery 
that an incontinent anus, natural or artificial, may 
cause. It is largely the imagined lack of control 
about a colostomy which fills- men’s minds with 
horror. They picture a streaming fecal swirl, or at 
best a constant dribbling, with the patient in a sorry’ 


‘mess. This erroneous idea’ has often led to the 
concealment of. rectal growth, forthe patient feels ` 


that if this is to. be his end he may as well die. 
To the surgeon’s eye the colostomy does. of course. 
seem a mess, and for. many years the Paul-Mikulicz. 
operation—despite its safety—did not find \favour: 
because it. involved a temporary colostomy. As 
MAINGoT! remarks, patients commonly say, “ PH. 
that i is' 
The idea has arisen from. 
a. general misconception of bowel action. Hurst ?. 
pointed out, and Harpy recalled a fortnight ago, that: 
the distal . colon and-rectum are normally empty, 
and only some four times a day at the most do we get 
a mass peristalsis whereby colon contents are passed 
down from the transverse colon to accumulate in the 
pelvic colon. The patient with a left iliac colostomy 
may thus expect a dry stoma for the major part of, 
the day. The’mass movement is activated by a 
complex conditioned reflex; it may be lighting a 
cigarette, drinking a cup of tea, reading the paper, / 
taking a bath, or eating breakfast which brings it 
into action. 
the gastro-colic reflex—-is the usual trigger, but, like 


the digestive glands' of Paviov’s dogs, our bowel. 
can be trained to obey the dinner bell instead of 


the dinner. The abdominal anus may be trained to 
develop its. own conditioned reflex, and act but once 
or.twice a day, more or less following the bowel 


habits of the patient in his pre-colostomy, days.. A 


large number of soldiers in this war have had colos- 
tomies for colon wounds. These have usually been 
temporary, and. the patient has nearly always readily. 


adjusted himself. The war casualty feels that he — 
has 


6c 


earned ” it in-a good cause, and the promise 
of subsequent closure buoys him up. But doctors, 
artists, labourers, even highest dignitaries of State 
have-been able to carry on fully and normally at their 


work with a permanent colostomy. They learn to 
dismiss it from their minds, they look well, and as. - 


LANE remarked the colour and texture of their skin 
are often. particularly. healthy. 

For the permanent colostomy there is no purpose 
in trying to make a ‘“‘ muscular ” anus in the abdom- 
inal wall by bringing the bowel through the rectus | 
or other muscle-fibres. „ lf. possible the colostomy 
should be made at the- upper end of the pelvic colon 
loop, to lessen the chance of prolapse. A permanent 
transverse colostomy should be avoided, for here 
there is constant leakage, and the patient may be 
very uncomfortable indeed. The ascending colon 
and hepatic flexure have been brought out in double- 
barrelled fashion for colon wounds rather more 
-frequently within the last year—following the view 
that colon wounds are best exteriorised. But 
1. Maingot. R. Royal Society of Medicine ceclons cUsunery eal” 


ea ), Feb. 


2. Hurst, oaeiai and Allied Disorders, London, 1919. 


The entry of food into. the stomach—. 


~ 
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_ excoriation of the abdominal wall has proved trouble- 
some in these cases, and wounds of the right side of 
the colon are now being more often treated by suture, 


with proximal cecostomy: An end-colostomy is: 


much to be preferred, and if this is not possible the 
' loop should be completely divided. It is unnecessary 
to excise an ellipse of skin to prevent contracture 
around the stoma; this scarring is often determined 
by the sepsis following the operation. COLLER sand 
Ransom’ urge that on no account should the end 


of the bowel be anchored to the abdominal wall or 
With distension or retrac- 
tion of the bowel these sutures bear out,.and secondary: © 


peritoneum by sutures. 


openings, which’ do not heal, develop at skin level. 
Opinion has varied on when the colostomy should 
be opened. Sttve, SHocu, and Focexrrson* have 


shown experimentally that between 12. and 48 hours 


after operation the colostomy wound is at its weakest. 
Between the 2nd and 5th days the colostomy wound 
shows no further -increase in its tensile strength. 
It may thus be safely opened after 48 hours. A rather 


‘longer colon, end is usually exteriorised: these days, ` 


and the excess trimmed off later ; the wound may 
þe given a fuller chance to heal without soiling by 
inserting a decompression catheter, say 2 days after 
operation, to relieve distension. , 
An ileostomy, which according to CORBETT 5 is the 


operation of surgical choice in ulcerative colitis, of 
course behaves very differently from. a colostomy, 


but the bowel soon settles down to 3-4 actions daily, 
\the contents become semi-solid, and they are largely 
free from fæcal odour. CATTELL’S ° method, in which 
the divided loops are brought out, through’ separate 


openings in the- abdominal wall, is now commonly - 
employed, and when ileostomy is practised ` at an’ 


early stage of ‘ulcerative colitis it has been found 
possible to re-establish continuity later. The abdo- 
minal wall. keeps remarkably well in these cases if 


an aluminium and zinc oxide paste or the buffered’ 


gel advised by SELOUS and carte ahs is first applied. 
The surgeon who gives a patient an artificial anus 
should always find time to teach him how to manage 
it. Often such patients are sent home with but little 
| preliminary practice and instruction, and: the misery 
in the household while experience is being gained may 
then be intense. . GABRIEL è aims at getting patients 


to train their bowels to act shortly after breakfast 


and perhaps again towards the evening without regular 


enemas, which he says may: lead to excessive pro- | 


duction of mucus. The daily passage of a rectal 
tube into the colostomy: by a layman is not without 
danger—perforations, 
caused in this way—but' most patients like to be sure 


that the bowel is empty before they go to work, and 


so prefer to give themselves a morning wash-out or 
enema. If feces are passed again during the day 
- the dressing will then be able to contain them. With 
a cup-and-tube apparatus the wash-out is a’ simple 
_ matter, though difficult to do away from home. Plain 
water should as a rule be used ; nurses still have an 


affection for soap enemas, but these have no advan- 


. Coller, F. A., Ransom, H. K. Surg. Gynec. “Obstet. 1944, 78, 304. 
. Slive, A., Shoch, D., Fogelson, S. J. Ibid, p. 525. 


presidential address, Nov. 8, 1944. 

. Cattell, R. D. Surg. Clin. N. Amer. 1939, 19, 629. 

. Selous, C. F., Perryman, P. W. Lancet, Feb. 24, 1945, p. 240. 

. Gabriel, W. B. British Encyclopædia of Medical Practice. 
Interim supplement, p. 11. 
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. DISCHARGED FROM HOSPITAL 


almost all fatal, have' been’ 


provide the most illuminating data. 


. Corbett, R.S. Royal Society of Medicine (section of Proctoloey). - 


n [may 12, 1945 
tages over. plain. water and will almost certainly 

stimulate the .bowel to. secrete ‘mueus to. protect: 
itself from the irritant, , The use of: ‘turpentine 
Hurst and Harpy regard. as a therapeutic sin, for 
it puts the bowel into tight spasm, and the mucosa 
appears red and angry. Colostomy bags and cups - 
are rarely. required, except in the rare cases where 
control cannot be attained and frequent loose 
stools are passed. A small ‘celluloid plate or: card- 
board square between two layers of dressing, retained 


in position by a flat webbing belt, will satisfy most 


patients’ needs and -cope with all. but the severest 
‘ accidents.” For the “ accident-prone,” -and those 
with, transverse colostomy, DEVINE has devised a 
small balloon which is inserted into the bowel and then 
distended. Some such device, if it proves harmless 
to the bowel, might give the colostomy patient full 
confidence in his place in society. The ileostomy 
patient always needs a belt with.a.cup. Rubber 
cups suck on the bowel and cause prolapse, so 
CORBETT has his cups of celluloid, made flat, shaped © 
to the abdominal wall, and arranged to lie transversely 
so that patients do not push them up when they sit 
down. The cup must fit fairly close to the ileostomy 
opening, or there will be a strong tendency to hernia- 
tion, as there is with all forms of colostomy or ileos- 
tomy “ chute ” which give the bowel no support. 


Discharged from Hospital 


“Unless we are prepared ‘to furnish a qualified 
physician to pilot the medically needy patient suffering 
from chronic disease on his course after leaving the 

- hospital, we shall continue to waste time, effort and 
‘many thousands of dollars by hauling him back to port 
for repairs each time he goes on, the rocks.” E 


Tn 1930 the Syracuse: University College: of. Medicine l 
introduced a scheme whereby every student during his 
period of medical clerking made a complete study of at 


least. one patient, including a personal investigation 


of the living and working conditions of the patient. 
The state of affairs thus brought to light. was so un- 
satisfactory that the authorities appointed an extra- 


mural resident whose duties were to supervise the 


patients discharged from hospital... The Common- 
wealth Fund have now. published a report! based 


' onthe findings of this scheme between July, 1940, and 
February, 1942, when 902 patients—i.e., all those 


admitted to. the medical wards of the university hos- - 

pital—were studied. After discharge from hospital 
165 patients were supervised at home by the extra- 
mural resident, the remainder either attending the ` 
Syracuse Free Dispensary or. their private doctors. 


Conditions in the United States are of course very . 


different from those over here, which explains why 
home care had to be provided by the hospital for so 
many patients. It is the findings in.this group that 
As a result of the 
careful supervision exercised:on these patients their 
stay in hospital was shortened, their social and econo- 
mic difficulties were lightened, their return to work (and 
the right type of work) was facilitated, and impending 
relapses were forestalled, thus preventing readmissions. 
In the words of the report: “ beyond these medical 
benefits, there are many personal and intimate aspects 
of such a service which, though tangible, are read to the 
patients and contribute a sense of security and spiri- 


1. Jensen, F., Weiskotten, H. G., Tho omas, M. A. Medical Care of the 
Discharged Hospital Patient, London,’ 1944, pp. 94. $1.00. 
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_ supervision. 


' but are not yet fit to return home. 
hospital must of course be in close touch with—and 
sometimes will be staffed by—local practitioners, so- 
that when. the patient is finally discharged, = ad 
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‘It was estimated that the scheme 
saved 7268 days of hospital care at a cost-of $29,072 ; 


‘or, to express the saving differently, during the period 
of experiment ; it ‘set free bed-space for 302 additional 


patients. 


Lately two Oxford workers? in a report described 
by the Times? as 
_. consecutive E admitted to a medical ward in 


“ disquieting,” have followed up 150 


the Radcliffe Infirmary ; the follow-up took place 
12—18 months after discharge.. They estimate that 


680 bed-days were wasted by delay in the discharge. of 


25 patients—a delay due to the lack of suitable in- 
stitutions for patients who merely needed general 
nursing. If these beds had not been blocked in this 
way 65 additional -acute cases could have been 


admitted. Although the family doctor was always 


given full details, codrdination in after-treatment was 


often far from satisfactory, and, the same was true for- 


patients transferred to other hospitals or institutions 
for convalescence: thus in one case quoted a boy 


recovering from rheumatic fever spent three months 


in a toom almost entirely occupied by old and 


infirm patients. Investigation showed that 7 0% 
of the patients had not had the- supervision 


requisite for. satisfactory | convalescence and 
rehabilitation. 

Now, when the organisation of our shedioal serviess 
is in the. melting-pot, seems to be the time to tackle 
this problem in its threefold form.- In the first place 
there is the educational aspect. If qur students are 
to serve their future patients efficiently they must be 


trained to see the social aspects of medicine ; and this 


-can best be done on some such lines as those followed 
_at Syracuse. It.is no novel idea in this country : in 
Edinburgh, for many years, a feature of the medical 


curriculum has been “‘ the dispensary,” where students 
attend under the supervision of junior members of the 


hospital staff and are required to see patients in their 


homes. Secondly, there is the economic aspect so far 
as, our hospitals are concerned. It is obviously 
wasteful for patients to be. detained in a hospital 


staffed with highly trained doctors and nurses, and 


equipped with all the paraphernalia of modern diag- 
nosis and treatment, once they have reached the stage 
when they want only general nursing and medical 


much more cheaply, and equally well, in institutions 
in the country, where, with domestic assistance, a few 
medical officers and trained nurses could look after 
many patients. Finally, and closely related to the 


. economic aspect, is the primary problem—how we are 


to ensure that as many patients as possible are not 
only relieved from their. maladies but restored to 
their rightful places in society and able to earn their 
living ? The old idea of the hospital as an isolated 
unit must clearly be discarded, and our hospitals must 
become part of an integrated system which’ continues 
to serve the patient until medicine can do no more for 
him. It is here that, the “ peripheral ” hospitals must 

lay their part, by taking over the patients who have 
had specialist.treatment in the “ central ” hospital 
The peripheral 


doctor will know all about him. 


: 2. Brown, M., Carling, C. Brit. med. J. ds 473. , 
, 38. Arieh AD 14, 1945. 
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victory they deserve. 


Alps. 
. been considerably shortened, and: we must accept the 


‘Such supervision could „be provided . 


preceded by bicarbonate. 


In the organisation of these smaller hospitals much 


could be learned from another report issued. by the 


Commonwealth Fund t on the experience gained in 
running 13 smal 
rural areas staffed by general practitioners. Though 
American conditions and practices differ widely from 


ours, they have the same need for codrdination of all - 


the social services and their ses cle with k hospital 


and general practice: 


Annotations 


THE TWO- STAGE OPERATION IN ITALY 


Tue Allied armies in Italy have ‘now. had the great 
The medical services, there as on 
other fronts, have no small share in the credit, and we 
are glad this week to be able to publish a group of papers 
showing what success has lately attended the treatment 
of the wounded. Brigadier Edwards and Brigadier 


Stammers, consulting surgeons in Italy, introduce a. 


series of eight brief reports on the results achieved by. 
regarding the treatment of battle wounds as an operation 
in two stages—initial preparation of the wound by the 
surgeons in the forward area, and early closure by those 
at the base. The conception is not new: it dates from 
the last war. But modern methods of chemotherapy 
and the particular circumstances of the campaign have 
facilitated its general application in Italy, with a success 
which is apparent from the large number of cases now 


‘analysed. . The papers appearing this week and next 


week’ are by many different surgeons, emphasising 


different aspects of the work; and it should be recog- 


nised that some of the authors and their colleagues, 
though young in years, have acquired exceptional ex- 
perience in the long advance from Alamein towards the 
To permit of early publication these papers have 


responsibility for any damage thus done to them. 


But enough remains to form an instructive and cheerful 


chapter in the surgical history of the war. 
PENICILLIN ‘BY MOUTH’ 


In the early years of penicillin ‘therapy the most. 


exciting advances were those that expanded its range. 
It has now become unlikely that any disease of numerical 
importance will be added to the list of those amenable ; 

but in other directions expansion of knowledge goes on, 
and there is still much to find out. We need to know 


more, for example, about the mode of action of penicillin ; 


we must find better methods of tackling micro-organisms 
which, though susceptible, are hard to reach; and we 
cab no doubt improve our ways of giving the remedy. 
Now that penicillin is beginning to be plentiful, “ waste- 
ful” methods such as administration by mouth may 


justifiably be the subject of research, though not neces- 


sarily. of general use. Anyone who has endured the 


rigours of intramuscular injections every 3 or 4 hours | 


for several days, or the discomforts of a continuous 
infusion, will be in favour of investigating alternative 
methods. 

On Feb. 17 we reviewed the use of penicillin by mouth 


and by rectum, apropos the work of Little and Lumb, 


who reported promising experimental. results from oral 
administration of penici mixed. with a raw egg, 
It seems probable that, both 
mechanically and chemically, such a vehicle will help 
to protect penicillin from destruction by the hydrochloric 
acid in the stomach, but the claim that after oral admin- 
istration the concentration of penicillin in the serum and 


_the amount excreted in the urine were similar to those | 


found after intramuscular injection of the ‘same dose 


4, Southmayd, H. J. Small Community Hospitals, London, 1944, 
pp. 182, 11s. ôd. 
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‘ran counter to‘ previous research! and. to expectation: 
‘ based on ' ‘knowledge of the extra variables introduced 
‘when a drug is given by mouth ‘instead of by injection. 
| Héatley’s: paper published ‘today shows the results. of 
, careful repetition of. Little and Lumb’s principal experi- 


„ments on absorption. - While he confirms that oral . 


administration. in egg after milk and bicarbonate is 
. followed. by hetter absorption than oral administration 


‘in water, there is in other respects a divergence. The. 


proportion of the dose excreted in the urine after admin- 
istration in egg did not in any of his four subjects 
approach the proportion excreted after intramuscular 


injection. More important, the maximum concentration — 


in the serum was only about a tenth of that reached after 
intramuscular injection; and though it was just high 
enough to inhibit a ‘sensitive organism, the inhibitory 
level 3 was, in 3 of the 4 subjects, not maintained so long 


‘as when the penicillin was given by intramuscular: 


injection—which is somewhat. surprising. While it is 
; not yet certain whether there are advantages in the high 
“ peak ” levels maintained for the first hour after intra- 


~ muscular injection, it is clear that the duration of the 


demonstrable blood level after 15,000 units in egg was 
not satisfactory in Heatley’s subjects. In other words, 
oral administration in this vehicle is a ‘ waste 
method. Heatley’s figures also illustrate once more how 
great the differences may be in different individuals, and 
one may surmise that there are also differences i in the same 
individual at different times. _ 

_ Almost simultaneously’ comes a paper fom the 
United States by György et al.2 Omitting laboratory. 
studies in the first place, they went straight to'the clinic 
and obtained‘a cure in 16 men with gonorrhoea by giving 
15,000 or 20,000 units of: penicillin by mouth, with 


‘sodium citrate, 3-hourly for two or three days. One ` 


‘case with a complication relapsed but was cured by a 


- second course. Even if confirmed on a larger scale, 


however, this | success in ‘gonococcal urethritis would not 
mean that the same method would succeed elsewhere ; 
‘for gonorrhea is more consistently and rapidly respon- 
sive “to penicillin than any other infection. For their 
| laboratory studies of blood levels after oral administra- 
tion, the same authors used. the relatively much larger 
dose of 40,000 units in children aged from 3 weeks to 
12 years. With: these large doses the duration of inhi- 
Dition in the blood (though not the height reached in the 
first hour) was comparable with that after a standard 
intramuscular injection, if the dose was given in buffer. 
Other preliminary communications have also appeared 
in the last few months. Recovery of penicillin in the 
urine, but without blood-level estimations, has been 
studied by Charney et al? and Free et al‘ after 20,000 
units and 100,000 units respectively, given with and 
without various buffers. Libby’ and McDermott and 
his collaborators® describe’ experiments with more 
‘adventurous vehicles. Arguing that digéstion of fat 


‘virtually begins only in the intestine, Libby passed acid 


penicillin directly’ from an organic solvent into oils and 
fats ; but these solutions were unstable. Suspensions or 
” dispersions of the sodium or calcium salts in oils were 
more satisfactory, and a graph shows that 90,000 units 
by mouth in cotton-seed oil produced an inhibitory level 
‘for about 6 hours in one experiment, though it should 
' be noted that the blood levels shown are unusually high 
relative to the urine levels at the corresponding time 


(compare, for instance, the figures in Heatley’s subjects). 


_The period of a demonstrable blood level could be pro- 


. 1. Rammelkamp, C. H., Keefer, C. S. Ji.clin. Anwes 1943, 22, 425 ; 
Rammelkamp, C. 'H., Helm, J. D. Proc. Soc. exp. Biol. A NY; 


1943, 54, 324. 
2. Gyo P. Vandegrift, H. N., Elias, W., Colio, L..G., Barry, 
F. M., Pilcher, J. D. J. Amer, med. Ass. 1945, 227, 639. 


3. Charney, J., oe E. E., Bernhart. F. W. Science, 1945, 101, 251. 
i Free, A. H., re waa J. R., ues D. Re Bir 


1944, 100, Libby, E. L. Ibid, p. 178" 
6. Menerimott, W., ‘Bunn, P.A. , Benoit, i. Dy Hois,R . Haynes, W. 


Ibid, D 


longed by additional “ boosting ” doses of 20,000 units, 


sand absorption appeared ‘to be better on an empty 
‘stomach than after food. Following up. this work 


McDermott tried the vehicle used by Romansky and 
Rittman? to slow absorption after’ intramuscular 


‘injection—namely, peanut oil with/beeswax. “With the 


heroic dose of 315,000 units there was no great, difference 


«in the peak level reached in the blood from’ the beeswax 


véhicle, corn oil, buffer, and water’; the duration of the . 
inhibitory level was not shown on their graph. | 

As in: other fields of exploration of penicillin, there © 
is scope here for originality and ingenuity, applied in 
careful laboratory study ; but the investigation is still 
young. On the evidence up to date it seems likely that 
even when reliable methods have been perfected ,the 
general use of penicillin by mouth will not be justifiable 
while supplies remain far short of the potential demand. 


THE ADRENALINE FAMILY 


DPNRDENE will soon be celebrating its diamond 
jubilee,’ and adrenaline reaches its golden one this year.® 
Since these natural sympathomimetic amines were 
isolated a long list of allied synthetic compounds, each | 
resembling its parents in action but having its own 
peculiarities, have been developed. Stolz and Dakin 


set the ball rolling in 1905 by synthesising adrenaline, — 


but Barger and Dale” made it spin in 1910 by correlating 
chemical composition with pharmacological action. 
And, as a symposium organised by the American 


` Chemical Society © makes clear, we have hardly begun to 
explore the possibilities in this field. Only a small. pro- 
portion of even the. known sympathomimetic amines 
.have yet established themselves in daily use. 


As vasoconstrictors this group of drugs are widely 
but . often unwisely employed in uppér . respiratory 
infections. For this purpose those with the least central 
action, such as neosynephrine or paredrine, are probably 
the most suitable, though the volatility of amphetamine | 
makes it a popular choice. In allergic conditions, 


especially asthma, they are our great stand-by, while 


for the alleviation of “ shock,” particularly the varieties. 


associated with anesthesia, the newer preparations 
have a promising future. The central effect ‘of the 


drugs is being increasingly utilised ; amphetamine has 


relieved nearly 100% of cases of narcolepsy, while ‘in 


parkinsohism and epilepsy it is a valuable adjunct to 
other forms of treatment. A large series of. compounds 
derived structurally from -phenethylamine (the amine 


from which Barger and Dale began their work) have 


been produced which all raise the ‘blood-pressure, 
but in_-which this effect cannot always be ascribed to 
the same constituent of the molecule. This suggests that 
elevation of blood-pressure may be caused by several 
different mechanisms; if so, further research along 


these lines may throw light on the control of blood- ` 


pressure and the problem of hypertension. This 


problem may also be clarified through work on amidazole ` 
‘derivatives, some of which produce vasoconstriction 


while others produce vasodilatation. Other subjects 


for investigations which may prove fruitful include 


specificity of action—for example, a derivative which 
would increase the expulsive power of the myocardium 
without at the same time raising the blood- -pressure 


through vasoconstriction would be valuable in the 


treatment of the failing heart. Similarly, a specific- 
action on the bronchi without the pressor effect of 
adrenaline would improve the outlook in the treatment of 
asthma, while the central stimulant effect-of amphetamine 


‘on the central nervous ‘system would be more valuable if ' 
it could be dissociated from the troublesome side-effects. 


7. Romansky, M oe , Rittman, G. E. Bull. US Army med, Dept. - 


October, : 1944, 
8. Nazai, N. Pharm. Py} 1387, 32, 700. 
9. Oliv , G., Schafer, E. A. J. Physiol, 4825; 18, 230. ` 
10. Barger, G » Dalė, H. Ibid, 1909; & i 
11. Indust. & Eng. Chem. February, : 1845, p.-116. 
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Cowlishaw was not content- to use the advantages of 
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Here then is a sphere of research in which eombined - 


operations by pharmacologists:and. chemists promise a 


‘handsome return, and ‘not only in the ‘realm of thera- | 
-peutics. - Bad ae | ae 


“EXPERIMENTAL “SEASICKNESS 
CHANGES of position of the head during rotation in a 


Bárány chair may cause severe nausea, while rotatipn 
alone has little effect. Spiegel and his co-workers! 


point.out the importance of repeated accelerations and 


decelérations in the causation of the various kinds of 


‘motion sickness. To study these factors they place the 


subject in a chairwhich must make many persons sick even 
to contemplate. While it rotates in the horizontal plane, 
a clamp in which his head is fixed causes ‘the subject 
rhythmically either to nod, backwards .and: forwards or 
to rock his head from shoulder to shoulder. Surprisingly, 
only about 53% of victims were “ seasick within four 
minutes with.the first combination of movements ; but 
the second combination accounted for 67%, and 75% 


‘succumbed when submitted to the treatments in succes- 
‘sion.’ ‘The susceptibility of persons as assesséd from their 


history agreed with the experimental findings, and 


confirmed the order of severity in-which the tests were’ 


placed. The third test (rotation accompanied by first 


inherited wealth and.a wide knowledge of Europe for his 


private enjoyment. He made himself, after his return 
from war service,-an apostle of the éause of. medical 
history as an integral part jn the ‘mental équipment of 
the- complete doctor. It was Cowlishaw who twenty 
years ago founded the section of history and literature 
in the NSW. branch-of the BMA, and a similar section 
at the Australian Medical Congress of 1929; and: from 
1931 he gave, unpaid, an annual course of lectures on. 


medical history for final-year students at Sydney Uni- 


versity, which he illustrated from the riches. of his own 
library. .Cowlishaw’s interests ranged over the whole 
field of medical history but he had made a spécial study. 
of the development of medicine in Australia. He 
published a mumber of essays and was in demand as 
a lecturer at various medical institutions. In.an address 


. at the RACS he pointed out how far Australia lagged 


one and then the other head movement) is regarded às 


' severe, and the conclusion is that anything which would 


prevent a positive reaction to it’would be a certain cure 
for seasickness. ' It seems to be taken for granted that 


the dddition of visual stimuli would make matters. 


behind Canada in the provision of good médical reference 
libraries.. The RACS Kas alréady done much through 
its active library policy to improve the position, and. 


how by adding Cowlishaw’s library to its resources has 


benefited itself and the profession in ‘Australasia and 
established the best memorial to Cowlishaw’s work. and 
faith. 


The catalogue shows that it was no mere museum of 


old books that Cowlishaw amassed. His. library is ~ 


peculiarly rich in books of reference ; all the outstanding 


histories of medicine from Baas to Castiglioni are here, 


worse: at all-events, subjects exposed to them were all . 


given a sedative, so experiments made with the help of 
lights can only be compared: with each other and not 


‘with the original motion studies. Subjects fixating a 


light rigidly attached to the head-rocker were less ill than 


those encircled during their ordeal by a ring of stationary . 


lights. This was to be expected, for the eye is held by a 
vivid object, and its attempt to, fixate a stationary light, 
in spite of the complicated motions we have described, 
might well lead to distress. The authors do not refer 
to the fact that real seasickness tends to feel worse in a 
closed space than on deck, though the experiments with 
the lights might lead one to suppose otherwise. The 
only “stationary object” viewed from the deck is, 
however, the horizon (if visible), which. unlike the 
stationary lights, can be fixated uninterruptedly. Many 
people feel less sick the more they can make themselves 
‘conscious that the. horizon is stationary. and the ship 
rocking beneath them; and more sick when they are 
less consciqus.of the movement of the ship but feel that 
the horizpn is misbehaving. This may have some 
connexion with the observation of Spiegel and “his 
colleagues that illusions of rhythmic-movements of -the 


trunk and limbs were often more definite in those subjects | 


‘who were least sick after. the ordeal of the chair, as 
though. a definite impression of spatial orientation from 
the muscles, tendons, and joints, even if illusory, were a 
The investigators, however, 
regard illusions of orientation and sickness as indepéndent, 


_ and discuss many other aspects of the various reactions. 


MEDICAL HISTORY IN AUSTRALIA 


Tue Royal ` Australasian , College of Surgeons at 


Melbourne bought last year the fine historical medical 
library ¢ollected by Dr. Leslie Cowlishaw, and a pre- 
liminary catalogue of the books has beem made by Miss 
N.C. Andrew, librarian of the College. . Leslie Cowlishaw, 


„who died in: December, 1943, near Sydney, where he 


-had practised since the last war, was a pioneer medical 
‘historian in Australia. He was yet another example of 
‘& busy general practitioner. finding tife for serious 
and education. For 


‘1, Spiegel, E. A., ‘Oppenheimer, M. J., Henny, G. C.; ‘Wycis, 
' H. T. War.Med. 1944, 6, 283. 54 X . 
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Galen ; 
Venice 1499: many of the great books of the rebirth 
of science can be read in this library—the second Fabrica 


‘Columbus, Fracastoro, Fabricius, Paré. 


as well as many less well known in English, French, 


German, and Italian, with numerous special histories 


and bibliographies, the essential keys to the older litera- 


ture.. ‘The basic texts which every student of past medi- 


cine must examine are here in their early editions. There 
are long series of the works of Hippocrates, Celsus, and 
Gui de Chauliac’s editions ifclude that -of 


of Vesalius and the rare German edition of 1551; Realdus 
| ‘The seven- 
teenth century, especially the English school,’ is not 
neglected ; both the English and the Dutch issues of 
Harvey on Generation are here and Des Cartes Dé 


Homine, one of the earliest of physiologies. These are 


‘only a few of the most worth-while texts ‘which will 


"to the profession in Australasia. 


now be publicly available, perhaps for the first time, 
Though Cowlishaw 
évidently did not cultivate the eighteenth century so 
assiduously, nor attempt to collect systematically the 


masterpieces of nineteenth-century medical discovery, 


the student of these more recent times will also find 
much in his field. ~ p D 

©- BLOOD-PLASMA DROPPED BY AIR _ 

In the United States a method of packing bottles of 


blood-plasma has been devised which allows them to be - 


dropped from aircraft without the use of parachutes, 


which might be spotted by the enemy or drift into 
enemy hands. The boxes of bottles, ‘weighing 100 Ib., 
can be dropped without harm from 10,000 feet. Each 


_ bottle is packed in a material resembling ‘ Excelsior,’ 


| 


and the boxes (made of. wood) are tied together with a 
special kind of wire, of strong alloy steel. This wire 


absorbs most of the bursting effect of the fall: when the 


box hits the ground it bounces about 30 feet into the 
air, and then lands intact. | Po 


Mr. H. S. SoutraR, consulting surgeon to the London 
Hospital and formerly chairman of the council of the 
British Medical Association, has been elected president 
of the association in succession to the late Lor Dawson. 


THE next session of the General Medical Council will | 


open on Tuesday, May 29, at 2 pm, when Sir HERBERT 
Eason, the president, will deliver an addregs. o 
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- consultants in the area, 


ite Wass 23 Again, the care. of. the ehronic 


Reconstruction 


THE HOSPITALS OF LONDON 

AND THE SURROUNDING AREA 
In October, 1941, the then Minister of Health an- 
nounced that a hospital survey of England and Wales 


was to be made. Its objects were to find out what 
facilities existed, to assess their adequacy, and to 


suggest how they could be coérdinated and expanded’ : 


to provide an efficient and complete service. 
England and Wales was divided into ten areas. In 
seven of the areas the Nuffield Provincial Hospitals Trust 
appointed the surveying officers; but in three (the 
London district, North-west England and North Wales, 
and South Wales) appointments were made by the 
Minister. 
on behalf of the Minister has now been published.. It 
emphasises that the views expressed are those of the 
surveying officers only, and not of the Ministry. Never- 
theless it must be assumed that these officers have at 
least had in mind official policy on such matters as 
optimum size of hospital, the relation of general to special 
hospitals, and the other broad principles which must 
_ form the basis of any hospital service. The report is 
then of double interest—both as a pointer for the future 
in the planning of a regional hospital service for London, 
and as an indication of official views on hospital policy, 


which did not emerge in the white-paper on a National | 


Health Service. 
POPULATION AND BEDS 


The area covered is extensive.. Essex, Hertfordshire, 
Bedfordshire, small parts of Buckinghamshire and’ 
Berkshire, Surrey, Sussex, Kent, Middlesex, and the 
county of London make up one area, which can be 
treated as a whole, since communication radiates cen- 
trally from London. Hampshire and Dorset, with the 
Isle of Wight, constitute a subsidiary area. - The 
Chilterns provide a rough boundary to the north-west of 
the London group. 
~. The population of the whole area in 1938 was slightly 
over 14 million. Of this about 1} million were located 
in the Hants, Dorset, Isle of Wight area. 


concentrations on the coast, the only inland towns in» 
the area with more than 50,000 population are Colchester, 
Luton, Slough, and Watford. ‘There are some 380 
governing bodies of voluntary hospitals, 25 major 
hospital-owning local authorities, 20 minor authorities 
with maternity homes ; and 130 isolation and smallpox, 
hospitals also provided by minor authorities singly or in 
combination.. As a result, admission to municipal 
hospitals is often hampered by administrative boundaries, 

while the independence of the voluntary hospitals has 
caused dispersal and competition instead of concentra 
tion into efficient units. 

The report does not deal with mental hospitals, 
psychiatric services, or dental hospitals, except in so far 
as they are parts of general hospitals. — | 

In 1938 the voluntary hospitals admitted some 473,000 
new inpatients, while the municipal hospitals admitted 
477,000. On the other hand, the voluntary hospitals 
dealt with eight times as many new outpatients as the 
municipal hospitals. There -are more than twice as 
many voluntary hospitals with under a hundred beds 
as there are with over a hundred beds. Indeed, of 380 
- voluntary hospitals, more than 160 have less than fifty 
beds. 

The report is critical of the large amount. of surgery 
done at the small ‘ general, practitioner ” hospitals. 
This in itself is a reflection of the poor distribution of 


1. Hospital Survey: the Hospital Services of London and the 
ahaa onang T FRA k M. H. Gray, CBE, MD, FROP, 


and An ing, 
Health, 1945. RM. Stationery Office. "Pp. 229. 103. 


j 


The first of the three reports made directly - 


Apart from . 
the Greater London conurbation, and the smaller urban 


-_ -valescents. 


orthopedic hospital, and the reablement centre. 


MD, “MRCP, DPH. Ministry, of 


sick is far from satisfactory. 
The following table shows three theoretical ainne 
(A, B, and C) of the number of beds required for different 


. types of patients, together with the actual figure for the 


county of, London : 


Number of beds per 1000 population | 


Type of case ' Actual figare 
; for county of 
London 
General acute 6-3 
Maternity .. 0:41.. 
. Chronic sick .. "4-2 
Pulmonary tuberculosis |. O71 
Infectious diseases = t6 


Taking the area as a whois, there is a gross deficiency 
of beds, except for the chronic sick and for fever cases. 
But in these two instances the accommodation provided 


‘is generally obsolete. 


. As a result of the war and the setting up of the Emer- 
gency Hospital Scheme, the nett gain in beds over the 
area as a whole is 10,893. . The distribution of specialists i 
has been greatly improved; valuable special centres 
for orthopedics, neurosurgery, and so on have been set 
up; and a. _ beginning has been made in improving the 
pathological services throughout the area. 


s 


| RECOMMENDATIONS 


The report points out that hospital services are far 
more a matter: of staff than of buildings. A modern 


and fully equipped building is of-course.highly desirable ; 


but it would be nearer the truth to say that a good 


hospital consists primarily of an expert medical and — 


nursing staff. 

The surveyors condémn the general-practitioner 
hospital as a surgical specialist centre. Each such 
hospital should be attached to, and work with a district 
hospital, on which the specialists should be based: The 
function, of the local or general-practitioner hospital 
should be to provide for the medical cases not requiring 
elaborate’ investigation but not capable of. being nursed 

at home, for minor operations (excluding the removal of 
tonsils and adenoids), for normal maternity cases, for 
the few urgent emergencies and accident cases which 
cannot be taken to the district hospital, and for con- 
Specialists should visit local; hospitals 
regularly and should hold outpatient clinics there. In 


_urban areas, the local hospital is unnecessary.» 


It is recommended that the main or district hospital 
should” not .exceed 1000 beds or fall below 400, the 
optimum. being about 800. Such hospitals would serve 
an area with a population of 100,000-200,000. A 
:940-bed district hospital might have 100 beds for in- 
fectious diseases; 150 for chronic sick ; 100-for children; 


50 for maternity cases ; 40 for pulmonary tuberculosis ; 


30 each for gynzxcology, and èar; nose, and throat ; 


and 220 each for general medical and general surgical. 


Skin, genito-urinary, and eye inpatients units should be 
concentrated at selected district hospitals, so that skilled 
nursing could be provided. - 

A third type of hospital is proposed, to be kiowa as 
the special centre. Such centres would serve areas 
much wider than those served by district hospitals. 
Some of these might be independent special hospitals— 
for example, the fever hospital, the chest hospital, the 
Others 
might form part of individual district hospitals—for 
example, the radiotherapy unit, the neurosurgery unit, 
and the plastic surgery unit. The specialist staff of such 
centres should hold outpatient clinies at aalacent district 
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hospitals, and should be available for consultation to 
general practitioners.‘ ` 

For such a hospital service to be made available, 
pooling of specialists , is essential. Payment ‘for part: 
time work is strongly recommended, on a salary rather 
than a sessional basis. It is felt that sessional work 
tends to cause specialists to be .accused of rendering 
unnecessary service, while hospitals are. tempted to 
economise by not calling specialists in. `. 

On the question of town versus country hospitals, the 


report favours the town hospital as a basis, while point- 


ing out. that there is no reason why proper planning 


should not make an ‘urban hospital as pleasant a place - 


as & country hospital from the patient’s point of view. 

It is inside this broad framework that the detailed 
recommendations for.each area are made.. The concep- 
tion of the key hospitals goes by the board, and the 
surveyors have leaned nearer to the proposals of the 
Socialist Medical Association than to those of Medical 
Planning Research in this respect. Nevertheless, they 
adopt the Medical Planning | Research proposals for 
making use of the cottage hospitals in rural areas as local 


= centres for the treatment of minor illness and for c out- 


patient clinics. 

Their constructive report will interest everyone 
concerned with the future of the national hospital 
service, whether in London or elsewhere. | 


Special Articles 


PSYCHOSOMATIC MEDICINE AND THE 
- DECLINING BIRTH-RATE 

Jamas Li HALLIDAY, MD GLASG. 
THE purpose of this paper is to suggest the value of 


applying a psychological a the prove of the 


declining birth-rate. : 


CLINICAL OBSERVATIONS 


Behavioural. sterility as an expression of neurotic 
anziety.—During the thirties ; (1931-39) I acted as a 
medical .referee of insured persons in Scotland. .The 


: following notes are based on my experiences . and 


impressions at that time.: : The group of patients to which 
they refer cannot, however, be regarded as'a.random 
sample of the general population, the majority having 
been on-the sick list for several months -and the pro- 
portion of -psychoneurotic illness- among ohen being 


high (Halliday 1935). 


In the course of questioning patients I, came to realise 


the frequency of the practice of birth control—usually | 


by coitus interruptus.. Knowledge of the safe period 
was not common. I also formed the opinion, that, at 
least during this period of historical ‘time, evasion of 


_ parenthood. was more often the wish of males than of 


females—an observation also.made by Charles (1936). 
The evasion, whether in husband or wife, was almost 
always associated with an underlying neurotic anxiety. 
The reasons given for the behaviour were often of the 
the inner emotional state 
of the patient provided his intellect with apparently 
logical reasons for not begetting children. (Compare 


‘the person who, under hypnosis, is ordered to perform 


a certain act in the waking state and who, after carrying 
out the command, on being asked why he acted as he did, 
produces an apparently logical explanation.) Curiously 
enough among: the artisan and labouring classes the 
rationalisations seldom referred to economics or finance. 


In males the commonest reasons given were that ‘ the ‘ 


wife was not strong enough ” or he “did not wish the 
wife to suffer or run risks,” or; if there were already one 
or two children, that he ‘‘ wished them to have a better 
chance in life than he had.” It will be noted that these 
statements provide examples of identification of the 
male either with the woman or with the children—in 
other words, the husband was ceasing to be a virile 
father figure. In women the commonest reasons given 
were that ‘‘my husband does not want any more children ”’ 

or ‘‘ the doctor says I am not strong enough.” Many of 


the patients (especially those with psychosomatic organic 


&e. 


diseases) showed decided obsessional trends i in, the sense 
that they tended to arrange their lives in an excessively 


ordered way—this being an attempt ‘to compensate for 


deep-seated feeli of anxiety, isolation, insecurity, or 
resentment. In these individuals behavioural sterility 
could often be related to their obsessional characteristics 
in that persons with this rigid. character structure tend 
to experience, upsetting events—and these include 
childbirth and children—as a threat to the routine design 
for living which had originated as a mode of defence 


against a dangerous and upsetting universe. 


I noted ‘too that a large number of men were relatively 
impotent in the sense that they suffered from ejaculatio 
precox. Many of the women suffered from relative 
frigidity as revealed by their statements that they ‘‘ were 
not interested_in intercourse.” 

Functional sterility as an expression of neurotic anxiety. 


.— Disturbances of function of the - organs of generation 
are known to occur in certain women in association with 


deep-seated anxiety. Common examples are modifica- 
tions in the menstrual cycle and inhibition of the vulvar 
secretion normally evoked by sexual excitation. , Psycho- 
physiological dysfunction. may even affect the ability 
of certain women to conceive in spite of active insemina- 


‘tion and in the absence of organic or mechanical faults: 


This possibility is suggested by psychiatric consideration 
of individual case-histories and receives somé statistical 
support from serial investigation of sterile women from 
a psychiatric angle (Wittkower and Wilson 1940). In 
males, the effect (if any) of the emotions in modifying 
the vitality of spermatozoa is quite unknown. 
Functional sterility however’ is probably of less import- 


‘ance to the problem of national infertility than is 


behavioural sterility, which by limiting directly the 
oc@asions of insemination clearly reduces or removes 
the chance of impregnation. 

Irrespective of these ‘considerations the nature: of 
both these aspects of sterility can be adequately appreci- 
ated only when a psychological approach is included in 
the range of observation and inference. Viewed 'in-this 
way the pre-war decline in the birth-rate is revealed as 


only one among the many expressions of a decline in the ' 
psychological health of the community, associated, with : 
- an increase in communal anxiety: s Pee 


$ Sr 


l EPIDEMIOLOGICAL CONSIDERATIONS 


__Birth-rate as an index of psychological health.—Until l 
recently it was customary to regard public health in 


terms of physical health alone. Thus before the war it 
was generally stated, and accepted, that the public health 


of Britain was improving in response to the lessening — 
of various physical social evils—e.g., improper. feeding, 


impure water and food, poor housing, inadequate exercise, | 


improper clothing. The indexes used to support this pro, 
position were the improvements in the vital statistics of 
those events known to havea primary etiological relation- 
ship to the communal environment considered physically. 

Measurements adopted as a yardstick of the... public 
health included accordingly death-rates, infant mortality 
rates, the expectation of life, tuberculosis and. infectious 
disease rates, the height and weight of school-children, 


But the public health is Janus-faced, and at a ` 


time when its physical side was brightening its psycho- . 


logical side was seen to be darkening by those who cared 
to look at it. The decline in psychological health was 
revealed by'a different series of indexes whose trend.took 
a - direction not towards improvement but towards 
deterioration. 
factors of the environment, and comprised not only the 
increasing national sterility (as revealed in the declining 


birth-rate) but also the: rising rates for suicide, for 


psychoneurotic illness, and for the numerous organic 
diseases now subsumed under the heading of the psycho- 


somatic affections—e.g., gastritis, peptic ulcer, fibro- 


sitis, exophthalmic goitre, ‘diabetes, and hypertensive 
cardiovascular disorders,. including certain cases of 
coronary thrombosis and cerebral hemorrhage (Halliday 
1943b). The increase in frequency of these morbid 
happenings could be interpreted broadly as a response to 
a progressivé increase in noxious pressure of the com- 


munal environment considered psychologically—mass | 


unemployment, financial crisis, increasing competition, 
decline of active religious faith, the loss of an end in view, 
a general tendency to drift, and a desire’ for safety first. 


These were related to` psychological - 


~~. 
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INCIDENCE: OF PSYCHOSOMATIC ORGANIC DISEASE 
Analysis of the incidence of these’ affections in Britain 
showed that in the period 1900-39 there was a pro- 
gressive increase in psychoneurotic afd psychosomatic 
illness. The data are fully presented in the original 
paper (Halliday 1945), some of whose conclusions relevant 
to the birth-rate may be mentioned here. — | 
=- Age.—The rate of rise in the incidence of these disorders 
was most rapid in the younger age-groups. (There is 


probably an analogy here with the decline in the birth-rate 


, which became more intense in the younger generations.) 
Sex.—The upward trend was steeper in males than in 
females, except in the cases of diabetes‘ and suicide. This 


may be stated in another way: diseases which were ~ 


‘commoner in females in the 19th century (peptic ulcer, 


during the 20th century increasingly commoner in males. 
In the case of peptic ulcer, there was an actual reversal 
in sex-incidence. Correspondingly, conditions which,were 
commoner in males during the 19th century (diabetes and 
suicide), became during the 20th century increasingly 
common in females. In the case of diabetes, there was 
- reversal in sex-incidence. The . interpretation of this 
phenomenon is complicated, but it would appear that with 
the. altering social environment during the period the 
“ personality ” of males was becoming relatively more 
feminine and that of females relatively more masculine. 
This trend towards neutralisation of sexual distinction. in 
‘psychological characteristics probably played a part in 
determining the decline in the birth-rate. . | 
Social growps.--Different social groups shawed con- 
siderable. differences in'incidence. For example, in urban 
areas the rate of neurosis and psychosomatic diseases was 
definitely greater than in rural areas. This may be cem- 
pared with the decline in the birth-rate which was. also 
greatest: in urban areas (Charles 1936). Unfortunately it 
is not possible to state whether, as happened in the case of 
the decline in the birth-rate, the increase in the psycho- 
somatic affections began in the higher-income groups, because 
figures dealing with their incidence are not available for 
the beginning of the period studied. | 


= Psychobiological interpretation of the declining birth- 


rate.—From a ‘biological ‘standpoint, the declining 
birth-rate is an expression of group reaction to the total 
situation, especially in its psychological aspects. It is 
therefore inappropriate, even misleading, to regard the 
phenomenon (as certain writers have done) as a mani- 


festation of a ‘‘ voluntary decision on the part of indi-. 


viduals.” In the mass and in essence, a “declining 
birth-rate is no more voluntary than an increase in the 
incidence -of duodenal ulcer or,exophthalmic goitre. 


. In a final analysis it would be seen to represent a pre- 


dictable biological happening in response to the totality 
of circumstance. ; 


SOCIAL DISINTEGRATION AND THE BIRTH-RATE — 
To distinguish between the physical and psycho- 
logical aspects of public health is pragmatically justifiable 
and epidemiologically useful.. When we adopt this way 


of looking at things the decline in the birth-rate is seen 


` to-be only one of the many manifestations of a morbid 


~ 


- communal process which is sometimes identified as 


social disintegration—a term of wider connotation than 
that of psychological health (Halliday 1943a). Indexes 
of social ‘disintegration comprise not only the medical. 
indexes of psychological health already mentioned, but 
also indoxes in‘terms of other interests—e.g., industrial, 
economic, religious, and cultural. Writers concerning, 
themselves particularly with the non-medical indexes 
have also described this social process by various other 
labels, such -as ‘‘ Western civilisation,” “‘ the socio- 
economic capitalist set-up,’’ or “the break-up of a 
culture.” Social disintegration, however, is probably 
the most useful general term, because it indicates that 
the problem—which medically is one of psychology— 
has other and wider aspects concerned with the structure 
of society and having a bearing on group survival, 
whether of family, sect, nation, or race. 

World distribution of social disintegration.—Before the 


, present war medical indexes showed that social disinte- - 


gration affected not only Britain, but also the countries 
of Western Europe. North America, and the British 
Dominions. 
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exophthalmic goitre, and perhaps hypertension) . became . 


In each of these there was a falling birth- 
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rate, a rising incidence of psychoneurotic and psycho- . 


somatic disease, and a tendency towards a rising 
suicide-rate. These happenings were in great. contrast 
to the findings in primitive races (i.e., non-industrialised. 
native communities) in whom such diseases as peptic 
ulcer, hypertension, exophthalmic goitre, and diabetes, 
are either u own or exceedingly. rare (Donnison 
1937). Figures of the incidence of -psychosomatic 


disease in Soviet Russia, in which the birth-rate was 


rising during the twenties and thirties, do not seem to 

be obtainable. oe oF 7 a; S 
Origin of the upward trend of social disintegration in 

Britain.—Study of social history suggests that round 


-about the year 1870 the general communal set-up 


(religious, economic, social, moral; and cultural) was 
beginning to disintegrate. ‘‘ Your creeds are dead, your 
rites are dead, your social order too,” as Matthew Arnold: 
wrote in the ’60’s. With the break-up of the old order ` 
and the increasing uncertainties of the period we may 
suppose that the generation born in 1870 who became 


‘parents about 1900 would be mildly anxious and have 


fewer offspring than their fathers. ‘The second genera- 
tion born in 1900 who grew up through war, strikes, 
financia] crises, and mass unemployment would respond 
by still further anxiety, so that when they married, 
about 1930, there would be still fewer children for the 
third generation and these would be hyper-anxious. 
This supposition may be related to the following actual 
numerical facts : ' . s : 


Taking the fertility-rate (England and Wales) of 1870 as 

` 100%, the drop in fertility by 1900 (the mildly anxious 
generation) was 25%, and the drop by 1930 (the second and 
definitely anxious generations) was 59% (Titmuss 1942). 


These ideas are illustrated in the following table in 
which the letters P and C refer to parent.and child and 


the plus sign to the degree of morbid anxiety.. ee 
. Degree of anxiety en 
1870 P T 100 
1900 P+ C++ oe ae — 25 
1930 P++ C+ + + ee yee — 59. 
1960 P? Ct 2 


Social disintegration und individual isolation:—The 
presence of social disintegration in a community ‘is 
revealed clinically by its symptoms: that-~is, by the 
indexes of the incidence of certain diseases and happenings. 
The pathology of the morbid process is highly complex 
but it can be described in a genera] way asan expressi 
of the rapid loosening of pre-established group-bonds, as 
the result of which the individua] becomes increasingly 
isolated and therefore increasingly insecure and inwardly 
anxious. From this viewpoint, its ‘‘ therapy ” would 
depend on the establishment of new group bonds which 


` would restore to the individual the sense of belonging. 


his indeed happened to some extent on the outbreak 
of war, but the resulting improvement of the indexes 
of psychological health has been tempered by many 
special stresses such as bombing, overcrowding, long . 
working and travelling hours, changes’ to unsuitable 
occupation, blackout, and boredom (Halliday 1943a). 


` It is interesting to note how isolation in an obvious and 
crude form progressively affected the new life born into ,the - 
dissolving society of this century. At its very beginnings the | 
infant was to an increasing extent isolated from-warm: bodily 
contact with the mother as a result of the decline in breast-, 
feeding and the disappearance of the ‘‘ shawley wife.” Oral 
play with the nipple was frowned upon, and its substitute, 
the dummy teat, was consigned to the furnace by the hygienist. 

Such curbing of normal infantile tendencies probably 
modified the unfolding personality of the individual by 


sinducing permanent tensional states of the vegetative and 


neuromuscular systems. This is suggested, “not only by 
psycho-analytical research, .but also by animal experiment. 
For example, Levy (1928) showed that. puppies allowed to 
receive adequate nourishment but prevented from continuing 
sucking grew up into dogs that showed distinct character 
differences especially restlessness, compared to, controls from 
the same litter, who had been allowed to suckle normally. 

On reaching the toddler stage, the child encountered further 
isolation. The progressive decline in larger families ensured 
that he had fewer playmates and the increasing growth of 
housing schemes and bungalows tended to segregate hirn still 


_ because by this time women were becoming “ free ” 


ae 
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further frem coeval companions.. He was, therefore; thrown: 


" more against the parents who began to feel that they were 


never left alone and their continual reactive prohibitions and 
admonitions rendered him insecure, retiring, or subdued, and 


unable to liberate his aggressive emotional life in the active ' 


social expressions proper to its age. Perhaps, too, during 
this period of historical time the pressures: ‘of domestic 
environment tended to favour the development i in the young 
child of obsessional trends as-defences against a universe 
that was sensed to be dangerous and upsetting and against 
which he felt so powerless. In other words, the particular 
type of social situation that prevailed increasingly prodticed 
individuals with “a rigid ‘character structure who “ kept 
themselves to themselves.” ~ 

On leaving school the child was faced by a world of increas- 
ing competition not only in employment but also in social 
display. The extending propaganda of advertisements and 
the cinema provided luxury and a good time as ideals. If the 
individual married it was in response not only to fear but also 
to: fashion that he reacted by inhibited sexual functioning. 
If a baby were. born, the mother (who had probably been 
engaged in some commercial or industrial employment 
and 
‘emancipated ’’) resented that she was saddled with a 
‘burden not borne by her husband and he in turn, feéling that 


' his wife was an equal and a similar, experienced pity and 


guilt. , Thus parents. in their isolation, resentment, and 
puzzlement became over-anxious and this anxiety was in 
turn communicated to the child. 

` The increase in imcidence of neurotic and aychanman 
illness during the period accelerated between the two world 


‘wars- and the general lack of recognition of its ætiological 


significance (even by the medical profession) provided mahy 
potential parents with an alibi—they had no children because 


of health reasons. In. spite, therefore, of improvement of 


public health services, statistics showed that the nation was 
becoming more and more unfit, not only for parenthood, but 
also for work. This was shown by analysis of the statistics 


of the chronically sick Scottish insured populatian.,between - 


1930 and 1935 (a time of high unemployment and of not 
belonging), when the amount of chronic sicknéss increased 
by .one-third,. the excess being compounded almost entirely 


of disease Jabels indicative of neurotic and psychosomatic ' 


illness and the greatest rate of increase ore in the younger 
age-groups (Halliday 1938). 


INFERENCES AND GUIDANCE FOR ACTION 


‘Approach to the problem of the declining birth-rate 
from the standpoint of clinical medicine and epidemio- 
logy suggests that it is but one of the many symptoms 
of a social disease whose core is neurotic anxiety. Any 


attempt at ‘‘ birth-rate therapy ’’ must take account 
of this basic consideration. 


Measures suggested for 
increasing the birth-rate must therefore aim at diminish- 
ing causes of social anxiety. Moreover, as anxiety is 
contagious, such procedures. must be concerned not only. 
with parents but more especially with parents to be— 
that is, with children. 

Marfy of the causes of social anxiety lie outside the 
field of medicine proper, but one point may be mentioned: 
here—namely, that anxiety cannot be bribed away by 
monetary payments. Thus a system of children’s 
allowances cannot in itself cure social disintegration or 
remedy the birth-rate, and it is in accordance with 
reasoned expectation that the effect of therapeutic 
experiments of this nature should be slight and only 
temporary—as indeed has been exemplified in those 
countries which have tried it at a time of declining 
psychological health. 

Therapeutic standards.—Measyres suggested for re- 


versing the trend in the birth-rate—for the treatment of. 


social disintegration—require to be tested against two 
standards : 


Primum non nocere.—Is this measure likely to increase 
neurotic anxiety ? If so, it must be rejected. If not, does 
it fulfil the second test? , 
Secundum liberare.—Does this measure liberate socially 
! integrating forces ? ; 


Illustrative therapeutic measures. adie: illustrations 
may be given of proposals conforming to therapeutic 
standards.: 

That every mother receive for each child in its early 
formative years (up to the age of 3 or 5) everything that is 


7 


. belonging to the community. 


accepted naturally by all mothers. 


; required—food, clothes, perambulators, go-cérts, baby 
chairs, utensils—everything—without charge and irre- 
spective of social class. 


The positive value of this step is ‘that it would reliéve 
the anxiety of many parents and give them a sense of 
It would also haye its 
effect on the infant in that the child would ‘sense it was 
welcomed. The negative value of the measure is that 
it would not increase communal neurosis by identifying 
babies with mondy or social class. Furthermore, the pro- - 
cedure is evolutionary rather than revolutionary in that 
it represents a natural extension of the rationing system 
introduced by the war and would therefore tend to be 
The linkage of 
parenthood with child-welfare centres would also be 
made more complete and satisfactory. | 


That day-nursery provision for toddlers. and of nursery 
schools for children up to the age of 7 be extended. This 

/ measure would. need to be accompanied by i intensive and - 
appropriate propaganda. 


If these nursety facilities were available and used, ‘the 
present generation of neurotic parents, would be relieved 
of further tensional loads. Moreover, children would” 
tend to develop an immunity to domestic anxiety 
through receiving it in smaller and spaced-out doses. 

Through early initiation into the company of other 
children, the child would tend to grow up with the inner 
sense of security that comes from belonging to the group. 

In short, the newer generation would be more at one 
with life ‘than in opposition to it (as were their parents) 
through fear, ‘frustration, or exasperation. It may be 
objected that such proposals ‘‘ take away the responsi- 
bility of parenthood.” From the biological: standpoint, 

however, the incidence of births in a group is not a 
matter of will or morals but is a response to a given social 


” environment. 


Further examples. of therapeutic measures.—Other 
measures likely to decrease social anxiety may be 
mentioned briefly. One is the need‘ to supply sufficient 
houses suitably planned for family life ; this is generally 
accepted, Another is the need to place such houses so 


that they form a natural ‘community round a community 


centre at which, as the Peckham experiment has sug- 
gested, a biological health service—as contrasted with 
a salvage health service—might be located (Peaise 
and Crocker 1943). Other matters include a‘ recon- 
sideration of the~present examination system in schools 
with its emphasis on aggressive competition as con- 
trasted with a system of scientific selection ; vocational 
guidance’ compulsory labour camps or their equivalent ; t 
and ‘“‘ social security ” in its. psychobiological sense—i.e., 
security against preventable neurotic anxiety. That. 
involves, how4ver, much more than financial provision 
and much more than can suitably be discussed in a 
medica] contribution whose, aim is not to propound a 
thesis but to illustrate a viewpoint. - 
SUMMARY | 

The declining birth-rate in Britain during the last 
70 years was very largely an expression, or symptom, of. 
a decline in the public health viewed psychologically 
(i.e., in’ ‘‘ psychological health ’’) and this in turn was 
only. ‘ane. of the many manifestations of the communal 


morbid process called Social Disintegration. ` 
Only such therapeutic measures as are based on 


` understanding of the primary etiological relevance of 


psychosocial factors can help to provide a generation of 
young persons less inhibited by neurotic anxiety and, 
as a. consequence, socially more healthy, psycho- 
somatically less incapacitated, and biologically more 
fertile. 


REFERENCES ' 


Charles, E. a7 The Menace of Underpopulation, London. 

Donnison, C. P. (1937) Civilisation and Disease, London. 

Halliday, J. Iu. (1935) Brit. med. J. suppl. pp. 85, 99 ; (1938) Zbid, ii, 
11; (1943a) Psychosom. Med. 5, 71; (1943b) ‘Lancet, ii, 692; 
(1945) Psychosom. Med. 7, No. 3. 

Levy, D. M. (1928) Amer. J. Ortho-Psychiat. 4, 203. 

\Pearse, I. H., Grocker, L. H. (1943) The Peckham Experiment, 
London. 

Titmuss, R., Titmuss, K. (1942) Parents Revolt, London. 

Wittkower, E., Wilson, A. T. M. (1940) Brit. med. J. ii, 586. 


—— ree ae 


` 


‘ 


undertook to erect notices of typhus.. 


' for guards and administrative personnel. 
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BELSEN CONCENTRATION CAMP 
` THE MEDICAL SERVICES TAKE OVER 


On April,12 two German emissaries of the Wehrmacht 
under a white flag contacted the advancing British 
forces and informed them that there was a concentration 


` camp át Belsen containing some 60,000 prisoners stated 


to be mainly political. There were said to be 1500 cases 
of typhus, 900 of typhoid, and many A infectious 
and otherwise. 

The Belsen area was made neutral, and the Germans 
SS guards were. to! 
be removed by April 13, leaving some German and 
Hungarian personnel on guard: duties. 

The camp was taken over by British forces, and on 


April 15 the British military commander and a high-rank- : 


ing officer of the ‘medical services interviewed the SS 
commandant Joseph Kramer. A preliminary general 
survey was made. On April 16 a broadcast to all pri- 


British armies. Arrangements were made for medical 

units to be sent to the camp to deal with the typhus 

epidemic and the generally atrocious medical conditions 
«the survey .had.-revealed. 

‘On the same day a detailed inspection of the camp was 
made and a meeting of all qualified medical prisoners 
was summoned. About 100 medical prisoners attended 
this meeting, many of them women, and the proposed 
arrangements were explained to them. Food had already 
arrived and water; the camp water-supply consisted of 


_ two or three small concrete ponds within the camp, and 


these: were fed by means of an electric pump for which 
there was no longer any current. © 
Next day, April 17, medical units arrived at the camp, 
and a British medical officer in command of a casualty- 
clearing station took over the duties of senior medical 
‘officer and medical adviser to the British Forces in the 
area. i 
CAMP AND BARRACKS - 


The survey showed that, the camp consists of two areas. 
Camp I is a hutted camp made up of 5 main compounds 
(three for men and two for women), divided by wire, 
and an enclosure containing administrative huts, all 
enclosed in a, wired-in perimeter. . Camp II is a portion 
of the neighbouring barrack area, normally used for SS 
and Wehrmacht, which had recently been taken over for 
reception of 16,000 males arriving from other camps. . . 

- Camp I. —The. prisoners on April 16 numbered 28,185 
women and 12,000 men (approx.). The men’s com- 
pounds contained 1500-8000, while the two women’s 
enclosures had 23,000 and 5000..- In the larger women S 
enclosure were about 500 children. 

Conditions varied considerably. in, the compounds ; 
‘some huts had bunks, in two or three tiers, while in. 
others the prisoners just lay crowded onthe floor. Except 
in men’s compound no. 3 certain huts were set aside for 

` use as hospital huts. Not all of these were bunked. 

In the women’s compounds prisoners acutely ill, 
suffering from definite diseases, exclusive of malnutrition, 
numbered about 2000. For these womenthere were only 
474 bunks, each being occupied by 2 or 3 women. 
remainder, including almost all the typhus cases, lay on 
the bare boards.. In compound 2 only one hut was set 
aside for the sick and it was without bunks. TIn this 
compound typhus cases were not segregated. 

In the men’s compounds hospital conditions were 
worse than in the women’s compounds but there were 
more bunks (1959 for 2242 acutely ill cases). 
pound had no huts for hospital use. —_- 

The camp had five cookhouses (two for men,- two for 
women and one mixed). As arule two or three cookings 
had to be done for each meal. The food consisted of a 
soup of vegetables—mainly carrots, dried cabbage and 
potatoes—thickened with meal. Very occasionally 
small amounts of meat were added. The number of 
meals varied from two to three per diem. | 

Latrines were practically non-existent. When there 
were any they consisted of a pit with a bare pole over it. 
They were unscreened. 

The administrative block, outside the main com- 
pounds, consisted of,a main office building and living huts 


also a small building, with a few ablution benches, and 


There was” 


t 
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` 


~ soners told them that the camp had been liberated by the ` 
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a larger containing. four, big disinfestation chambers 
each capable of doing 60 ‘sets. of clothing in 14. hours. 
Here there were also 15. shower-baths for. guards and’ 
administration. — 

Camp II consisted of accommodation taken “over 
about a week previously and was grossly overcrowded. 
There were no cases of typhus, and general ‘conditions 
were better than in older Camps: One block had peen 
set aside as a- hospital. 

The barrack area.—Adjoining the two main camps was a 
magnificent barrack area, with every possible facility. 
for ethe German troops—good canteens, cookhouses, 
gatages and stalling, a cinema, good married quarters, 
and a beautiful German officers’ mess. There were also 
eight hospital blocks, containing, when the British. took 
over, 604 German: military patients. In beautiful 
surroundings just beyond the officers’ mess was an éxcel- 
lently appointed military hospital. The contrast between 
the concentration camp for the slaves and the A1 barracks 
and amenities for the Herrenvolk could scarcely have been 
greater. ‘ 

CONDITIONS ON ARRIVAL | 


On April 15, before our detachments arrived in 
sufficient strength to take over all duties, the command- | 
ant Kramer was interviewed by the military officers sent 
to survey the conditions. While this interview was 


| proceeding a runner arrived to say that the SS were firing 


The ` 


- One com- . 


graves in pits which were earthed over. 


on prisoners. It was found that famished prisoners were | 
trying to take potatoes from a heap near the cookhouse 
and the SS were shooting them. Kramer made no 
attempt to stop his men. Nor was any attempt made 
by the Germans to help the wounded and the dying.’ 

pee was at once told that one SS mgn would be shot 

for every prisoner shot, and this-stopped the killing. 
Kramer was made to assist personally in removing, the 
dead and wounded. 

At the bottom end of the camp was a crematorium 
consisting of one oven. It had not been used for some 


. time because the number of deaths had been increasing 


too quickly. Nearthe crematorium were several mass 
On the south 
of the camp was `a pit approximately 25 x. 8.x, 4 yd., in 
which were many: blackened corpses.. 
` On the way to the pit two large piles of naked corpses 
were passed; all of them ‘were mere skeletons. Many 
dead bodies were seen lying clothed at the side of the 
road. There were also many dead in the gutters along- 
side the huts. The vast majority were fearfully emaci- 
ated. The following figures, though only approximate, 
give a picture accurate in its main lines. But the num- 
bers ‘are understated in terms of any normal health 
statistics. vn 
Women (28,185). Auty ill in hospital huts, 2000 {in 474 
bunks and on floor). These included : typhus 550, ‘enteritis 
and typhoid 394, tuberculosis 68, respiratory conditions 263, 
surgical cases 178, and other diseases 511. Requiring special 


_. treatment but not in hospital huts, 8600, including. enteritis 


500 and tuberculosis 200. Daily incidence of new cases, 125. 

- Men (12,000).—Acutely ill, 2242 (bunks 1959).. These 
included typhus 305, enteritis and typhoid 644, tuberculosis 
400, cachexia 460, surgical cases 216, and other "diseases 300. 
Requiring treatment but not in n hospital mee 7000. - - Daily 
incidence of new cases, 59. 


MEASURES OF IMPROVEMENT 


By the afternoon of April 16 (first day of taking over) 
27 water-carts, and food for all for an evening meal, were 
provided. An official report states that “ the psycho- 
logical effect of this provision was amazing, and each day 
the atmosphere in the camp has improved, changing from 


one of extreme apathy through the gradual appearance - 


of a spark of vitality to real joy and an interest in life.” 
Special diet is provided for starvation cases. 

On April 17 the following medical units were moved in : 
one casualty-clearing station, one light field ambulance, 
two field-hygiene sections, and one mobile bacteriological 
laboratory. Immediate steps were taken to obtain (1) 
protective clothing, (2) large quantities of sulphagnani- 
dine. It was proposed.to establish. at once welfare ser- 
vices, including postal facilities—this latter being pro- 
bably one of the most important elements in restoring the 
sense of freedom. Help from UNRRA was asked for, and 
from the Red Cross. 


! 


`. in the white-pa 
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Large quantities of all forms of clothing and Ordnance 


stores were demanded—supplies to be partly from cap- | 
tured German stock. -Women’s clothing has been de- 


manded from German civilian supplies. 

Large stores of captured German drugs and dressings 
are available. All food of a luxury nature and suitable 
for special feeding of Belsen Patients was impounded from 


local hospital stores, and arrangements were made’ for | 


supply of eggs, milk, and butter from the surrounding 
districts. The standard of nutrition of the .German 
civilians in the aréa near Belsen is described as very high. 
The rosy-cheeked plump children and young women are 
particularly noticeable. ' E 

Those who have seen the camp say that the photo- 
graphs reproduced in the press do not reproduce the 
. worst horror, which could be appreciated only inside the 
worst huts. = | i s Yo 

Camp I is to be evacuated completely and there is 
a strong desire ‘to “ destroy it by fire.” Some of the 
prisoners ‘have left, Belsen already and others will ‘be 
evacuated as soon as their physical condition permits. 
fr inoculation was carried out on all who needed 
i l 


The epidemic aspect of the situation in this and other 
camps is under control. _ The dusting of all contacts with 
powder containing DDT is also applied to all displaced 
persons or returned Allied prisoners of war—now known 
as PWex to distinguish them from POW, these being the 
enemy prisoners in our hands. Authorities on the spot. 
consider that the typhus epidemic in Belsen had already 
passed its peak when British forces took over.. And no 
other epidemic of importance has as yet made its appear- 
ance among the many hundreds of thousands of DPs‘ahd 
PWex who ’havé now come into Allied hands. With the 
extension ‘of railway facilities again into Germany, and 
the opening of roads now. made possible by: German bur- 
render, a very big job opens up for the medical services. 
But it is a job which can be done, as has already been 
proved at Belsen, and other places in the control'of dis- 


ease among DPs and in the admirable arrangements för- 


the British ex-prisoner returning to his homeland. | 
A special word is due to the interned doctors, men and 
women, at Belsen camp. The women’s camp was better 
than the men’s in the sense that attempts had been made 
to procure order and some semblance of cleanliness. In 
one hut with 208 inmates practically all were so weak 
_ that they could hardly raise their heads, and the women 
in the bunks and passages were crowded, dead and 
living, together. There was an area for the children, but 
immediately adjoining it there was a very large area in 
which many hundreds of dead naked women were piled 


high. . Yet the care that had been taken of the children. 


was most noticeable. And medica] help went on what- 
ever happened. ‘One woman gynecologist was conduct- 
ing all the obstttric cases, 5 to 7 a day, and for several 
. days had had to work without water. A report from a 
British medical officer says: ‘‘ It is impossible to speak 
too highly of the efforts of certain women doctors.” 
. *  .NATIONAL HEALTH SERVICE 

THE following resolution was adopted unanimously at 
a conference summoned by the Socialist Medical Asso- 
ciation and held in. London on April 15: | 


- 'Fhis conference ‘considers that a comprehensive national 
health service is essential for the people’s welfare. It'believes 
that nothing les 


on a National Health Service will result 
in a satisfactory service for the people. 
Conference therefore calls on the Government to introduce 


legislation during the present parliamentary session. and not . 


to let itself be influenced by those forces which stand in the 
way of social progress Because they are not prepared to give 
up their positions of privilege. Conference protests against 
the Government- holding confidential negotiations with an 
interested ọ isation on which the public are not 
represented, on principles already approved of by the House 
of Commons. - i n 

Knowing that powerful opposition from a reactionary 
minority will have. to be overcome, the organisations re- 
_ presented at this conference pledge themselves to rally all 

possible support for a National Health Service throughout. 
the countrys- , > => : ji i 


$ 


\ 


the Government’s proposals contained . 


‘TEACHING OF PZDIATRICS _—.. 

_ Te care of children is possibly the most important 
duty of the family doctor, and an interim report’ from the 
pediatric committee of the Royal College of Physicians 
seeks to give pediatrics corresponding weight in ‘the 
medical curriculum. « | a e a ar 

' The: student’s attention, it is suggested, should be 
directed to growth and development of children while | 
he is still learning biology, physiology, and anatomy ; 
and the diseases and morbid processes peculiar to child- 
hood- should find a place in his studies of pathology and 
psychology. During his midwifery course he should 
be taught by a pediatrician about health and disease in 
the newborn; and he should also spend‘ 8 sessions. at | 
a child-welfare .centre, where he will learn from either 
@ pediatrician or a suitably qualified . maternity and 
child-welfare medical officer. . Courses in the care of the 


newborn and in child welfare should precede his course . 


in general clinical pediatrics, which itself should occupy, 
the committee think, not less thari a third of the whole — 


time spent in learning clinical medicine, and should 


University -Grants -Committee. 


‘and possibly additional beds 


include a resident period of a month. In the study of 
social medicine the social services dealing with children 
should be given proper weight; the -student should 
have a chance to gain some’ insight.into the school 
medical service, child-guidance centres, and children’s 
courts. ye ee, ) 7 

The structure of the psediatric department has been 
given some thought. The committee feel that’ the | 
hospital centre, closely linked to a university and with 
a separate children’s hospital attached to it, has much to 
recommend it. A university department of pzdiatrics, 
housed in the children’s hospital, would forward teaching 
and research, and would be entitled to support from the 
Alternatively, the uni- 
versity pgediatric department might be developed as 
part‘of a general undergraduate teaching centre admitting 
80-100 students a year. In any. case it should have 
at least 100 beds for general medical and surgical cases, 
for children needing 
tonsillectomy. At least 20 more beds should be set 
aside for infectious diseases, and the department should 
be linked to an appropriate fever hospital. Students 
should also have access to rheumatic heart homes, 
orthopedic hospitals, and institutions for tuberculous ` 
children, so that they can study chronic disease in child- 
hood ; and they should see reablement properly applied 
in convalescent homes, l E 

If the department is placed in a general hospital all 


children admitted to the hospital should be considered 
as admitted to the children’s department, and should 


be under the general care of the pediatrician in associa- 
tion with the surgeons or specialists treating each child. 

In London much larger children’s units will have to 
be developed in many teaching schools; meanwhile 
students should, be able to get the netessary experience 
at children’s hospitals. In provincial schools the 
children’s hospitals will continue to provide the main ~ 
teaching in. peediatrics, though these should in due 
course become university centres. In teaching, every 


possible use should be made of local-authority services ; 


and voluntary -and municipal hospitals should colla- 

borate with the universities, freely interchanging staff 

with them and with each other. = E i 
The staff of the children’s department, it is suggested, 


- should consist of a whole-time director (of professorial 


rank), a whole-time assistant (preferably a reader), 
a whole-time senior assistant, a registrar, and resident 
house officer. Also there would be two part-time 
pediatricians of the standing of physicians or assistant 
physicians. A senior member of the pathology depart-. 
ment should take a special interest in the pathology of 
diseases of children, and similarly a senior radiologist. 
should have a special interest in their X-ray films. A 
1. Royal College of Physicians of London: Interim Report of 


Peediatric Committee. April, 1945. The committee are: 
Lord Moran (president), Prof. L. G. Parsons, Prof. F. S. 


! Langmead, Mr. Eardley Holland, Dr. Donald Paterson, Sir 


Wilson Jameson, Prof. J. C. Spence, Prof. N. B. Capon, Dr. 
a Pelon Mackay, Dr. Alan Moncrieff, Dr. J. A. Charles, Dr. 
. C. Lightwood, Dr. Aubrey Lewis, Dr. R. E. Smith, Prof. 

R. V. stie, Prof. Charles McNeil, Dr. Dorothy Taylor, 
Dr. Jean Mackintosh, and Sir Allen Daley. i : 


° 
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consultant psychiatrist should be attached to the centre. 


The nursing staff should be expert and chosen for- 


capacity to teach students the nursing care of sick 

children. -. 4 cae, | 
_ EXAMINATIONS AND QUALIFICATIONS | 

In the qualifying examination pediatrics should loom 

larger. It is proposed that in the Conjoint final, for 


example, pediatric questions should appear in the 


proportion of one to four on general medicine—that is, 
at least one peediatric question in each paper on medicine. 
These questions would be set and marked by the pedia- 
tric examiners, who would also take part in the oral 
examination of the candidate. In addition there should 
be a separate clinical examination in pediatrics. If 
students are to have a compulsory resident year in 
hospital, the committee hope that as many as possible 
will be given a pediatric appointment) - 

Finally, the committee have made suggestions for 
postgraduate training. Consultant pediatricians, they 
consider, should. have held,a registrar’s or first assistant’s 


post in an approved children’s hospital or department. 


They should have a minimum of five years’ approved 
training and experience after qualifying, the first year 
to be spent in appqintments in adult medicine or surgery ; 
and they should spend three years in pediatrics, though 
one such year may be devoted to an allied subject— 
e.g., to work in a maternity unit, a’ fever hospital, or 
a psychiatric children’s department, or to laboratory 
work or-travel. Consultants must hold a higher degree 


in, medicine afd a recognised hospital appointment ; 


they must not engage in general practice., ' 

Until the general form of a consultant service has been 
worked out, suitable ‘“‘ consulting physician-pedia- 
tricians ’’ might be recognised in towns and districts 
without teaching schools. oS 


’ 


= The committee hope to see the development of re-. 
fresher courses for general practitioners under the’ 


Ministry of Health schente. In the public health services 
they look forward to separation of child-welfare work 
from the maternity’ services as regards staff, though 
theré should be a close liaison between the two in other 
ways. 
should give their whole time to child welfare and school 
medical work, and also that they should have the 
opportunity for clinical work among sick children, either 
in general practice or through a hospital appointment. 
Such doctors should hold the diploma in child health ; 
but‘they should nót be eligible to sit for this examination 
until at least a year after qualification. The examina- 
tion would be the better, it is felt, for. more emphasis 
on the preventive side ; and one of the examiners should 
‘be engaged in child-welfare work. The committee also 
hold that the universities should be encouraged to allow 
candidates to take an MD examination in. pediatrics, 
provided it includes a paper in general medicine. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 


WEEK ENDED APRIL 28 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1426; whooping-cough, 1190; diphtheria, 564 ; 
paratyphoid, 3 ; typhoid, 3 ; measles (excluding rubella), 
16,023; pneumonia (primary or influenzal), 530; 
puerperal pyrexia, 128 ; cerebrospinal fever, 56 ; polio- 
myelitis, 5; polio-encephalitis, 0; encephalitis lethargica, 
2; dysentery, 486; ophthalmia neonatorum, 59. 


No case of cholera or plague was notified during the week, © 


‘but there was 1 imported case of typhus at Amersham, 
Bucks. » 

The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on April 25 was 1113. During the 


previous week the following cases were admitted : scarlet fever, 55 ; 


diphtheria, 26; measles, 151; whooping-cough, 15. | 


. Deaths.—In 126 great towns there were no deaths 
from enteric fever, 2 (0) fram scarlet fever, 8 (1) from 
measles, 4 (0) from whooping-cough, 7 (0) from diph- 
theria, 43 (8) from diarrhoea and enteritis under two 
-vears, and .12 (2) from influenza. The figures in paren- 


kd 


theses are those for London itself. | 

‘The number of stillbirths notified during the week was 
186 (corresponding to a rate of 27 per thousand total 
births), including 21 in London. | 


They think it undesirable that medical officers `. 


. of leisure; 


' Settlement, is one of the best’ in th 


-A Running Commentary by Peripatetic Correspondents : 
-~ To a Scotsman, the pre-war Londoner always seemed 
to lack a little in stamina and stability ; he was too com- 
placent, too easy-going, too ready to make the most of 
his little difficulties. But.in the past five years he has 
been truly magnificent. ` He took the 1940-41 blitz in 
his stride, and his amazing good humour and resiliency 
carried him through those nerve-racking days with little 
mental blemish. In the fifth year of the war, he with- 
stood the flying bomb, the damaged home, the delayed 
repairs, the lack of warmth and light, the rockets, the 
queues, and the shopping difficulties, still with a joke, 
still carrying on. Among my own small-group of 
colleagues, between a quarter and a third were completely’ 
“ bombed out ” both in: the -blitz -of 1940-41 and the 
flying bomb period; yet the output of work increased 


and only a slightly greater’ sickness-rate and a casualty 


claimed by the. tubercle. bacillus indicated. the mental 
and physical strain. Superficially, these war years have 


had no obvious effect on the mind of the Londoner, but 


I think he has leant something. He has a greater sense 
of responsibility ; he talks a good deal about the future ; 
he reads the newspapers more critically and thinks a little 
more for himself. Something of the same spirit is abroad, 
we are told, among Servicemen. There is a realisation of 
much work to be done, and with better wages and con- 


ditions of service, less talk of ‘‘ exploitation ’’—that bogy 


word that has long stood as a barrier between master and 
man. Perhaps I am being over-optimistic 7 for ours is 


largély a technical staff of good average intelligence. 


Certainly one meets just now too many of the other type ; 
the irresponsible, looking only for opportunities of 


avoiding 4 decent day’s work. But many of these nien 


are old or misfits, and we may hope that with the return 
of disciplined and thinking men and women from the 
Forces, the tradesman, the shop-assistant, the artisan 


will again win' the respect and admiration we readily give 


to anyone who has learnt a job and does it well. 
. + * % , 

Victories notwithstanding, the important fixtures of 
peace still have to be tucked into odd hours and scraps 
and a hurried scamper round the Royal 
Academy in the fading light of the hour before it closes 
is almost lése-majesté. But the official in splendid 
red robes who guarded the portals, and sternly turned 
us all out on the dot of 7, did something to uphold ritual 
and tradition. Also the beards and hats of the on- ` 
lookers made a brave show in the pre-war manner, and 
flower pieces, landscapes, and portraits of children hung 
beside uniform and battle pieces. ae 

Dr. Henry MatCormac’s portrait, by A. R. Middleton 
Todd, looked almost as kindly as the original. ‘The late 
F. Ernest Jackson contributed a portrait of Sir Harold 
Whittingham in profile and uniform beside his micro- 
scope, and an interesting study of Mr. Somerville 
Hastings, unfortunately unfinished: Cyril Roberts’s 
portrait of the late Dr. G. C. Anderson had to be drawn 
from photographs, but it is good enough to make us 
regret the portrait he might have painted from life, : 
A striking portrait in the laboratory manner by Meredith 
Frampton is of Mr. Clive Forster-Cooper, SC D, FRS, 
director of the Natural 'History Museum, surrounded by 
the impedimenta of his science. Rodrigo Moynihan’s 
study ‘of Miss Borne, matron of Papworth Village 

xhibition. 3 
Dalton Hewland in a pleasant Nurse Interior shows 
Dr. Greta Malmberg with Josephine and Richard. 
R. Sinclair Smith’s Cod-liver Oil. catches a moment in 


. & war-time nursery at Hull, and Malvina Cheek’s Blood 


Transfusion Service shows another war-time activity in 
full swing from donation to the’ inevitable rewarding. 
cup of tea. Among the sculpture Dora Gordine has a 
benign bronze head of Mr. Aleck Bourne, and Joseph 
Henelt an anonymous Head of my Doctor. As usual 
the whole thing seemed less academical than one expected. 
: * * * i : 

It has been interesting to study the etiology of: mass - 
behaviour. Ever since this town was liberated, and 
the'more substantial collaborators set free.after ‘‘ trials ” 
which.seemed to satisfy no-one but the-victims, : dis- 
content has been universal but inarticulate. One by 


é 


a 
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in her own luxurious car. 
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one these gentry opened up their factories or shops, and 
since they alone had still the requisite raw materials. to 
hand they prospered. Last week one of them gave a 
private. party to celebrate Hilter’s birthday; while a 


lady whose husband. is still serving in Germany with . 


the Reichswehr was returned from ‘‘ protective arrest ” 
_ People in cafés started to 
murmur openly.. 

Information that . the town’s twenty hostages, re- 
moved by the Germans, were interned near Weimar 


- gave renewed hope to their relatives as the Allies drew - 


near to that area. ‘Suddenly came the descriptions of 
Buchenwald camp, together with a rumour that all these 
hostages were dead. A wave of horror and lamentation 
swept the town, and the photographs ftom the British 
newspapers were circulated, but clandestinely in defer- . 
ence'to the feelings of the families. One night the ex- 
burgomaster returned, a shadow of his former se]f and 
still dressed in his prison rags. A meeting of La ‘ésist- 
ance was summoned. 

Next morning a:large yellow pastes was to be seen in 


. the market-place containing the names of ten families 


\. 


~N 


. about the new Japanese premier. 


' might be. 


notorious locally for their Nazi affiliations ; and inform- 
ing them that they had 48 hours in which to leave the > 
town.. This naturally’ caused great excitement, and a 


crowd which consisted mostly of school-children, young 


adults hopjng for excitement, and unemployed factory 
workers stood all day outside the -guilty ‘houses, just 
waiting. Within twelve hours five of the families had 
“ flitted ” and’ their houses were decorously looted. 
Another announced its intention of staying owing to the 
illegality of the proceedings, whereupon, rather illogically, 


the gehdarmerie turned up and removed,.them ‘to the 


jail, followed by a howling mob. They were released the 
next morning, but decided to adopt the better part of 
valour, and they too were no more seen. | ; 

Encouraged by the course that events had so far taken 
the resistance movement produced a further poster 
containing ten more names, and emphasised the moral 
with three. hand-grenades through selected windows 
after ‘nightfall. -Earlier in the evening a blond young 
man belonging to one of these families had been caught 
by the crowd and marched roughly through the main 
street. But just as things were beginning toslook ugly 
for him they decided to hand him over to Justice—a 
triumph of -hope over experience, since he also was 
released next morning. - 

It seems that as the result of this skirmishing leaders 
have emerged during the night, since bands of men— 
no longer noisy .and hysterical but sullen-looking and 
purposeful—are now gathering all a the market- 
place, and big stuff is expected tonight. 

*' * * 


Unlike my fellow peripatetic of April 14, and his 
opposite numbers in the Evening Standard and the 
Evening News of April 16, I have looked up the facts 
St. Thomas’s, I 
gather, has ‘been-unruffled by this leg-pulling, as well it 
A hospital which can claim to have produced 
a Dominion premier (Sir Godfrey Huggins), one of the 


greatest novelists of the day (Somerset Maugham), and- 


a sociologist of the standing of Havelock Ellis, is not | 
going to'be flustered by rifmours about enemy statesmen. 

But, in the great name of Truth, perhaps the facts 
should be told. They are these. In 1886 a Japanese 
student from ‘Tokyo, named Shigemichi Suzuki, who 
had already qualified in Japan, entered St. Thomas’s 
as. a ‘‘ special student,” and. is shown in the. Medical 
Register as having been registered with the conjoint 
qualification on Dec. 21, 1887. In the List of Old 
Students of St. Thomasa’s for 1938 (the last published) 
this Suzuki is put down as ‘“ Surgeon Vice-Admiral, 

Imperial Japanese Navy (Retired).”» According to the 
Times. of April 6, the new Japanese premier is Baron 
Kantaro Suzuki, ‘who at various times has been com- 
mander-in-chief of Japan’s.combined fleet, Supreme 
War Councillor, chief.of. the Naval General "Staff, and 
grand :: chamberlain to the Emperor. St. Thomas’s - 
is no doubt:proud of the type of doctor it produces, and 
the Japanese may be a versatile race, but I find it hard 
to believe that’ even a Japanese doctor trained at St. 
Thomas’s: could have attained to these giddy naval 
heights., ..To make doubly certain, however, I consulted 


the Foreign Office, and so far as is known there Baron 


aN ENGLAND 


Kantaro Suzuki is not even connected with Vice-Admiral 


-are in fact remarkably accurate. 
rendezvous we found a strange absence of any cock-fight, P 


‘of operations was 5 kilometres further on. 


‘Now [MAY 12,3945 607. 


S. Suzuki. Suzuki is an extremely common name.in 
Japan, and herein lies the plebeian. explanation of the 
comeidence which has misled- tnree gullible journalists. 
* * 
By exercising a good deal of “ par ” a “Belgian friend ’ 
managed to take me to see a cock-fight recently. Here, 
as in England, it is illegal, but the problem in Belgium 
seems to be to ensure that ene local police will pe present, 
re than the reverse. 

I have always wanted to see a cock-fight, chiefly on 


account of some 18th century prints which I possess, in . 


which the attitudes of the combatants are picturesque 
but so improbable that I was surprised to find that they 
On arrival at the 


or any apparent knowledge of one. It transpired how- 
ever just as we were leaving that there had been a little 
trouble with les gendarmes, and that the alternative scene. 
This we found 7 
to be a big barn at the.back of a small pub, in the centre 
of which was a large square table edged with chicken 
wire. Surrounding this were several rows of chairs, 
then tables, and further out still benches on tables. I 
was lucky enough to be allotted a chair balanced on a 
form which was placed on a table, and so had an excellent, 
if somewhat precarious view of the proceedings. 

The evening’s combat, which was for no less than 
10,000 francs, was between two smal] manufacturing 
towns, whose artisan supporters far outnumbered the. 
agricultural locals. Civic patriotism combined with the 
spectacle seemed to be the real attractions, as side- 
betting or sadism were no more apparent than at an 
English football match... Sharply on time the representa- 
tives of the opposing sides stepped into the ring, each 


with a dark canvas bag such as lawyers use to carry . 


briefs, and out of each was produced a fine game-cock. 


The spurs were then carefully ‘inspected (a trace of © 


cyanide on these is not unknown), and the birds were 
placed on the ground.’ As soon as they caught sight of 


each other they rushed madly. together, beating their 


wings and jumping in the air to strike with their spurs. 
This continued at full tempo for some 30 seconds, after 
which both birds appeared to be completely exhausted | 
and lay down. This rather surprised me until I noticed ‘ 
the spastic gait of the one who first regained ' his feet, 
when a modicum of medical knowledge (in a country 


where racing pigeons are fed on Fowlér’s solution) 


pronounced the answer to be strychnine ! 

These short sharp periods of combat were ‘then 
repeated, fascinating in their intensity and rhythm. It 
reminded me of the ballet, which I should judge owes 
something to it. Each round lasted exactly 9 minutes, 
and when there was no kill, as was the case in abaut half’ 
of the eight rounds, the cock which was standing at the 
time was adjudged the winner. Both combatants were 
then popped back into their sacks to be carefully doctored 
for future contests ; or if dead to find their way to the 
marché noir where they would bring their owners no less 
than 500-600 francs as table birds. 

This form of entertainment was, faule de mieux, müd 
indulged in during the German occupation, and when—as 
sometimes happens—one of the cocks turned ‘“ yellow ”’ 
and ran round the ring pursued by the other, the audience 
would. rise to their feet and yell ‘‘ Rommel ” ; whichthey 
would explain to any indignant Hun visitor was just 
the name of the unfortunate bird. This is still done, 
although some of the younger members of the audience 


‘seemed. already to be unaware of ite origin. 


* 

The Admiralty seem oo have frou me; so another 
of their humble, and, if it is fair to judge payment by 
work, overpaid servants languishes in sunny Italy. 
Will the future natio medical service have such 
sinecures ? If so, I feel the sponsors ought to tell us the 
prospects. Meanwhile this leisurely life develops a great 
sympathy for the unemployed and an insight into their 
mental problems. |. .: 

Once a week I set up shop for the peasants on an 


estate some miles inland, the local doctors being some- 


what. few and far between. My dispensary consists of a 
bottle of aspirin and a bottle of ferrous sulphate, pills 
that I hand out more or less alternately ; but the germ 
of success must still be alive because the peasants always 


—_ 


` 
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_ come back for more, or perhaps it is only the sweets for flour, this is around 75% extraction, but it is not used 
‘the children that are the attraction. Obtaining my two separately in the production of national-bread. Gener- 
` precious bottles was a fine exercise in red tape, for I was ally imported flour is included in national flour by mixing 
 . passed through, three offices of various nationalities in at the mills with home-milled flour to the extent of 
before the necessary signature was obtained, but once I 15% of the total product. In Scotland a further. 124% 
had reached the wholesale druggist in his little room ina of imported flour is permitted to be used. by bakers in 
tumbledown villa the rest was easy, and now I go to him certain varieties of national bread. The vitamin and 
- directly for refills. a aF mineral content of wheat depends upon the variety but 
The local diseases of course bear a close relationship even with the same variety it may vary from year to year. 
to environment, the highlights of a pleasant round on In. a recent investigation carried out jointly by the 
foot through lovely wooded country being two cases of - Department of Medicine, Cambridge, and the Cereals 
_ nephritis, one of sciatica, one acute rheumatic fever, a Research Station, St. Albans, average figures were 
Sydenham’s chorea, and plenty of bronchitis, while the obtained on samples of home-grown wheat and imported 
two bottle-fed babies are rachitic. The cottages, Canadian wheat. This latter contributes the bulk of our 
warmed a little at night by the oxen, have only the char- - imported wheat. The figures which are given in parts 
coal fires for cooking, and their brick floors make the . per million are as follows: . 
rooms bitterly cold in the winter. The peasants are a i 


short and stocky and the children show signs of poor Pa , Canadian, -Ome grown 
nourishment. y = > Vitamin B, - o BO a 3-0 

A remarkable custom in each farm house is the pro-' | Riboflavin pa 17o =. > 17 
duction of a pile of boxes of assorted ampoules for my —— Nicotinte acid ls 29 TE a0 
inspection and advice as to which would be best. They Calcium |: = 275 fe 355 
have great faith in the needle, and judging by the _ Magnesium ee 1410 `.. 1060 
contents, as described on the box, they:need it. These — — inae a 37 ee 32o | 
drugs are of German and Italian manufacture and contain The imported flour which is mixed in with home-milled 


such drugs as calcium salicylate, iron salts, and various flour is almost entirely Canadian flour.. Analyses last year of 


more abstruse drugs in minute dosage.. Human nature ber of les of this fl the followi ults : 
is the same the world over, and many of the older people Beret E OUT Bare Lae LOONIE FYS 


really just come to see the doctor and hope he can give — Roae E | Micolinio acid ee ee. TE 
an injection to cure the eternal debolezza di nervo.. — | l : 
They pay me with eggs and bottles of vino, but just , QUESTION TIME 5 


what the Admiralty get for their money 5 not very clear. | ; Sale of Medical Practices | 
fament e | Mr. S. STOREY asked the Minister of Health whether he had 
Parliament any statement to make on the sale and purchase of medical 
| ! : ractices in relation to the Government’s proposals for @ 
ON THE FLOOR OF THE HOUSE ‘National Health Service., ‘ me | 
; | MEDICUS MP. | Mr. WILLINK replied: The Government recognise, as . 
IN answering a member who protested at the inade- indicated in the white-paper, that a case can be made for the 
quate. time to be allowed for a Scottish debate last total abolition of the sale and purchase of publicly remuner- 
week Mr. Churchill said ‘“ We live amid rare occasions.” ated practices, and | particularly practices conducted. in — 
And this phrase expressed the mood of the House and publicly-provided health centres. The Government also 
- the preoccupation of the whole nation with the closing recognise that the abolition would involve great practical 
,chapters of the war in Europe. Nevertheless Parlia» difficulty and is not essential to the initiation. of the new 
ment carried on; gave a second reading to the Educa- service. The Government ‘feel that firm decisions. dealing 
tion Bill (Scotland) and long consideration to the with the practical difficulties fairly in the interests of all 
Requisitioned Land and War Works Bill. The heart of concerned if sale and purchase were to be abolished could be 
the matter however was in the various statements about reached only after some experience had been gained of the 
VE (Victory in Europe) day and the Prime Minister’s working of the new service and all the relevant facts had been 
momentous announcement of the unconditional sur- . ascertained. The Government do not pr opose, therefore, to 
render of the enemy in Italy. a make any alteration in the present custom in the forthcoming 
It is, however, quite clear from information now Health Services Bill, but they propose that a full inquiry 
pouring in from Europe on such problems as the con- into the whole question shall be instituted by a committee 
centration camps that there is only a shifting of responsi- _ ®ppointed for that purpose after the new service has come into 
bility from the shoulders of the fighting forces to those ae and experience of its working has been gained. 
- of the military government of Germany. The demarca- eanwhile, to remove any present uncertainty, the Govern- 
tion of the zones of occupation of British, American, ment wish to make it clear that, if the sale of practices—as a 
Russian, and French forces have to be finally agreed, result of the inquiry—should be abolished or restricted by law, 
and the detailed solution of the problem of moving the doctors affected would receive all proper compensation on the 
- vast army of slave workers now in the Reich territories . understanding, of course, that the new service could not be 
to their homes has yet to be worked out. Inthe British allowed, by itself increasing values, to increase the amount of 
zone alone there are about 13 million Russians, Poles, compensation payable. The Government also recognise that, 
Czechs, Slovaks, and Yugoslavs who will go East and pending the inquiry, many doctors will be returning’ from the 
1 million French, Belgians, and ‘Dutch who will come Forces and entering new civil practices under the existing. 
West, and it is certain that the numbers in the Russian; conditions of practice exchange. They are anxious that these 
American, and French zones will rival these figures. men and women shall not be prevented or discouraged from 
Parliament’s first ‘‘ peace” duties will be concerned with doing so by inability to find purchase money, and they are 
such matters on which the immediate stability of Europe discussing’ with the profession how this can best be secured. 


will depend. It is reassuring to know that the control ' Do `n Ma | | S 
of the evacuation of Displaced Persons is well in hand Popomyelitis in Mauritius E E 
in the British zone and that in this, as one may say, Colonel O. STANLEY, Secretary of State for the Colonies 


dawn activity of peace the British Army is proving : 7ePlying’ to Mr. R.. W. SORENSEN, said he regretted that an 
itself as efficient i it has ond itself in wae “It is outbreak of infantile paralysis occurred in Mauritius in March, 
also worth noting that a large part of these activities 97d 1071 cases were notified up to the end of April. Medical 
depend for their success on the high level of the Army eee eG ie ee y os ates 
Arla : voihi ts : enya, ; Jganda, while the authori- 
Medica D CT VACES TESS whom £ great responsibility fala ties of Oxford University made available. the services of Prof. 
FROM: THE PRESS GALLERY ' oe H.J . Seddon, Nuffield professor of orthopedics,..who pro- 

oTa Oe hy B at ceeded to Mauritius by air accompanied by a research spécialist, 

National Loaf J - Dr. Allan McFarlan, from the Medical Research Council; 

In the House of Lords on May 2 the Earl of LISTOWEL and a masseuse. A ‘special orthopsdic hospital had: been 
informed Lord Hankey that: home-milled flour for use in opened under Professor Seddon’s supervision and: two medical 
the national ‘loaf is of 80% extraction, both from home- officers: loaned by the Royal Air Force and the :Aymy 
milled wheat and imported wheat. -` As regards imported respectively were codperating in research work: ' Instructional 


ef 


~~ 
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advice for the people of the igland had. been issued, and hé was | 


glad to say that the outbreak appeared to be abating, The 
cases for the week ending April 28 had decreased to 20, 
compared with 280 cases notified in the week ended March 24. 


: ~ - Relief. Work in Europe |. > 

Mr. A. -Henpmrson, Financial Secretary to the War Office, 
replying to Mrs. M. TATE, said that voluntary societies were 
assisting in relief work at several liberated Nazi concentration 
camps, in particular the British Red Cross Society at Belsen 
and the Swedish Red Cross elsewhere. Further, to fill a most 
urgent need, Sir Jack Drummond, FRS, nutritional expert of 
the Ministry of Food, and a number of trained personnel 
together with two UNRRA. representatives were en route for 
Germany to administer famine treatment with predigested 
food to' inmates of camps suffering from the effects of 
starvation.. He undertsood that the organisation of teams for 
child welfare was now being considered as a matter of urgency. 

Compensation for Pneumoconiosis | 

Mr. G. H. OLIVER asked the Minister of National Insurance 

whether he was aware ‘of tho anxiety which was felt by 


coal trimmers, anhydrous miners, and workers engaged in 
industries which exposed ‘them to: the inhalation of silica, 


_. asbestos, and other dust, and who had contracted pneu- 


moconiosis or dust reticulation, that no provision had yet been 
made to include them in the Workmen’s Compensation 


Acts; and whether he would take steps to expedite this ` 


long-delayed requirement.—Mr. C. V. Prat said that the 
Mimister would be prepared to consider some suitable exten- 
sion of the compensation schemes for pnetfmoconiosis when 
an adequate number of doctors qualified to carry out the 
necessary medical examinations was available. The operation 
. of the existing schemes was being severely hampered by the 
. shortage of doctors, and the Minister ‘therefore could not 
contemplate extending them at the present time. 


On Active Service 
- ‘CASUALTIES 


| ~. DIED 'OF WOUNDS \ 
Captain T. J. SEAVERS, RAMO ` 


da pe 
, MISSING PRESUMED KILLED 7 
` Surgeon Lieutenant ALASTAIR Simpson BELL MCNEIL, MB EDIN., 


= -, WOUNDED 7 > | ee 
Surgeon Lieutenant G: SMITH, 


7 
Captain K. G. GRBHEN, MRCS, 
RNVE a Pos RAMO a i 
Captain PETER DELAP, mB | Captain C. W. MEARNS, MB 
_ DUBL., RAMO i E i  BEL¥., RAMO 
‘AWARDS ’ : 
MC 


Captain J. D. FISHER, MRCS, RAMO 
MENTIONED IN DESPATCHES 
, THE NAVY ' 
Surgeon Lieut.-Commander.J. E. HUGHES, MS, FRACS, RANR 


Surgeon scare 


J. H. BEGG, MB, RANR G. L. GROVE, MB, RANR 


Majors i 
P. BAKER J. W. N. DUERDEN . 
G. A. S. AKEROYD C. R. HOUGHTON; MBE 
J. DONALDSON — J. S. McCrag | 
f Captains l 
> y r -| FE. LUCKETT 
_D. W. Evans J. R. McGregor,” 
a yaa P.'M. M. PRITCHARD 
L. C..L. GONET . T. B. L. ROBERTS 
E. J. Harrison | J. R. D. Wittiams 
D. C. LANGWELL ‘| T. A. TAYLOR 
= INDIA . |) 
hs Major E. A. TARLETON 
-Captains . - 8 
K. L. Carrwar | E. P. O'NEILL. 
l ” MEMOIRS _ 


Lieut.-Colonel G. A. E. ARGo, who died in hospital at Durban 
on March 15, was born in 1891 a son of the manse at Kincar- 
dine O'Neil on Deeside, where his early childhood was spent. 
From Robert Gordon’s College, he entered the study of medi- 
cine dt Aberdeen University in 1908, graduating in 1913. 
A hard-working, conscientious student, he gained one of_the 


¢ s 


years, at Epsom College. In 1939 he 


medals in clinical: medicine, and already showed the sound 
judgment and clinical acumen that were to stand him in good 
stead. After a year on the house-staff at the Aberdeen Royal 
Infirmary, and six months ak resident surgeon at the Aberdeen 
Sick Children’s Hospital, he joined the RAMC in August, 1914, 
and soon found himself in France. While serving with one of 
the field ambulances attached to a Highland division, he was 
awarded the Military Cross, and while attached to one of the 


‘2nd Cavalry Division field ambulances he was mentioned in 


despatches. After the Armistice, he remained in the Service, 
and was sent on-a tour of foreign service in India, where he 


‘saw action on the North-West Frontier. He was appointed 


OBE for his services in this campaign. But a severe attack of 
dysentery léft its mark on him, and in 1923 he resigned his 
commission and returned home to settle in Greenwich, where - 
he quickly built up a poss ractice. Later, feeling the strain 
of general practice, he took his LDS and moved to Blackheath, 


where he combined medicine and dentistry. 


At the outbreak of this war he was recalled to the Forces, 


v 


and was in charge of a base depot near St. Nazaire till its _ 


evacuation. He sailed for the Middle East early in 1941 in 
command of a light field ambulance, and took part in the 


varying fortunes of the 8th Army, until appointed ADMS of a - 


subarea, again being mentioned in despatches for his work. 
It was during this duty that coronary thrombosis developed, 
in 1942, and he never returned to service. But his letters- 
show that he bore a long and trying illness with fortitude and 
cheerfulness. Colonel Argo’s outstanding characteristics 
were his sense of duty and charm of manner, both of which 
endeared him to patients. . He was thorough in his investiga- 
tion of cases, and remarkably accurate in diagnosis, and his 
colleagues set great store by his opinion. J. @. Je- 


` . | i 
Captain G. SPENCER SHEILL, MO, who died of wounds in 
Germany on March 24 while serving with an airborne division, 
was the only son of Dr. and Mrs. J. 
Spencer Sheill, of Donnybrook. He was 
born in Dublin, where he received his 
early education, and later he spent three 


graduated MB at Trinity College, Dublin, © 
and for a time he was an assistant in a 
general practice in York. But at the 
outbreak of war he volunteered at once 
for service abroad with the RAMC. After 
the evacuation from Le Havre he was 
mentioned in despatches for gallantry, and — 
he also served at Gibraltar and, in the 
Mediterranean... On D-day he landed with 
his paratroops in Normandy, where he was 
later decorated with the MC by General. 7 
Montgomery. He was engaged to Dr. Mary Rennie, RAMO, of 
Dundee. “I learned to appreciate Spencer Sheill’s quality 


‘during the time he acted as my resident,” writes one of his 


chiefs at the Royal City of Dublin Hospital. ‘‘ Rather shy 
‘and quiet, his likeable boyish simplicity was backed by 
resolution and practical ability, and he was at once indus- 
trious, skilful, and utterly reliable.” He was 28'years of age. 


. Captain J. H. RICHARDSON BARKER, RAMC, was the only son 


: of éhe late W. H. Barker, head of the department of geography 


in the University of Manchester. He was 
. educated at.Manchester Grammar School 
and graduated MB Manc. in 1940., He had 
chosen surgery as his specialty and after 
serving as house-surgeon at the Ancoats 
Hospital he spent a further six months 
there as orthopedic house-surgeon before 
‘he joined the RAMC. While on night 
manoeuvres he sustained a severe com- 
pound fracture of his forearm’ and for 
several months. was under treatment. 
In July of last year he was posted to East 


African Rifles, and he was happy in his 
IARE | life with his regiment. Later he was 

Greaves, Huddersfield transferred to Mauritius where he con- 
tracted infantile paralysis and died within three days. As a 
student Barker was quiet, keen, and thorough. ‘As a house- 
surgeon he was reliable and conscientious. A helpful and 
friendly man, dexterous and neat in his work, the patients 
were fond of him, the nursing staff long regarded him as the 
ideal house-surgeon, and the honorary staff found him a 


_ faithful and capable assistant. 


I 


, 


Africa, where he served with the King’s . 


` 


` 


N 
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Letters to the Editor 


; AN UNDERGRADUATE MEDICAL SCHOOL 
AT OXFORD 


Str,—The report of the Goodenough Committee has 
been received with little open criticism, partly because 
any -medical school which refuses to fall in with its 
recommendations is likely to find itself at a considerable 
financial disadvantage. As Oxford graduates, however, 
we feel bound to put forward some criticisms of that 
section ofthe report which deals with the University of 
Oxford. (Chapter 6, paras. 41-52, pp. 122 to 125.) 


the university and apparently approved by the Goode- 
nough report amounts to the foundation of an under- 


: graduate clinical school to train ‘‘ teachers, investigators, 


and consultants rather than general _ practitioners.” 
This involves two assumptions which we believe to be 
quite unjustified : the first, that medical students before 
having started on the'clinical period are in a position to 
determine what-type of medical career they wish to 
take up; the second, that there is at this stage in 
their education any means of selecting those who are 


_likely to prove efficient “teachers, investigators, and 


consultants.”’ ; 

We teachers who have long been in close touch with 
‘undergraduate medical schools realise only too well that 
it is impossible to prognosticate the development of any 
particular medical student during his three years of 
clinical work. Some who have covered themselves with 
honours in the preclinical period fail lamentably as 


clinicians ; others with chequered careers in their pre- - 
clinical studies may ultimatly prove quite outstanding ` 


both as clinicians and teachers. 


=- It must be remembered that some of the greatest 


figures in medicine, such for example as Sir James 
Mackenzie, spent many years as general practitionérs. 


~ It may well be that every potential consultant or teacher 


would benefit far more by a period in general practice 
than by three years of study in the “rarefied atmosphere” 
(vide Goodenough report, page 124) of Oxford. . 
Few undergraduates go down from Oxford without 
feelings of poignant regret, and many medical students 
at the impressionable age at which they normally leave 


- Oxford would wish to remain there to complete their 
, Clinical studies. As a result the suggested undergraduate 


school would be likely to be filled mainly by those with 
sentimental attachments to Oxford. Those who, per- 
haps, with the assistance of their parents, took a broader 
view of their future medical ‘education would continue 
to go to teaching hospitals in London or elsewhere. 

It is probable that should such an undergraduate 
school as is envisaged in the Goodenough report come 
into being it would within a few years die of inanition. 
In the meantime, however, it might well have dealt a 
severe blow to the opportunities for research and post- 
graduate teaching which were visualised as the fruit 
of Viscount Nuffield’s benefactions. The Nuffield pro- 
fessors were not selected with a view to their 
teachers of undergraduates, and the strain of an under- 
graduate teaching school would necessarily considerably 
restrict, their more vital functions. 

_ We trust that the university will not attempt to 
implement: the recommendations in the report without 
further consideration. oo 

NEILL HOBHOUSE 

Tuomas Hunt 

G. L. M. McELLIGOTT 
GEORGE E. NELIGAN 

W. H. OGILVIE 

R. S. Bruce PEARSON ~ 


' G. H. BATEMAN © 
= G. E. BEAUMONT 
DENIS BRINTON 
`W. D. W. Brooxs 
L. R. BROSTER 
L. Granam Brown 


NO Maurice CAMPBELL WILFRED J. PEARSON 
J. J. CONYBEARE J. H. PEEL 
Eric A. Croox ARTHUR E. Porritt — 
P. G. DOYNE MAURICE SHAW ` 
TERENCE EAST E. B. STRAUSS 

` CECIL FLEMMING - C. P. SYMONDS 
MYLES L. FormBY Henry Tipyr 

- ©. M. Hinps Howe. O. L. V. DE WESSELOW 
London, Wi. 


PLEURAL EFFUSION IN 


ecoming , 


` pleural effusion. 
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‘FIXATION OF SKIN GRAFTS _ | 

Sim,—The normal method by which ‘a skin graft 
adheres to its bed and receives nourishment is by the 
exudation of plasma from the bed and its ,clotting. 
Along the fibrils of the clot histiocytes move and trans- 
form it into a thin layer of connective tissue with lymph 
spaces which nourish the .overlying. epithelium. The 
very complicated method of carrying out this natural 
process described by Clarke, Milne, and Dodd in your 
issue of April 21 is frequently quite unnecessary. How 
often such aid is required I hesitate to say as I have no 
large figures to offer, But if a granulating wound, such 


_ as they describe, b tted, the b ill be found t 
Shorn of its trimmings the suggestion put forward by ` E ie peg eee Ree. Marnie oe oe 


be newly-formed connective ‘tissue. If pressure ‘be 


applied to this all bleeding will cease and a surface 
dotted with the red specks of clotted vessels, exuding 
a clear -plasma, will be left. Thin grafts pressed down 
on this surface adhere as though they had been stuck on ` 
with glue, as in fact they have by the clotted plasma. 
This phenomenon is very easy to demonstrate, as also 
the fact that anchoring sutures’ are quite unnecessary. 
Patience in getting a bloodless bed, and patience in 
holding the graft down until clotting has occurred, 
eliminate the need for such complicated methods of 
‘fixation. . . ? 
St. Mary’s Hospital, W2. — ' CHARLES PANNETT. 


PLEURAL EFFUSION IN ATYPICAL PNEUMONIA 


S1r,—Lieut.-Colonel Turner’s most-interesting article 
in your issue of April 21, in which he describes 11 cases 
of pleural effusion complicating an attack of atypical 
pneumonia, not unnaturally sets my mind’ thinking 
furiously, as I have been ‘responsible, during the past 
three years, for labelling as tuberculous pleural effusions 
some 700-odd cases at the pleural effusion. unit at Queen 
Mary’s Hospital (LCC), Sidcup. Unfortunately, having 
recently’ left the unit, I cannot review the case-papers 
and skiagrams of each case where the diagnosis of 
tuberculosis was not confirmed bacteriologically, by the 
development of tuberculous lesions in the lungs or 
elsewhere, or by a strong family or contact history : and 
it is well known that the certain diagnosis of tuberculous 
pleural effusion can be made in only a minority: of the 
cases, while in the majority it is only presumptive. 

While Lieut.-Colonel Turner’s paper strongly empha- 
sises the importance of bearing in mind atypical pneu- 


- monia as -a possible stiologica]l agent in cases of sterile 


lymphocytic pleural effusion, I believe a note of caution 
should be sounded at the earliest possible moment, lest 
this diagnosis become “ fashionable.’’ The cases des- 
cribed call also for some comment. It is not in any way 
unusual to find X-ray appearances of ‘‘ consolidation ”’ 
at the bases and in the mid-zones i well-defined cases of 
tuberculous pleural effusion: it would be tragic if/all 
cases showing this X-ray appearance, and presenting a 
normal white-cell count and. negative bacteriological 
findings, were ipso facto labelled atypical pneumonia. 
Skiagrams are not often taken, in civilian life at least; 
in the very early stages of acute pleural effusions, but I 
have seen films taken on the second and third day which 
all show parenchymatous shadows, and it is my belief 
that the lung, possibly only through an allergic flare-up, 
is always affected in some degree at the onset of an acute 
Occasionally these basal shadows have 
persisted after the effusion has cleared up and.a phrenic 
crush has been performed to control the lesion. = ~ 
Of the 4 cases described by Lieut.-Colonel Turner in > 
some detail, case 1-is interesting because of the slow 
recovery and the fairly prolonged delay in resolution of 
the effusion: this is very suggestive of a tuberculous 
process, but on the other hand a temperature of 105° F 
is extremely unusual in tuberculous effusions, and so is 
blood-stained mucoid sputum. I have no comments on 
case 2, except that what does ‘‘ normal recovery ” 
mean? Case 3 also: shows some delay in absorption 
of fluid and it is interesting to note that some basal 
pleural thickening remained. Case 4 appears to me 
to fulfil more strictly the criteria for a diagnosis of 
atypical pneumonia, with pleural effusion, but even here 
I would have been comforted by an explicit statement 
that on the 36th day the chest was clear radiologically 
and by a more exact definition of ‘‘ normal convales- 
cence.” i 


f . 
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` float remains pn the surface of the liquid (fig. 1). 


~ -covering processes of manufacture. 
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'Because. of the high interest of the matter, may I 
make a plea, through your columns, that Lieut.-Colonel 
Turner and any other workers who may come across 
similar cases publish them with the greatest possible 
detail and. include. reproduction of the skiagrams ? 
It would also be of the highest interest to have.a follow- 
up of these cases. I have vividly in mind the case of à 
girl, aged 16, who was diagnosed as having atypical 
‘pneumonia by a chest physician. at a London teaching 
hospital: four months later she developed a pleural 
effusion from which tubercle bacilli were grown, and a 
cavity was found in the region where the pulmonary 


lesion had been found four morths before: 
Sidcup. | E.. MONTUSCHI. ` 


- 


.FATAL AIR-EMBOLISM DURING BLOOD 
oo “TRANSFUSION | | 

Str,—The case of fatal air-embolism during a, blood- 
transfusion ‘reported in your issue of April 28 (p. 531) 
would not have occurred had the drip-feed here illus- 
trated, which was described by Macintosh and Pask 
four -years ago (Lancet, 1941, ii, 10), been used. 


drip-feed chamber aa ae 
air 

instead of liquid enters the chamber, the float falls on 

to its seating and prevents the passage of air (fig. 2). _ 


Vas long as fluid enters the 


Nuffield Dept. of Anæsthetics, 
- ,Radcliffe Infirmary, Oxford. ' 


“THE HORMONE CARTEL 


Sir,— Your leading article of April 21 is timely in. its 
warning of the possibility of German interests attempting 
renewed infiltration after the war. It may interest your 
readers to know that in the case of Schering products 
steps were taken to safeguard against this possibility as 
early as 1941, when a British company—British Schering 
Ltd.—formed with the approval and assistance of the 


WILLIAM W. MOSHIN. 


Board of Trade, took over all the formerly: German-. 


owned Schering interests in this country. These 
interests include complete ownership of trade-marks 
and all rights to operate German-held British patents 


Today, with a few minor exceptions, all former 
German Schering products are manufactured in England. 
British Schering Ltd. is financed, controlled, and man- 
aged solely by British subjects and will never be allowed 
to revert In-any way to German influence. 

185-190, ‘High Holborn, © E. P. Carrer, l 

` > London, WC1. . Chairman, British Schering Ltd. 
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ORDER AND DISORDER'IN THE LARGE 
INTESTINE 


Sir,—In his first Croonian lecture, reported in yo 


issue of: April 28, Dr. Hardy refers to the.uncertainty of 
In a patient I saw . 


the vagus distribution to the colon. 
some years ago, a tumour of the left carotid body had set 
up obstinate constipation as well as syncopal attacks. 
Presumably these effects were in part mediated by the 
efferent vagal fibres, activated from the carotid 
receptors, although there is some difficulty in excluding 
the concept of direct vagal stimulation. A barium meal 
showed rapid transit as far as the midpoint of the 
transverse colon. 


the vagus was incidentally divided. . The left vocal cord 

was later found to have been paralysed. The two 
isymptoms—syncope and intractable constipation— 

were relieved. — be ee y 

In this particular case, the X-ray findings suggested 
that the vagus had a cofonic *‘ sphere of influence,” 

which extended as far as the midpoint of the transverse 


colon. , l 
Wimpole Street, W1. , = H. A. DUNLOP. 


STRESS FRACTURES 


‘Simr,—Dr. Morris in his letter of April 28 gives interesting 
figures regarding the incidence rate of complete fracture 
among metatarsal “‘ fatigue fractures.” They indicate 

. that in 92:5% of these lesions the fracture is incomplete : 
thus bearing out in striking manner’ the accuracy 


of my observation that.‘ fatigue fractures are essentially: 


(“in an important degree”: 
incomplete.” | . 
Manchester. 


Nuttall’s Dictionary) 


| a cn J. BEAR HARTLEY. 
“HERPETIC ULCER OF CORNEA 


The meal was held up here for 
¢ several days. | ae ee 
At. operation, performed by a competent surgeon, 


Sr,—In an annotation of April 14 you say that | 


' “herpetic ulcers of the cornea may arise after high 


pyrexia from whatever cause, but especially after 
pneumonia, malaria, and influenza... .’’ I have 
worked in Malaya, and, during the war, in: Egypt and 
India, for a total. period of 19.years. _Duritg this time 
I have had many thousands of cases of malaria through 
my hands,-but I have only seen one case of herpetic 
ulcer: occurring during an attack of malaria. I did, 
however, meet an ophthalmic. surgeon \in India, with 
previous experience in East Africa, who stated that he 
regarded it as a common complication. It would be 


' interesting to learn in what parts of the world this is 


indeed a common complication of malaria; for, surely, 

it is not a condition to which the patient would not 

draw. one’s attention. Sg ' nopan 
London, SW1. -. BERNARD Day. 


ASSOCIATION OF SURGEONS OF GREAT BRITAIN 
AND IRELAND © 


During the annual meeting on May 2 and 3 the annual 
dinner was held at the Connaught Rooms. Sir Alfred Webb- 


peer PRCS, proposing the health of the association, said | 


it.could do.more than any other body to establish the criteria 
entitling-a man to claim the status of surgical specialist ; it 
could stimulate the colleges of surgeons to adopt a uniform 
standard. Paying tribute to the president. (Surgeon Rear- 
_ Admiral G. Gordon-Taylor), Sir Alfred described, him as one 
of the greatest and boldest of British surgeons today—a 


man who had risen high because his foundations were deep. ; 


In' his reply Admiral Gordon-Taylor passed in review some 
of the giants of former days—Lister; Hunter; Watson- 
Cheyne ;' StClair Thomson.; Moynihan ; Rutherford Mori- 
‘son; Larrey; Pirogov; Travers; Dupuytren; Woodall, 


Lind, Trotter, and Gilbert Blane ; . and those other naval, 


surgeons Huxley, Darwin, and Hooker; _ Syme, Liston, 
Astley-Cooper; Charles Bell; George Makins; Bowlby ; 
Percy Sargent; Bland-Sutton; David Wilkie; and many 
more—each pictured in a few evocative words. The 
men of progress, he said, are those with a respect for the 


past. As for the future, he quoted the poem quoted by 
the Prime Minister—‘‘ But westward, look, the land is 
bright.” 7 ne 


Obituary 


| SIR CHARLES MACWATT ` 
' KT, CIE, MB, BSC EDIN., FRCS FRCPE. | 
Major-General Sir Charles Macwatt, director-general 


=- of the Indian Medical Service from 1922 till his retire- 


ment in. 1926, died at ‘Kingston Hill on April 14 at the 
age of 80. His father, another Robert Charles Macwatt, 
who was in practice in the Berwickshire village of Duns, 
sent him to the Royal High School and the, University 
of Edinburgh. Macwatt graduated MB ‘in 1886, and in 
the following year was already a captain in the IMS. 
During the next years he served with distinction in the 
‘campaigns on the north-western and north-eastern 
frontiers of India. He lost no opportunity for con- 
tinuing his medical studies, taking his B Se in public 
health in 1897 and his FRCS i in 1911. He was elected 


© FRCPE in 1925. 


Few men inspired greater dontidenés ‘in the minds of 
those in a position to judge their work. He was con- 
spicuously lacking in the arts of self-advertisement and 
showmanship, but his sound judgment, ability, and 
honesty were recognised by his selection for a succession 
of responsible posts. As chief medical officer of Rajpu- 
tana, and ADMS and inspector-general of ‘the civil 
hospitals of the Punjab, he won the friendship of the 
ruling princes and was their trusted adviser not only in 
his professional capacity but also on many other. im- 
portant matters connected with their States. After his 
retirement he returned to Bikanir again and again as 
the counsellor. of its enlightened ruler. 
-general Macwatt showed the same qualities. of head 
and heart. He was a shrewd judge of the character and 
abilities of his officers, who respected him all the more 
for his unassuming and friendly manner. He never 
hesitated to consult any of his subordinates on matters 
of which they had special knowledge, and his methods 
were always those of a democratic leader rather than of a 
dictator. The affectionate admiration in which he was 
` held by those who knew him well was striking;- for 
example, one of them who was facing personal sacrifices 
in educating his 'son remarked that he was doing so ‘“‘in 
the hope the boy may grow up to be a man like Sir 
Charles Macwatt.’’ 

His first wife, Miss Blanche Blyth, ‘by whom he had 
two sons, diéd in 1924, and last year he married the 
widow of Lieut.-Colonel R. C. Wilson. 


ROBERT LAWFORD KNAGGS 
_ MD, MCHIRCAMB., FRCS 


. Lawford Knaggs, who came of a Huddersfield family, | 


was for many years surgeon to the General Infirmary at 
Leeds, and was professor of surgery in the University 
of Leeds from 1910 to 1919. After his retirement he 
- did valuable work in the museum of the Royal College 


of Surgeons and’ in 1926 produced his treatise on the: 


Inflammatory ahd Toxic Diseases of Bone. He died on 
April .16 at his home at Newton Abbot. 


Educated at Cambridge and Guy’s Hospital, Knaggs 


OBITUARY | 
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proached: successfully by a posterior route.. Like his 
colleagues he did 4 great deal of abdominal. surgery. 

But, latterly at any rate, his chief interest was in bones, 

and he may be said to have laid the foundation of the 

orthopedic department of his hospital.. 

His output of: professional writings was large, and 
they reflected his conscientiousness and judgment., 
Deliberate in conversation, he lectured in‘a-way that 
commanded attention. In appearance he was tall and 
striking, and he was on the best of terms with colleagues. 
As a member of a hospital and university staff he showed 
a steadiness of character, and a lack of selfish ambition, 
‘which made him generally respected. Throughout the last 
war he carried on, without a break, the double duties of 


-a full hospital surgeon. and of a- Territorial surgeon 
at the 2nd Northern General Hospital. 


The regularity 
and persistence of effort made possible by his health 
and strength was -paralleled by his undeviating interest 


‘in the diseases with which he had to grapple. 


The former student to whom we are indebted for some 
of these notes adds: | 

Finally I would like to mention one pinackable case in 
which I assisted with him and which I do not think he ever 
recorded. After laparotomy had revealed an extensive 
carcinoma of the stomach spreading over the greater curva- 
ture—making I think even a gastro-enterostomy impossible 
—the patient developed a gastric fistula and the margins 
of the opening became invaded with the cancerous growth. 

Yet after a few weeks this fistula closed. This unbelievable 


‘occurrence gives one such a vivid realisation of the almost 


unsuspected rises and falls of the tide of cancer as perhaps 
to give continued hope and heart to the efforts of the pro- 
fession to the alleviation of this ill. I somehow feel that 
Mr. Lawford -Knaggs would attach more value to a note of 
this sort than a panegyric on his‘victories. 


In 1930 Lawford Knaggs was awarded the gold medal 
of the Royal College of Surgeons in recognition of ‘his 
work for the Hunterian Museum, which included the 
cataloguing of the, Strangeways collection of. specimens 


illustrating arthritis. 


HENRY EDWARD ANNETT 
MBE, MD ‘VICT., DPH 


Dr. Annett, whose death in Birkenhead is announced, 
graduated with honours,in the: Victoria University of 
Manchester in 1894. He was the first salaried member of 
the professional staff of the Liverpool School of Tropical 
Medicine, being appointed demonstrator in tropical 
pathology in February, 1899. In the same year he went 
with Ronald Ross, and E. E. Austin of the British Museum, ` 
on the first malaria ‘expedition of the school, to Sierra 
Leone, West Africa, and in 1900 he himself took charge. 
of the school’s third malarial expedition, to, Nigeria. © 
Later he became professor of comparative pathology in 
the ‘University of Liverpool, but from 1905-to 1911 he 


-continued to act as honorary lecturer in the School of 


Tropical Medicine. From 1922 to 1926 he was a member 
of the staff of the Liverpool Cancer Research, and from ~ 
1930 to 1936 was Turner research fellaw in cancer. 


His numerous. papers on malaria, filariasis, and other . 


qualified in 1883 and was resident obstetric physician 


at Guy’s before going to Leeds. At the General Infirmary 
he soon became known as a capable, careful, and con- 
scientious surgeon. Cautious and slow, he set himself 
. & high standard, and had exceptionally wide knowledge. 
' A former student, recalling that he preceded Moynihan 
on the staff and was a contemporary of Mayo- “Robson, 
Ward, and Tapilew ood, writes : 


,_ If “ irascible ” is the word to apply to the surgery of Mayo- 
. Robson ; if the operating-theatre of Edward Ward had some- 
thing of the wit and humour of a brain’s trust ; if the energies 
of Harry Littlewood recall the despairing but, invincible 
battering of Dutchmen at their dykes—perhaps Mr. Lawford 


Knaggs suggested most the doughty foot soldier of surgery, 


with a touch of cavalier stubbornness in his attacks. In 
‘some ways he may be regarded as almost the last of the 
general surgeons of Leeds, and even tọ his later days the 
unexpected width of his professional knowledge enabled 
him to deal, for example, with ophthalmic cases. . 

As ‘a surgeon pathologist who did much for fhe 
museum of the Leeds school, he was a pioneer in several 
directions : in 1910 for example he reported some early 
work on Pans plantation of the ureters which he ap- 


diseases prevalent in West Africa, were. mainly published 
in the memoirs of the expeditions of the Liverpool Schop; 
WALTER PHILLIPS 
MBRUI, FRCS 

Tue profession in Derbyshire loses a distinguished 
member in Dr. Phillips of Matlock who died on April 19. 

He was born in Damascus in 1878, the son of the Rev. 
John Phillips of the Irish Presbyterian Mission, and it 
was natural that these early influences should have a- 
profound bearing on his later career. © On the return of 


_ his parents to Belfast, he entered the Royal Academical 


Institution there and later Trent College. Thence- he 
passed on to Queen’s College, Belfast, completing his 
medical training at the Middlesex and London Hospitals 
and qualifying in 1902. After holding various hoyse- 


appointments at the Belfast Royal Victoria and London 


ee he followed in his father’s footsteps to become 
a medical missionary of the same Church, and so com- 
menced an arduous career in China His period of 
service in that country was only interrupted by his 
return to England in 1912 to take his surgical fellowship. 

On his return to the East he became surgeon to the, 


Z 


- 


‘century. 


THE LANCET}. 
general hospital at Newchang and also port medical 


officer. His steady conscientious work did. not pass 
unnoticed and for his services‘ during various plague 


epidemics he was honoured by the Chinese government. 


On the outbreak of the Japanese “ incident ” in North 
China, he returned home, and thenceforward carried on 
a busy general practice, 

Shy and reserved, Dr. Phillips was not easy to know ; 
but once one had penetrated this barrier one found. a 


true friend. His knowledge of medicine ‘was not cir-. 


cumscribed, and he kept abreast of modern developments. 
He found little time to contribute to medical journals, 
but he had liter talents of no mean order, and' he 
wrote several short stories and novels which were much 


enjoyed by a small circle of friends though he would | 


not allow them to be published. He was an excellent 
conversationalist and his travels had. made him a 
brilliant linguist. He was fond of a game of chess, and 
his other hobbies included ‘carpentry and the serious 
gy of Nature on the quiet lonely moors near his home. 
e married, in 1902, Irene, daughter of John Dickson, 
British consul-general at Jerusalem, and she survives 
him with a son. in the Indian Medical Service and ‘a 
daughter in the WAAF. W. H. M. 


. THE LATE SIR HUBERT BOND 


C. J. T. writes : I knew Sir Hubert Bond as an official 
of the Board of Control.and a friend for a quarter of a 
First and foremost I picture him as an enthu-. 
siast who worked with tireless energy during the whole 
of his long professional life for the advancement of 
psychological medicine. He strove for more adequate 
teaching of his specialty in the medical curriculum, for 
early treatment without certification, for the trans- 
formation of the old ‘‘ asylums ” into hospitals, and for 
organised research grouped round the large universities 
and teaching centres. He lived to-see his views receive 
Fori acceptance and many of them put into practical 
effec 


He was the kindliest of men. How many medical super- 


intendents (including myself) there áre who received their 


firstencouragement as junior AMOs from this senior goyern- 
ment official.‘ Would you like to make accurate observa- 
tions on anew drug for me ? ”’—and we felt very proud to be 
singled out for the task. 

The humblest of patients would receive a sympathetic 
hearing'from him. I remember a visit to a large mental 
hospital when at the end of a Jong and tiring day’s inspection 
a conveyance arrived to take him to the station and he 
suddenly realised that he had promised a personal interview 
to a patient. -I offered to explain the position to the patient, 
but Bond replied “ I could not very well break my word,” 
saw the patient and missed his train and dinner. 
intense dislike of letter-writing but made a point of giving 
personal attention to any letter from an old patient. He was 
a great believer in the use of the telephone. Most of my 
letters to him were unanswered, but sooner or later the tele- 
phone would ring and I would- hear “ This is Bond speaking ” 
from Blackpool, Birmingham, or wherever it might be. 
“ How nice to hear your voice. This is nearly as good as a 
personal interview and will save me a letter.” — 

There was a strong sentimental side to his character. ‘He 
had, óf course, an encyclopedic knowledge of all the mental 
hospitals i in the country and knew their history and geography 
down to the most minute detail. He had an affection for his 
old hospitals—_Wakefield, Bexley, Long Grove, &c.—which 


was most touching, and he would come from the other side of 


England at a moment’s notice if their interests were affected. 
Things beautiful or old had a great attraction for him. He 
was in his element when discussing trees, flowers, and ward 
gardens, and delighted in his leisure moments to visit old 
churches and places of, architectural beauty about which his 


_ knowledge was extensive. 


Among his many appointments was that of consultant in 
neurology and mental disorders to the Royal Navy. I have 
a vivid picture of the slim figure with the bowler hat being 
given a ceremonial send-off in the pinnace following an official 
visit to the Royal Navy Hospital, Haslar, and his obvious 
pride and pleasure as he said to me “ Trust the Royal Navy to 


_ do the thing properly.” 


One of my most pleasant memories of Sir Hubert is at the 
informal ‘teas following the meetings of the Royal Medico- 
Psychological. Association which he served so well. It 


He had an ` 
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seemed as though everyone wanted ‘‘ a word with Sir Hubert ” 
to get his bles or advice on some projected scheme, and 
teacup in hand we edged towards him to take our turn. 

‘His visits to my home were memorable occasions—greetings 
to his hostess accompanied by a posy of flowers, gifts. of 
sweets or money to-the children, delight at the trout caught 
speciaily for him, and afterwards reminiscences lasting to the 
early hours of the morning. Fresh as a daisy he would catch 
an.early morning train to do a day’s work which would exhaust — 
many @ younger man. He took his leave with old-world 
courtesy, and his own parting words, ‘‘ Goodbye and a thousand 
thanks,” would be a fitting farewell from us to him. 


| MAJOR G. L. ALLEN | a 

Major George Leverstone Allen, ma, registrar of the School 
of Physic, Trinity College, Dublin, died on April 29, within a 
week of his 88th birthday. He was at work regularly i in his 
_ office until two months before his death, and then left his desk 
with great reluctance. 

Having enlisted in the Army at 17, Allen was later com- 
missioned in the RAMC as ag, lieutenant (quartermaster). 
He saw service ‘i almost all parts of the world and retired in 
1912, but during' the last war he was recalled and he finally 
retired i in 1918 vith the rank of major. In 1913 he had been 
appointed assistant registrar of the School of P ysic, and in 
1926 he became registrar. Throughout his 30 years’ connexion 
with the school he was distinguished physically for his activity 
and erect carriage and mentally for his wonderful memory and 
accuracy. Until very recently his béautiful handwriting 
showed no trace of tremor. His urbanity was seldom ruffled, 
and his courtesy and. Sie Sune to help were extended to all 
who entered his office. l 


a Marriages, and Deaths 


= BIRTHS | 
ConvEns. =n ApH 29,at York, the wife of Mr. J. H. Conyers, 


FRcS—a 

HaAGGIE. On ‘April 15, at stemtoranen:| Northumberland, the wife 
of Captain M. H. K.H 

HAMILTON.—On April 30, at Monks Orchard, ad, Beckenbaii: the wife 
of Dr. J. . Hamilton—a son 

HENLEY.—On May 1, in London, the wile of Surgeon Lieut. Com-' 
mander F. A . Henley Vv, RNVR—a 

KiIpp.—On April 17, at Hexham, ” the "wife of Surgeon Lieutenant. 
J. D. Kidd RNVR—a daughte 

LEES.—On April 28, the wife of Captain Brian Lees, RAMC—a@ son. 

LockK.—On May 2, at shemiey Green, the wife of Surgeon Lieutenant , 
John Lock, RNVR—a 

MARTIN.—On May 2, at irvine, Ayrshire, the wife of Surgeon Lieut. 
orp miaD der E. Boyd Martin, RN—a daughter. 

n May 2, at Radlett, the wife of Dr. T. Carlyle 
Mitchell—a daughter. 

MULLER.—On April 29, in ‘London, the wife of Lieut. Andrej Muller, 
MD, Czechoslovak "Forces—a daughte 

Wapbia.—On May 3, in London, the ae of. Surgeon Licutenant 
Richard Wadia. RNVR—a daughter i 

WHARTON.—On April 29, at Kidderminater, the wife of Dr. Chris- 
topher Wharton, of Kineton, Warwickshire—a Sangote: P 


MARRIAGES 


BOHNEN—WALLER.—On April 28, at Southampton, Loren Bobnen, 
Captain US Army Medical Corps, to Evelyn Marion Waller 
CRANLEY—FAGGETTER.—On April 2, at Taranto, Italy, William 
Joseph Cranley, surgeon eut commander RN, to Mary Phyllis 
Faggetter, QAIMNSR. 

HALL—ANDERSON.—On April ie in London, Percy Hall, MRCS, 
to Elizabeth M. Anderson, 

HARRISON—MYERS.—On April 23. in India, Roy Harrison, major 
RAMO, to Jean Myers, lieutenant RAMC. 

JamMEsS—WHITWORTH.—On April 26, at: Disley, Hugh Elwyn 
James, Major RAMC, to Margaret J oyce Whitworth. 

LuscomMBE—JamMEs—On April 18, in London, Philip Andrew 
Luscombe, major RASC, to Bronwen Richard James, TN ieutenant 


RAMO. 
April 30, in London, Hugh Lister 


MCMULLEN FILBY. —On 
ullen, FRCS, to Dolares Wyatt Tilby 
SWANSTON— DUNCAN. —On April 30, at Edinburgh, John Lawson 
Swanston, lieut.-colonel Ramo, to Maida Duncan. 
ROSBIE.—On April 21, at Jerusalem, G. I. M. Williams, 
surgeon lieutenant RNVR, to Patricia Lorelle Crosbie, WRNS. 


DEATHS 


Davirks.—On April 29, at Tressillian Road, Brockley, SH4, John 
Stanley Davies, MA, MB GLASG. 
FOTHERGILL.—On April 27, at East Grinstead, George Algernon 
Fothergill, MB EDIN., aged 76, formerly of Cramond Bridge, 
. Edinburgh. 
HOLMAN -—On May 2, Frank Kay Holman, MD DURE., of Horsell, 
Woking, aged 8 
LAWRENCE-SMITH. On April 28, at Waterlooville, Hants, James ` 
` Lawrence-Smith, cB, MVO, MB ABERD., surgeon rear- -admir iral 
. RN retd., aged 82. 
MACMILLAN.—-On May 2, in Edinburgh, Robert James Alan Mac- 
millan, DSO, MB EDIN 
MACNAMARA.—On Ap 28, at Shrivenham, Albert Persse Macna- 
mara, MB DUBL., 
MuTCH.—On May 1, Michael William Lane Mutch, MA, MB. 


i 
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- Notes and News 


WAYS AND MEANS IN PSYCHIATRY 


PSYCHIATRIC treatment is'usually long and costly; but 
two annua) reports remind us that keen workers can provide 
it at relatively little expense ; ‘and that good facilities ‘make. 
it possible to shorten the time of treatment. The Liverpool 
Psychiatric Clinic, which has been in action since 1924, has: 
still to protest its urgent need of an adequate psychiatric 
social service and proper secretarial assistance.! ` Yet in: 
each of the past three years the clinic, with its tiny balance-. 
sheet of less than £350, has accepted 259-260 new outpatients, 
and in 1944 it was able to increase the number of attendances 
from 830 to 922. With adequate funds and more staff the 
medical directors believe the clinic could meet the increasing: 
demands for its services which come from doctors, public 


authorities, and- social organisations. During the year its. 


staff have helped many invalided members of the Services 


to adjust themselves -to civilian life, and have continued © 


to take a koen interest in the problems created by war for 
children and young people. 

A contrast in opportunity is offered by the York clinic at 
Guy’s Hospital, of -which the first annual report has just 
appeared. .As the first British ‘psychiatric inpatient clinic 
housed in a general hospital, its facilities for treatment have 
been exceptional and its experience unique. During the 
9 months which had passed when the report was written 
168 patients had passéd through the clinic, and it was expected 
that nuntbers would exceed 220’ by the end of the year. 
About two-thirds ofthe admissions have been EMS patients 
recommended by Service psychiatrists; the remaining third 
were nearly all private patients, but a few non-paying patients 


from the general wards of Guy’s were accepted, and it is hoped _ 


to extend this service: The clinic maintains only 43 beds, 
but thanks to the wide choice of methods available and good 
standards of staffing, the turnover has been rapid, the average 
stay for Service patients being 43 days and for private patients 
44. Conditions treated have included all the common 


neuroses and psychoneurosis, with anxiety state_heading the 


list and combat exhaustion coming a good second.” Most of 
‘the combat exhaustion cases recovered in 21-28 days, and 
` only one had to be boarded out of the Service, though some 
had to be discharged in lower medical categories. It is note- 
‘worthy thaf-the civilians have usually been suffering from 
: more severe degrees of psychological abnormality than the 
Service patients. Methods of treatment include electric 
convulsive, therapy, insulin therapy, continuous narcosis, 
hydrotherapy, vitamins, psychotherapy, social activity, 
and occupational therapy. Some patients, towards the end of 
their stay, have been able to go to work during the day-time, 
returning to the security of the clinic at night—an arrange- 
ment which recalls the night sanatoriums of Russia. 


University. of Cambridge 


The title of the degree of MD has been antenna on Mrs. 
Mavis Gunther. 


University ,of Edinburgh 


_-. On Friday, June 8, at 5 pm, at University New Buildings, 

Teviot Place, Edinburgh, Prof. E. B. Verney, Frs, will 
deliver the sixth Sharpey Schafer lecture on the absorption 
and excretion of water and the antidiuretic hormone. 


Royal College of Physicians of Edinburgh 


At a meeting held on May 1, with Dr. A. Fergus Hewat, 
the president, in the chair, Dr. James Ronald (Stirling) 
took his seat as a fellow. Dr. Cyril Hocken Tewsley, cma 
(Auckland, .NZ), Dr. Munir El Gazayerli (Alexandria), Dr. 
Bryce Ramsay Nisbet (Kilmarnock), Dr. Albert Arthur Huse 
(Birmingham), and Dr. Ronald Haxton Girdweod (Edinburgh) 
were elected to the fellowship. Prof. J. A. Nixon (Bristol) 
was appointed Dr. ‘Alexander Black lecturer for 1945. 


British Institute of Radiology. | © i 


On Thursday, May 17, at 7.30 PM, at 32, Welbeck Street, 
London, W1, Dr. E. Rohan Williams will deliver his presi- 
dential address on the planning of the diagnostic radiological 
department in a large general or teaching hospital. On the 
following day, at 4 Pm, Dr. J. F. Brailsford will read a paper on 
malignant disease of bone. 


1. Annual Report, 1944. Obtainable from the Secretary, 1, Aber- 
cromby Square, Liverpool, 7. 
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University. of Dublin - oe 
' Prof. B. A. McSwiney, FRS, will deliver the iürteenith J ohn 

Mallet Purser lecture at ‘the School of Physic, Trinity College, 

on Wednesday; May-16, at 4.30 PM. Hei is to pees on visceral 

sensation. 

Medical Society of London E 


On Monday, May 14, at 5.15 Pm, at. 1), Chandos Street, 
wl, Dr. F. M..R. Walshe will deliver. the annual oration. 


‘He has chosen! as his subject the integration of medicine. 


Royal Society of ‘Tropical Medicine and Hygiene 

At a meeting to be held at 26, Portland Place, London, W1, 
on Thursday, May 17, at 3 pm, Colonel H. E. Shortt, ums, 
will speak on the transmission of kala-azar in India, d 


Royal Society of Medicine i 

- On Wednesday, May ł6, the section of Tvea eae 
is holding a meeting at 2 pm at the RAF Physical Training 
School, Loughborough, Leics. At the section. of obstetrics 
and gynecology at 5 pm, on May 18, Mr. A. F. Clift will speak 
on ‘the rheological properties of cervical secretion and Mr. 
Malcolm Donaldson on carcinoma of the cervix uteri. The 
section of radiology. will meet at 6.30 Pm on the same day 


when Dr. J.-F. Brailsford will read & paper c on the latent phase 


between onset and radiographic signs. 
Building Research Committee | 
The scientific advisory committee on building rand by 
the Minister of. Works includes Prof. J. M. Mackintosh, FRCP, 
and Prof. S. Zuckerman, MD, FRS. Lord Amulree, MRCP, and ' 
Dr. R. S. F. Schilling are amang those appointed as assessors. 


Children’s Ward as War Memorial 

A children’s ward in the country is planned for St. Thomas’ s 
Hospital as a memorial to children killed by enemy action in 
London. A special appeal for funds is being made and a 
gala performance of A Night in Venice is to be given. in aid 
of the project at the Cambridge Theatre on June 4, at 6.30 Pm. 


Parliamentary Candidates 

Lieut.-Colonel Leonard Browne, RAMC, has been edupiea as 
Labour candidate for the Penrith and Cockermouth division 
of Cumberland, and Squadron:Leader Samuel Segal, MRCS, 
RAFVR, as Labour candidate for Preston. 


A Prisoner. of Buchenwald 
In the Times of May 2 the death is announced last spring, 
at Buchenwald, of Dr. George Rodocanachi, of Marseilles, 
“after 2 years’ imprisonment for his assistance to the Allied 
cause, and for having, with his wile: . . . sheltered over 190 
allied airmen.” © = 


N 
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Lectures for Doctors at Birmingham p 
' The British Council has arranged the following lectures, for 


. doctors of the Dominions and US'Forces and members of 


the British Medical Association, in Birmingham. on Sundays 
at 7.30 pm at the University Overseas Club: Dr. T. L. 
Hardy, peptic ulcer (May 13); Mr. Hugh Donovan, cancer 
(June 3); and: Prof. A. C. Frazer, fat embolism (June 17). 


London Association of Medical Women’s Federation 


' At a meeting to be held on Wednesday, May 16, at 8 PM, 
at BMA House, Tavistock Square, WCI1, Lieut.-Colonel 
Albertine Winner, RAMC, will speak on Social Medicine and 
the Women’s Servi ices in the Armies of Britain, Canada, and 
the USA. g 

Mr. H. S. Sourrar has been elected a manager of the 
Royal Institution. 


Appointments. ` rea 


ALLISON, D. R., MD LEEDS, MRCP: physician to the Manchester 
Northern Hospital. 

CAMPBELL, JOHN, MB GLASG. 
Ayrshire. 

FERREIRA, JOAN, MRCS : temp. asst. MOH for Swansea. ` 

GREEN, G. W., MB LEEDS, DPM: asst. MO in the York Clinic, Guy’ S 
Hospital, ‘London. 

HARRIES, C. W., MB. LPOOL: temp. asst. MOH for Walsall. 

ROSENTHAL, RUDI, MD PRAGUE : RSO at the Coventry and Warwick- 
shire Hospital. | n une 


factory surgeon for Dregnom, 


— e a m 


The fact that goods made of raw materials in short supply owing ` 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 


| 


- Hubbard published the first successful case. 


` come in contact. 


© 40 | > SURGERY OF 
PERSISTENT DUCTUS, ARTERIOSUS 
- » T. HOLMES SELLORS, DM, MOH OXFD, FROS 


SURGEON TO-THE LONDON CHEST HOSPITAL AND THE EMS 


THORACIC SURGICAL UNIT, HAREFIELD 


FOR some years tentative suggestions had been put 
forward'that a patent ductus arteriosus could be occluded 
by surgery, but it was not until 1939 that Gross and 
Since then 
a number. of surgical attacks have been delivered, 
with considerable success in the cases that have been 
recorded. . . Re og 

The incidence of patent or persistent ductus arteriosus 
can best be judged from Maude Abbott’s classical studies 
on congenital heart disease (1937). Out of 1000 autopsy 
specimens investigated, patency unassociated with any 
other heart. defect was observed in 92 instances. A 
further 150 cases were associated with some other 


‘cardiac abnormality and it is important to note that’ 


the ductus may have a compensatory rôle in some cases 
of this group. For example, in coarctation of the aorta 
or extreme aortic stenosis, and in cases in which the 
right ventricle and pulmonary artery have a defective 
communication, circulatory efficiency is only obtained 
by passage of blood through the ductus or through a 


patent interventricular septum.. If there is no opening: 


in the septum the ductus has to serve a5 the channel 
through which ‘blood can reach the lungs. Closure of 
this fistula would result in disaster. | 


Surgery can only be concerned with those cases of. 
patency in which the occlusion would not bring about 


any detriment to the circulatory system. Surgery can 
however provide great benefit to patients who are 
suffering from ill effects attributable to the abnormality 


and it must be decided what circumstances and com-' 


plications constitute an indication for interference. 


INDICATIONS FOR SURGERY 


_A persistent ductus is an arteriovenous fistula through 
which the pulmonary and systemic circulations can 
The direction ‘of any blood-strea, 

through the ductus is from the high pressure of the 
aorta into the lower tension of the pulmonary circula- 
tion, with the result that such swirls and eddies as occur 
make their maximum turbulence on the pulmonary side 
of the fistula. - Extensive dilatation of the pulmonary 
conus develops and the main pulmonary trunks wjth 
the whole of the vascular bed of the lungs become 
enlarged. If there is any circulatory disability it will 
depend on the proportion of the systemic blood that is 
‘shunted ”?” through the ductus. MHeart-failure. does 
account for death in a proportion of cases, but this is 
not the main complication to be feared. Infection in 
the form of subacute bacterial endocarditis with Sirepto- 


coccus viridans as the causative organism accounts 
-for a high percentage ‘of deaths. Abbott gives the 


figure as 37-5% of those uncomplicated cases who have 
survived the first five years of life. 

In this form of endocarditis the vegetations that form 
well on the pulmonary side of the ductus are liable to 
be broken up by the swirl and tumult of blood and 


form emboli which are principally carried into the lungs. 


Extension of the infection on the aortic or other valves 
inevitably gives a bad prognosis, but in the early stages 
as long as the infection is localised ligature of the ductus 
offers one of the most dramatic cures that surgery 
knows. Heavily positive blood-cultures can become 
sterile within a very short time of the duct being tied 


` off, and the patient be restored to normal from a 


hopeless position. It is not, however, necessary to 
await a positive blood-culture in order to establish the 
diagnosis of infection. In the majority of cases pre- 
liminary administration of sulphonamides has failed to 
contro] the condition. Among the cases published by 
Tubbs (1944) and by Touroff (1942) there are examples 
which have, shown that simple ligature is adequate ; 
but in most cases a combination of chemotherapy and 
ligature has been used. In this class of case I have 
operated without misadventure on four occasions. 
Three of the patients can be regarded as complete cures : 
the fourth took several months before the temperature 
6351 - 
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‘to advocate ligature in a symptomless case. 
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returned to normal, though clinical improvement was 


_ satisfactory. = 


The mechanism by which occlusion of the patent 
ductus cures subacute bacterial endocarditis is by no 
means certain. Since vegetations lie on the pulmonary. 
side of the ductus they may possibly form in zones o 


-“* dead-water ° produced by the eddies of the blood in 


the pulmonary conus. At operatioh we have studied 


in all cases the degree of the swirl and tumult in the | 


conus, and also confirmed that the thrill is most obvious 
at an area on the conus about 1} to 14 inches below the 
ductus and not over the ductus itself. When the ductus 
is obstructed the whole disturbance disappears and the 
pulmonary and systemic circulations pursue their normal 
courses. The areas on which the vegetations are lodged 
are swept over by the moving current of blood, and it: 
is possible that the normal bactericidal effect of blood 
may help the resolution. Touroff has suggested that 
loosely attached fragments may be carried on into the 


lung tissue which can deal effectively with these infected 


particles. In any case nothing can get into the aorta 
from the pulmonary vessels, and blood-cultures which 
have previously been positive become negative. 


Subacute endocarditis which occurs in the presence | 


of a ‘patent ductus is a definite indication-for early - 
surgery, and this is even more emphatic if there is any: 
failure of response to chemotherapy. ; In long-standing 
infection, where vegetations may have extended beyond 


the. pulmonary area, the chances of cure are reduced, 


but ligature accompanied by chemotherapy may lead 
to ultimate sterilisation. even after the interval of a 
year, asin Tubbs’s first case. Early operation in all cases 
of infection is fully justified. | | E 

It is well known that cases of persistent ductus can 
survive into middle or old age without much incon- 
venience, but the average expectation of life is 20-25 
years. Where the ductus persists into adult life there 
is considerable enlargement of both ventricles, and 
calcification of the actual fistula is common. This 


latter change may be contributory to an aneurysmal 
Abbott (1937) had ' 


condition of the ductus arteriosus. 
13 cases of this aneurysm associated with other defects, 
in her series, and Mackler and Evarts Graham (1943) 
discuss 3 cases of their own. Out of a collected total 


of 29 cases, 24 were found to have occurred in children, ` 


so that it is possible that some inherent weakness in the 
ductus wall (excessive: muscle and ‘too little elastic 
tissue) contributes to the causation in youth before 
degenerative changes have time to set in. i 

When there is a large functional ‘‘ shunt ”. there will 


. probably come a time when, compensation “fails and 


symptoms appear. Dyspnœa on exertion and an 
obviously turbulent heart may be associated with 
cyanosis in some cases. Tachycardia and exaggerated 
pulsation, which may be severe enough to shake the 


“whole body, are conditions which demand the con- 


sideration of surgery. The arteriovenous fistula can be 
closed to allow complete restoration to normal, assuming 


that the patent ductus is the sole lesion. Ihave operated 


successfully on 3 cases in this category. ; 
The final question to decide is whether it is TEURS 
e 
reasons for surgery are largely prophylactic in this 
group : closure of the ductus as far as is known wi 


‘prevent the occurrence of heart-failure and infection. 
Against this must be balanced the risk of operation. 


The time elapsed since operation is as yet too short 
to decide if any unexpected, benefit has been gained, 
but we have gained the impression that children so 
treated have become more robust and have grown more 


than would have been expected on their previous rate - 


of progress. . Three cases have been operated on in this 
category without incident. It seems reasonable to 
suppose that the ventricles will be saved the continuous 


strain otherwise imposed on them, but as has already - 


been stated there must be virtual certainty that the 
heart Has no other abnormality and that circulatory 


‘function does not depend on the persistence of the 


ductus. 
, ETIOLOGY OF PERSISTENT PATENCY 
The reason for continued patency of the ductus 


arteriosus is a matter for conjecture. Barclay and his 
colleagues (1939) have demonstrated the high speed of 
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closure in some mammals after birth, but observations 
on the human subject are lacking. It is presumed that 
-the process of obliteration is fairly rapid in human beings, 
though autopsies on children suggest that this may be 
functional rather than mechanical over several months. 


`The musculature of the ductus increases during the 
later stages of foetal life and it is possible that con- , 


tracture of these fibres helps to convert a tube into 
.the ‘“‘ligamentous ”’ structure normally found in the 
adult. However the main problem is to find out why 
a sudden flow from the pulmonary artery through the 
ductus into the aorta is directed into the normal post- 
natal channels. The opening of the pulmonary vascular 
bed undoubtedly plays some part in altering the pres- 
sures on either side of the ductus. The intrathoracic 
““ negative ’? pressure occurring with the first breath of 
life, sudden changes in aortic and pulmonary pressures 
and temporary lowering of the systemic tension when 
the placental circulation has been excluded have been 
advanced as possible reasons for the closure. There is 


another factor which should be considered and that is | 


the anatomical relations of the ductus with the aortic 
arch. If the ductus is placed so that the angle formed 
between it and the aortic arch is acute the flush of 
blood through the aorta tends to sweep past the ductus 
. opening. If, on the other hand, the ductus lies less 
acutely the rush of blood may impinge on the mouth 


of the ductus and maintain its opening. This view is. 


difficult to confirm from anatomical study, since dis- 
section is liable to disturb the relationships which would 
have to be accurately studied in an assessment of angles. 
We have endeavoured to determine this point at opera- 
tion and autopsy but without any striking success. 


SURGICAL TECHNIQUE OF CLOSURE 
The surgical approach to ‘the ductus can be made 
through a left anterior thoracotomy with the incision 
in the second- interspace. The enlarged pulmonary 


conus bulges out well into the field of the operation and 


slightly obscures the deeper aspects of the mediastinum. 
Once lung has collapsed or has been freed from the 
mediastinum the arch of the aorta is identified and the 
left pulmonary artery located as the highest and most 
anterior structure in the lung hilum. On this vessel, as 


' it emerges from the mediastinum, is a gland of variable 
size—the gland of the ductus arteriosus—and at this . 


point arn opening is made into the loose tissues. The 
dissection is then extended up towards the under surface 
‘of the aortic arch and the vagus nerve should be identi- 
fied as it lies on this. great vessel. From, the vagus; 


and curving deeply round the arch, is the recurrent. 


laryngeal nerve which marks the posterior limit of the 
, ductus. Anteriorly the exposure should be limited by 


' the phrenic nerve, which is readily recognised and may 
`-  .be retracted forwards if necessary. 


In our experience the size of the ductus has been 
fairly constant ; shorter perhaps than might be expected 


(4 to 4 inch) and of formidable width (4 inch or more in 
Contrary to what is sometimes said the’ 
, size of the ductus does not have any relation to the 


diameter). 


extent and sound of the thrill or murmur. These latter 
are more readily altered by disturbing the angle at which 
the ductus lies with gentle pressure than by moderate 
degrees of constriction. 

The exposure of the deep aspect of the ductus con- 
stitutes the most difficult part of the operation, since 
the thin walls can easily be distorted or pinched together 
and rendered vulnerable to puncture or tear. By 
working very carefully with the little finger or curved 
blunt dissecting forceps the whole circumference of the 
vessel can be freed. The actual ligature is made with 
a double strand of thick silk or thread, tightened care- 
fully and firmly, but not so tightly as to run the risk 
of cutting through the flimsy walls. The principles 
laid down by Ballance (1891) regarding the ligature of 
large blood-vessels in continuity should always be 
remembered, and the ‘“ stay-knot ’? advocated by him 
seems to be the most satisfactory form of obliteration. 
Division of the ductus between ligatures is a hazardous 
and unnecessary undertaking, though injury to the 
vessel walls may make this course advisable. In passing 
ligatures care must be taken to avoid inclusion of the 
recurrent laryngeal nerve and the efficacy of the ductal 
closure can be confirmed by observing the complete 


‘cessation of the thrill. It should be remembered that 


the space afforded for dissection and passage of ligatures 
is limited and diffic i 
operation is completed by loosely closing the mediastinal 
pleura and by suture of the chest wall with removal 
of air. EA TEA a 
7 CASE-REPORTS . `. if 

Infected cases. . a aie a 
_ Cast 1.—Girl, aged 15, in whom diagnosis of patent ductus 
had been made at the age of 2 years. Infection was recognised 
by sudden onset of high fever and rigors with severe pain in 
the chest, followed later by hematuria. ‘Blood-culture grew 
Streptococcus viridans. X-ray examination showed an 
enlarged pulmonary conus and increased -vascular lung 
markings, plus a collapsed left lower lobe and abnormal ` 
shadows throughout the lung parenchyma suggestive of 
infarcts. >> 

The ductus was tied off two months after the onset of the 
illness. The thrill and murmur disappeared immediately, 
and blood-cultures from the next day onwards were negative. 
The continued high pyrexia improved rapidly and the 
temperature was normal at the end of the week. Culture of 
the gland of the ductus arteriosus excised at operation was 
sterile. Complete recovery resulted and the patient three 
years after operation can undertake normal activities. The 
lower lobe of the left lung now appears normal. . 


Case 2,—Man, aged 38, with no previous recognition of any 
heart lesion. Hemoptysis: and pleurisy followed dental 
extraction and was accompanied by high fever, rigors, and 
loss of weight. Radiology showed an enlarged pulmonary 
conus and shadows in the lung fields suggestive of emboli. 


` There was no characteristic thrill and only a faint murmur in 


the pulmonary region. The pulse was of the water-hammer 
type. Blood-culture was negative, and there was no response 
to a course of sulphapyridine. l 

Ligation of the ductus changed the blood-pressure from 
128/40 to 124/70 mm. Hg, and the temperature returned to 
normal within 12 days. Recovery was complete. 


CasE 3.—Boy, aged 17, Patent ductus diagnosed at age 
of 10 years. Sudden onset of high fever with pain in the chest 
and slight hemoptysis accompanied by a blood-culture which 
grew Strept. viridans. The character of the murmur was’‘said 
to have altered slightly at this time. | 

Ligature of the ductus was followed by a slow return to 
normal with’ temperature becoming steady after’ 33 weeks. 
Later recovery was complete, though a faint apical systolic 
murmur persisted for some months.. a | ey ext 


CasE 4.—Woman, aged 33, who was known to have had a 
weak heart since childhood. Bilateral renal calculi developed 
and had required several operations ending in a left nephrec- 
tomy. Endocarditis was suggested by more recent fever with 
hemoptysis and pain in the chest. Temperature ranged 
between 100° and 103° F ; blood-cultures were indefinite. 

Occlusion of the ductus abolished the typical murmur and 
thrill and changed the blood-pressure from 140/65 to 160/85 
mm. Hg. Ultimate recovery was satisfactory, though a low- 
grade fever (99-99-5° F) persisted, possibly because of low- 
grade renal infection. : 


In the above cases a course of sulphadiazine was 
started two or three days before operation and continued 
for a week or ten days. There was, no particular 
operative incident .and lung expansion was quickly 
regained. >- Do 


Cases with signs of failure. 


CasE 5.—Girl, aged 19, who was known to have congenital 
heart disease since infancy. There was some incapacity for 
exercise in childhood. Recent attacks of dizziness with . 
palpitations and retrosternal discomfort were noted and the 
continuous noise in the chest was disturbing. Pulsation was 
very pronounced and shook the patient, and flushing was 
frequent. The typical thrill and murmur were unduly loud. 

Ligature of the ductus altered the blood-pressure from 
135/55 to 120/100 mm Hg, and signs and symptoms dis- 
appeared except for an apical systolic murmur. . 


Case 6.—Boy, aged 10, who had been under medical 
observation since childhood, but in whom patency of the. 
ductus was not recognised until the 4th year. The child was 
undersized, easily tired, and worried by the violence of the 
heart pulsations which were very obvious. There was 


>. 


t of access in most cases: The 


r 
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increasing inability to take exercise, - and tachycardia was 


well marked. Radiologically in addition to the enlarged 
pulmonary conus and vascular markings the transverse 
diameter of the heart was enlarged. 

The ductus was tied with satisfactory result. Blood- 
pressure rose from 90/40 to 130/84 mm. Hg. Later inprove- 
ment was maintained, though some degree of Po 
persisted. 

CASE 7.—Girl, aged 6 years, in whom a digghous of patent 
ductus was made in the first year of life. There was some 
recent tiredness and shortness of breath which had greatly 
increased. Pulsation had: also become noticeable and was 
beginning to be troublesome. 

On ligature of the ductus the blood-pressure changed 
from. 110/30 to 110/60 mm. He, and the end-result was 
satisfactory. 


Cases without symptoms. - j3 
Caszs 8, 9, and 10. —In these small patients, whose ages 


were 6, 7, and 9 years, the classical signs of a persistent ` 


ductus arteriosus were well defined. There were no obvious 
symptoms and the capacity for exercise was reasonable. 

Occlusion of the ductus by ligation: was successfully 
.obtained without any untoward event. During the limited 
period of follow-up available the children’s physical develop- 
ment seems to have improved considerably. 


SEQUELS OF OPERATION 


Occasionally an apical systolic murmur persists, and - 


‘this occurred in 3 personal cases, in the series for a few 
weeks after operation. The exaggerated pulmonary 
vascular markings disappear slowly, as also does the 
enlarged pulmonary conus. Multiple fluffy patthes 
produced by imfarction in infected cases clear quite 
rapidly. and disappear within 2-3 weeks. Signs of 
turbulence or any vascular fistula are immediately 
reduced, but may not disappear completely for several 
months. 

There have been recorded Padre of recurrence of 
the typical patent ductus murmur and thrill, and this 
has usually resulted from the ligatures cutting through 
with re-establishment of the fistula through a false 
vascular channel. This suggests thaf the choice of 
ligature material and method of ligation have not been 
finally settled. In infected cases, persistence of fever or 
any suggestion of embolism is an indication for a full 
course of chemotherapy to deal with vegetations ‘which 


have arisen it sites other than near the ductus. 


SUMMARY 


Patients with an uncomplicated patent ductus 
arteriosus ‘run the risk of subacute bacterial endo- 
carditis and heart-failure. 


Ligature of this channel can provide striking relief 


in a high proportion of cases. 

An absolute indication for ligature is early infection. 
It is also a reasonable procedure in cases which show 
signs of commencing heart-failure. 

The position of surgery in symptomless cases is more 
indefinite. It can be urged as a prophylactic procedure, 
but the risk of operation cannot be ignored. Most of 
the cases. are recognised early in life and a high propor- 
tion remain for years under observation. If anything 


untoward occurs it should be possible to consider Sugey 


without delay. 
Of 10 personal cases. of ligature of the ductus all. were 
successful and there were no complications. © 


Of the many. colleagues to whom I am indebted for guidance 
and help in venturing into this branch of surgery, I would 
particularly like to mention Prof. G. W. Pickering, Dr. Lloyd 
Bye Dr. K. May, and Dr. Alan Moncrieff. l 
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-© WHILE dealing with cases of acute neurosis following 
the Dunkirk evacuation and during the battle of Britain 
and the London blitz, we repeatedly observed the supreme 
importance .of first-aid barbiturate sedation, given by 
mouth or intravenously, for men of good personality who 
had broken down or appeared liable to break down under 
the intense stresses of modern warfare. Since then we 
have repeatedly emphasised that sedation should be © 
given at the earliest possible moment. Preferably it 
should be ‘given.in the front line, and within minutes 
or hours of the stress rather than days later when the 
patient has already collapsed and is back in safety 


, ee and Slater 1940, Debenham et al. 1941, Sargant 
| ) 


By “then ‘ conditioning ’? processes may have 
set in, ‘the chances of return to duty are minimised and 

ermanent nervous sequele may result. Immediate 
sedation of the overwrought hervous system is just as 
important „as immediate splinting of.a badly damaged 
or fractured limb. Done in time it may prevent total 
breakdown or if breakdown occurs it minimises further 
aggravation. Repeated jarring of the nervous system 
unable to cope properly with environmental stimuli must 
be avoided at all costs. -In the absence of normal sleep, 
prophylactic sedation may also give the nervous system 
a chance to maintain or re-establish itself, and enable 
the person to keep on fighting (Sargant 1942). ` 

Reports of the first full-scale trial of “ front-line ” 
barbiturate sedation in the North. African’ campaign 
confirmed these observations. In a circular (No. 176) 
on the early recognition and treatment of neuro- 


psychiatric casualties, the medical department of the 


US Army advocated that ‘ heavy sedation should be 
initiated when the patient is first seen,” and that 
“the sedative of choice is sodium amytal” (J. | 
Amer. med. Ass. 1943, 123, 705). But there was 
still prejudice against what is termed the “ doping ”’ 
of troops or civilian defence. workers in a combat 
area, despite the fact that holding on for a few hours 
longer may sometimes change defeat into victory. 
Such prejudices have not been. so rigid in regard to 
socially accepted sedatives like small amounts of alcohol. 
In the last war the rum ration was an accepted and 
successful. antidote to the development of neuroses in 
the: front line, and larger quantities of alcohol were | 
undoubtedly used on many occasions as an effective 
front-line sedative. 

We have already reported the value of ‘Sodium 


_Amytal,’ a short-acting barbiturate, in ‘aborting or 


treating acute panic states under bombing and have 
shown how little it affects intellectual processes judged 
by intelligence-test scores, when given in small sedative 
doses (Slater, Sargant, and Glen 1942). A satisfactory 
prophylactic dose which enables a person to go on working » 
if an emergency arises varies from gr. 1 to 3. - In states 
of great excitement even more can be tolerated. If 
desirable it can be used in conjunction with amphetamine 
when fatigue is present.. 


METHOD 


In this investigation we have compared the effects of 
taking an approximate alcoholic equivalent of a double 
whisky {20 c.cm. of absolute alcohol) * and gr. 3 of sodium 
amytal on intelligence-test scores in a group of nervous 
patients. We have also observed clinically the behaviour . 

of various groups whi while carrying out tests under sodium 


cee ee a a ae ene ne ee ee ee ie es a 


. At two licensed houses 50 and 48 c.cm. of 30 under proof whisky 
. were served when a “double whisky ” was purchased, but 
another only gave 45 c.cm. The rum ration of tho last war was 

71 c.cm. of 30 under per rum, reduced in this war to'28-4 c.cm. 
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amytal and alcohol. 
further control group. 


. Caffeine was used to provide a 
A programme of testing was incorporated in’ the 


hospital routine to collect the necessary data. Men - 
` admitted one week were tested on two successive days 


during the following week. The drug was administered 
on the second day. Alcohol was given in sufficient water 
with sufficient essence of gentian added to disguise its 
flavour. The other drugs were given in capsules. On 
the first day the men were given an inert dose. In the 
experiment with alcohol this was an equivalent quantity 
of flavoured water, and it was administered half an hour 
before the test ; in the other experiments it was- a capsule 
containing a small amount of glucose, administered an 
hour before. The men were retained on the spot until 
ready to do the test. This was Cattell Test 11 A, a 


verbal intelligence test in six sections—synonyms, 


classifications, opposites, analogies, sentence-completion 
and problems. Next day the men received the dose 
in which the drug was contained. They waited as 
before, and then took their second test, Cattell 11 B, 
which is identical in form and equivalent. in difficulty, 
although the items in each section are different. The 
delay imposed was intended to allow each drug to produce 
its maximum effect. - 

The experiment continued until corani test records 
had been collected for 399 men, 97 of whom had been 
given alcohol before their second test, 98 caffeine, 103 
sodium amytal, and 101 inert capsules on both occasions. 


RESULTS ' 


From the following table all conclusions have been deduced by 


statistical analysis, including analysis of variance. 


i Treatment (n) a b a? ab b? 
Alcohol... 582 | 53262| 8324) 5240394 SE 138920 


Caffeine 588 | 53964 | 3897 |'5253660| 860433 | 152969 


Sodium amytal| 618 | 54192| 8592| 5112744| 804467 | 137784 
Innocuous * 606 | 56166| 9179| 5531502| 895407 | 156317 ` 
Total .. 2394 | 217584 | 34992 | 21138300 | 3380324 | 584990 


= - 7 | 
: * Glucose administered on both occasions. | | 


The average score of the men on the A version of the 


test is 90-89. The corresponding scores on the B 


version under each treatment are : 


Alcohol .. .- . 85-26 ‘Sodium aiytalt.: 86-22 p 
Caffeine .. pa 90-01 | Innocuous -. 8931 f 


The score obtained when caffeine is administered is 
slightly, but:not significantly, better than when no drug 
is given. Alcohol and. sodium amytal both have a 
significantly adverse effect; sodium amytal slightly, 
but not significantly, less adverse than alcohol. 

Unit differences: in score correspond almost exactly 
with the units in the conventional IQ scale. A drop of 
3 to 4 points in IQ, such as is produced by the stated aces 


_ of sodium amytal or alcghol, is not of any serious con- 


sequence. Within any occupational. group, from tinker 
to apothecary! or ploughboy, far wider variations in 
IQ can be demonstrated. Even in very highly selected 
groups, variations of over 30 points are the rule. There- 
fore if under normal conditions a man’s intelligence is 
equal to the performance of a given duty, it will remain 
equal even after the stated doses of sodium amytal or 
alcohol have been administered. 

Further, verbal ‘intelligence, as measured by tests of 
the type used, plays a greater part in determining occu- 
pational efficiency generally than any other measurable 
psychological characteristic. These considerations lend 
generality to the conclusions which can be, drawn from 


t Since there are six sections to each test, there are six independent 


measures of the effect of the drug on each man’ 3 performance. 
(n) is the number of observations.. Each man’s score on tho 
A test is used to estimate his score on each section of the B 
test, and is therefore used six times. Six times the score on 

_ A ofeach man who received the same treatment is summed and 
listed in the second column (a). Similarly six times the sum 
of squares of scores on A is listed in the fourth column (a 2). 
The third column (b) gives the total score on every section of 
the B test of all the men in each group; and the square of each 
score on every section is summed and given in the sixth column 
(6?). The fifth column shows the sum obtained by multiplying 

- each man’s score on each section of the B test by his total score 
on the A test, and adding the sum of the Products for every 
member of the group. 


Slater, P 


the present experiment. It should be noted, however. 
that there are some occupations which call for quickness 
of neuromuscular codrdination and other specialised 
abilities not highly associated with intelligence, on which 


tthe drugs mentioned may have effects which cannot be 


predicted from the present observations. 

: Peet treat might be expected to vary in their sus- 
eptibility to the drugs, some being comparatively 
une, some adversely affected. Our observations 

do not confirm: this expectation. In point of fact, if 

we know a man’s score on the A test, and what effect 


-a given dose can generally be expected to produce, we 


can predict his score on the B test with slightly greater 
precision when he is given it than when he is not. In 
giving the drug we have in fact introduced one further 
controlled determinant into the situation : it is therefore 
reasonable to find that precision is, if anything, slightly 
increased.’ 

The experiment was planned so that if the drugs affected 
men’s performance on one section of the test more than 
another, the extent of such differences could be measured 
and their significance tested. The results show that the 
effects, such as they are, appear to be generalised ; no 
specific differances between sections are demonstrable. 

While it was difficult to detect from the patient’s 


behaviour during tests whether sodium amytal, caffeine 


or inert tablets were. being taken, the effects of even this 
small: dose of alcohol was obvious and deleterious. 
Patients who had alcohol were often euphoric, sleepy, 
noisy, sometimes inattentive and full of back-chat 
compared .with the control, caffeine and sodium amytal 
groups. ‘The contrast in behaviour of the sodium amytal 
group as opposed to the alcohol group was greater than 
had been expected. 
CONCLUSIONS » 


Sodium amytal in doses of gr. 1-3, which. had been 
found clinically to be a more efficient and less. toxic 
sedative thanalcohol,has no greater effectson intelligence 
scores than the approximate alcoholic equivalent of a 
double whisky. If prophylactic sedation is necessary 
clinically in times of acute stress small doses of sodium 
amytal are preferable to alcohol. 

1 We wish to thank Sister G. Oliver, SRN, for her help in this 
investigation. 
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THIS report is in two parts. The first deals with 465 
cases of flesh wounds treated in the second stage in a — 
general hospital, using penicillin in powder or solution. 
The second part gives the results in 128 cases of open 
fractures (other than fractures of the femur) treated by 


.similar methods. -` | - 


1. SOFT-TISSUE WOUNDS 2 

Three clinical wound states were noted. The first 
type, usually 48-96 hours old by air or sea evacuation, 
showed a clean wound with edges which were free and 
non-cedematous, while the base had a healthy “raw 
beef ” appearance. Cultures from these wounds were 
either sterile or grew Bact. coli or diphtheroids. The 
second type, 5-6 days old, had edges slightly adherent 
to the base and beginning to show cedema, the base 
having a ‘“‘ glazed ’’.greyish appearance. These wounds 
usually produced a scanty growth of Staphylococcus 
aureus (+) but on gentle swabbing of the exudate the 
bases -were found to be healthy. The third type was 
the obviously infected wound, with Staph. aureus + +-+, 
hemolytic streptococcus +, and reddened skin edge. .. 

In the absence of a large number of holding beds 
forward, there is no question of the superiority of air 
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evacuation for flesh wounds, ,Figures however cannot 
be produced to show any marked superiority in healing 
of the bacter lologically clean wound 2-3 days old over the 
wound 5 days old. : The difference lies rather in the fine 
points of their mobile linear scar, as compared with the 
broader, thickened, and slightly adherent scar of the 
older wound., — 

Important as these Sewsiderations are, by far the most 
important factor in the policy of two-stage operation is 
efficient primary excision. Our figures show that 
penicillin can overcome any slight delay in evacuation, 
with its consequent mildly infected wounds, but peni- 
cillin can be of little avail in a wound which has not been 
properly treated at the primary operation. 

A standard technique for the theatre should be used. 
We have employed penicillin ‘as a routine in all cages, 
- either by spraying the wound with calcium penicillin and 
sulphathiazole powder (2500 units per gramme) ; or by 


TABLE I—RESULTS IN RELATION TO BACTERIOSTATIO USED AT 
i l PRIMARY OPERATION 


‘No. completely 


Bacte riostatic at No of Percentage 
primary | Sacha wound healing healed in 14 
operation | at 10 days days 
a ae a 
Penicillin 167 | 90 128 (832%) 
Sulphonamide 197 | 89 | 158 (82%) 
None 70 | . 63 35 (50° 0) 


_ Not recorded o R 


l 


è Includes 11 excised wounds unfit for suture, because of sepsis. 


instillation of a solution of sodium penicillin, 500 units 
per c.cm. in normal saline (3 c.cm. twice daily for 5 days) ; 


or in a few cases of multiple wounds by a short parenteral. 


course of sodium penicillin (200,000-—300 000 units), either 
alone or combined with instillation. 


RESULTS 


In all the 465 cases the wounds had been excised in the 


forward area and had been treated locally at the time of 
excision with either penicillin powder or sulphonamide 
powder, or deliberately given no local chemotherapy. 
The average: time between wounding and primary 
excision was 17 hours. The average time between 
primary excision and suture was 6-5 days. The estimated 


TABLE II—RESULTS IN RELATION TO TIME OF OPERATIONS *. 


ee v | Percent-' o: 9 Percent- . 
e | Bacterio-| 3 age |No.com-] & | 3 age  |No. com- 
Z2: static Ə | wound | pletely | 3| 5 wound | pletely 
& iatprimary| ‘ | healing | healed | = © | healing | healed 
© joperation| 5 at 10 in 14 | 5; 5 at 10 in 14 
| YA days days | Z, days days 
1 | Pentciin! 37| 94 |32(81%)| 3 | 47 | -s6 |37 (18%) 
| Sulphon- | 46| 87, 139(85%) 78 | 89 |60(77%) 
| amide | l 
i | 
` None | 13 | 70 | 9(69%) 17| 73 |11(65%) 
' Not |8 | 4 
| recorded | 
2 | Penicillin 38 | 91 |33(87%)} 4 | 45 {| 88 | 36(30%) 
| | : 
, Sulphon-| 33! 90 28 (84%) 40 | 91 | 31(30%) 
| amide i 
| None |21 | 62 | 9(43%)} | 19). 48 | 6(30%) 
| Not ' oy ie ; 10). we 
, Pecorded | | 1, S 


average K per cent. healing ’’ of all wounds was 83 at 10 


days; at 12 days 75% of the wounds were completely , 


healed. 

In table 1 the results are classified according to the 
chemotherapeutic agent used at primary operation. 
\ To assess how the interval between wounding and 
primary operation (interval A) and the interval between 
primary ay dana and suture (interval B) affect the 
results we have divided the wounds into four groups : 


' 1. Where interval A is under 12 hours and interval B up to 
5 days. 


\ 
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2, Where interval A is under 12 hours and interval B is 
5-10 days or over. . 

3. Where interval A is 12-24 hours or over and interval B l 
is up to 5 days. 


‘4, Where interval A is 12-24 hours: ‘or over and interval B 


_is 5-10 days or over. 


In practice most of the cases were extised’ within: 24 
hours and sutured before 10 days, the average times being 
as stated—17 hours and 6:5 days (table 11). 

The number of cases in these groups is too small to 
allow of a definite dgnclusion, but the results seem to 
show (1) that provided wounds’ are excised within 24 
hours and sutured within a week excellent results can be 
obtained ; and (2) that wounds. in which penicillin- 
sulphathiazole powder has been used at the primary 
operation differ little from those in which sulphonamide 
powder has been used. This finding has important 
bearing on surgery in tropical countries where penicillin 
could not be stored in the forward area at the correct 
temperature. 

No sutured wound had to be reopened’ for spreading 
infection and no case developed clostridial infection. 


. SUMMARY AND CONELUSIONS 


The results of 465 flesh wounds treated by ` the two- 
stage method are described. 
The two-stage method of suture with routine’ periicillin 

gives a high proportion of wounds healed in 14 days. 

Local insufflation of a sulphonamide powder or 
penicillin powder at the time of the primary operation 
improves results. 

There was little difference ‘between wounds treated at 
primary operation with sulphonamide powder and those. 
treated withia mixture of calcium: pena and sulpha- 
thiazole. 

a II. OPEN FRACTURES 


Extension of the two-stage procedure to the treatment 
of open fractures follows naturally, since these are but 
soft-tissue wounds complicated by bone damage. In 
the Gothic Line battle (September—October, 1944) we 
treated 128 open fractures brought from the fighting 
areas by air or sea convoy. No selection of cases was 
made, except that road accidents were excluded, and.so 
were fr actures of the femur, which were treated in special 
centres. 

Using penicillin parenterally, very large doses would 
be needed to obtain and maintain a high concentration 
at a fracture site. We believed that local administration 
was the logical mode of attack. When a missile passes 
through the soft tissues and fractures a bone, the wound 
contains blood-clot, bone chips, devitalised tissue, foreign 
bodies, and infecting: organisms—the so-called heema- 
toma. To remove this completely would necessitate a 

“ wound excision ’’ too radical to be justifiable. Our 
method was to instil sodium penicillin solution into the 
depths of the wound by means of tubes. 

The ‘introduction of tubes to the fracture site may be 
criticised as a potential source of infection, and there is 
also the risk that the tubes may leave sinuses after their 
withdrawal. But experience of their use in soft-tissue 
wounds led us to discount these dangers, and this 
confidence has been justified. | | 


TECHNIQUE OF TREATMEN T 


In 73 of the 128. cases the wounds were excised within 
12 hours of wounding, and in only 6 cases did 24 hours. 
elapse. With very few exceptions the wounds were well 
excised and efficiently immobilised. It cannot be too 


_ often repeated that without early efficient excision all 


No apparent difference was 
locally 


later treatment must fail. 
noted in the clinical state of the wounds treate 


with cra Fan pee and those treated with penicillin- 


sulphathiazole powder. All had oral sulphanilamide and 
most had been given blood or plasma transfusions. 

On an average the second operation was performed on 
the 6th day after wounding. Under ‘ Pentothal’ 
ansesthesia the plaster in. which they had travelled was 


cut away and the dressings were removed with forceps. 


A wound swab was then taken for bacteriological 
examination. The limb was well shaved and cleaned 


‘with spirit, and towels were placed. A finger was now 


gently inserted into the wound to determing the extent 
of the injury and to ensure that no loculations of exudate 
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were preset: 
was necessary. But if any foreign body was easily 
accessible it was removed, provided this did not entail a 
prolonged search. 


. The tubes for the instillation of the penicillin (diameter 


4 mm.) were introduced through a stab-incision about 
$-1 in. from the wound edge and guided to the fracture 
site. One to three tubes were used depending on the 
extent of the damage. 
3-inch wound one tube would be used ; a larger similar 
injury would have two or three. ost perforating in- 


juries had at least one tube for each wound. Each tube ` 


was fixed: in position by tying the long ends of a suture 
- placed in the stab-incision around, but not through, the 
tube. This enabled it to be removed in 5 days without 
disturbing the dressings. 

The technique then varied depending upon.whether or 
not complete suture was. possible. Where. complete 
closure could be performed: suture was proceeded with. 
No sutures were used for the muscular or fascial layers. 
The skin alone was approximated with interrupted 
stitches of silkworm-gut about $ in. apart. Much care 
was taken to ensure edge-to-edge apposition. We did 
not hesitate to undercut freely when required, but we did 


not attempt skin-slides or skin-grafting at the time of: . 


_ suture. Many of the wounds closed were mildly in- 


fected. We made every effort to obtain complete closure. 


in as many cases as possible, and this in some cases led to 
a fair degree of tension in the wound. This tension, 
provided it is not excessive, is not harmful where there is 
a good muscular layer between the skin and the bone. 
Where, as in tibial fractures with wounds along the sub- 
cutaneous surface, there is not this muscular layer, ten- 
sion is inadmissible—it will result in failure every time. 
Complete closure was not always practicable ; in some 


cases skin loss was too extensive; in others there was 


evidence of established infection. In these cases the 
wounds were partially sutured. We aimed to reduce the 
wound area to a minimum, and do'a skin-graft or com- 
plete suture ‘later. 
even partial suture was impossible. 

The wound was dressed, the fracture reduced if neces- 
sary, and a padded plaster- -of-paris cast applied. In 
applying the plaster a hole was left through which the 
. tube was brought. `The first injection of sodium peni- 
cillin solution was made. A sterile swab tied around the 
doubled end of the tube by coloured tape both seals off 
the tube and enables it to be easily identified for ward 
treatment. 

AFTER-TREATMENT 


Sodium penicillin solution (3 c.cm. of a solution 
containing 500 Oxford units per c.cm.) was injected twice 
daily into each tube for 5 days (total 15,000 units per 
tube). Before injecting the solution aspiration. through 
the tube of any collection of fluid exudate or pus was 
performed. Full aseptic precautions were observed. 
At the end of 5 days the tube was eased out of the plaster 
and the opening in the plaster was covered by a dressing. 
Each patient also received 300,000 units sodium penicillin 
by intramuscular injection (20, 000 units every 3 hours). 
This course commenced on the day of operation. 

On the 14th day the wounds were re-examined in the 
theatre, and the stitches removed. Where only partial 
suture had been carried out, it was sometimes possible to 
complete it either by suture or by skin-graft. A fresh 
plaster cast was then-applied and the position of the 
fragment was checked by radiography. 

No further inspection of the wound took place until the 
6th week. At this time our final assessment was made 
because disposal had then to be decided. Cases were 
classified in three groups: (1) those completely healed ; 
(2) those in which the: fracture was sealed off and a 
granulating wound was present; (3) those in which the 
tractie was still open, either widely or by a small sinus. 


RESULTS 


Of the 128 fractures treated, 96 (75%) were closed by 
the 6th week (table 1n).-- Of these, 82 (64%) were’ com- 
pletely closed with sound skin healing ; the remaining 14 
had healthy granulating wounds. In 32 cases (25%) 
there was still an open fracture. 
requires some elucidation, for the term ‘‘ open fracture ”’ 
is apt to imply widely open. In 9 cases no attempt to 
_suture could be made because of tissue Joss, and of the 


It was seldom that any ether precedure | 


In a penetrating injury with a- 


In a few cases of extreme skin loss, | 


to individual bones. 


This figure, however, | 


TABLE III—SUMMARY OF RESULTS (AT SIXTH WEEK) 


Cloged fractures Open fractures 


Method of |. 


No. of | T Ee ar ea 
treatment | cases | Skin | Granulating| Small | Widely 
l | à healed woun sinus open 
Complete | E T 
suture A s6 | 72> - E 2 
Partial pui | 
suture | 33° | 10 11 ; 3 
Suture i i 
impossible | 9 ak a a eh 9 
fe i 4 
! | ee a E 
Total .. : 128 | 82 14 18 3; 14 
io | 


l 


remaining 23 the wound had closed: down to a small sinus 
in 18 cases. In a large proportion of these healing could 
be expected in a few weeks. Of the remaining 5, one leg 
had to be amputated for clostridial infection ‘with © 
secondary hemorrhage. 

Table iv sets out the results of complete suture as they 
apply to individual bones. Of the 86 complete sutures 
performed 75 (87%) were closed fractures in 6 weeks. 


TABLE IV—RESULTS OF COMPLETE SUTURE 


| | Closed pact unce | Open fractures 


Bone canes Skin, | DA | Small Widely 

| mi woun d Sinus open 
Humerus . | 27 24 | ats : 3 i | a 
Tibia and fibula ae 19 11 | 2 j 4 | 2 
Fibula alone | 6 Gee. E a, vie 
‘Radiusand ulna `.. | 20 20 : Sg : oe | ei 
Scapula 6 Be apt se 1 | ; 

Tarsals and meta- ' | ; faa 

tarsals .. J 6 | 4&4 j ı Me a 
‘Patella... ..] 1 a y : w A 
Clavie .. 2... | 1 ce oa a >. sae 
Total .. | 86 : a a a | ‘2 


The failures occurred in situations where the bones 
were inadequately covered by soft tissue. Thus while 
the humerus, radius and/or ulna, fibula, and scapula 
fractures show results of 90-100%, the tibial and tarsal 
fractures give only 60-70%. 

Table v gives the results of partial suture as they apply 
It shows that even if complete 


TABLE V— RESULTS OF PARTIAL SUTURE 


‘Closed: Hractares s| Open fractures 


— 


Bone . Kases ‘Skin | Granu- Small | Moi 
i healed wound | Sinus | open y 

Humerus .. i 4 2 | 1 | © l pa 

Tibia and fibula .. | 13 3, 5 | 4 isa 
Fibula alone | 2 a. Fe 
Radius and ulna .. 6 28 ; 3 | wd 3 
` Tarsals and meta: | | 

tarsals oe 3 i 2 2 

` Scapula í 1 ae l | 1 7 

Total .. .. | 33 j lo | ab | 3., 


an 


. suture is not possible, partial suture should be attempted. 


Two out of every three will be closed in 6 weeks, and 
again complete failures will occur only where there is 
inadequate soft-tissue covering for the bone. 

Cases Unsuitable for Suturc.—There were 9 cases in this 
group, comprising 4 with clostridial myositis, and 5 with 
extensive tissue loss and severe infection. <All these cases 
were given the routine treatment. All were still open 
fractures at the 6th week, but 3 had closed by the 8th 
week after skin-grafting. 


i 


wy 
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Formation of Callus.—In a general hospital abroad it is 
not possible to keep all compound fractures to the stage 
of complete union.. Thus our conclusions are incomplete 
and based mainly on findings with respect to certain 
bones. _Table VI sets out the disposal of the various 
oaths at the 6th week with the extent of union then 
presen 


TABLE VI—DISPOSAL OF CASES (comprare OR PARTIAL SUTURE) 
| AT SIXTH WEEK ^ l 


7 To contales: Evacuated si long term ’ » 


Bone eass | Pith ene — 
os ‘union Poor callus 
Humerus 31 | 43 4t 
Tibia and fibula’ | 32 3* 13 
Radius and Jor f ' 
ulna.. = ..» 26 12 10? 
Scapula ee |7 5 | 
Tarsals and | | a 
metatarsals 13 4 8§ 
Patella. ae at 
Glavice  ..|° 1. 1 
Fibula . Li 8 4 e 
-Total | 119 43 35il 
f 
* Incomplete fractures. l t2 with marked bone loss. t6 with 


marke ii 11 with bone loss. 


It will be seen that of all the fractures closed either com- 
pletely ‘or partially, a third could be discharged to 
convalescent depot by the 6th week—a figure which 
compares favourably with any comparable series. Good 
callus was present at the 6th week in 84 cases (70%). 

‘Results were most striking in fractures of the humerus. 
Of 31 cases 27 were discharged with the bone firmly 
united. Of these 13 were sent to the convalescent depot 
and 14 were evacuated “ long term ” because of nerve 
palsies or associated injuries. 
of the radius and ulna, 16 had firm union in 6 weeks. 
We are therefore of opinion that except where there was 
much bone loss, union was as rapid in our series as if the 
fractures had been closed accidental injuries. 

Early Return of Function.—To obtain a united com- 
pound fracture is one thing ; to obtain union and keep 
adjacent joints in function is another. Under penicilin 
, therapy few patients have pain of any severity, and from 
the first they move freely in bed, and maintain good 
muscle tone. All our cases had supervised active move- 


bone loss. § 3 with bone loss. 


ments from the beginning of treatment, both individually ~ 


and by “mass” ward exercises, 5 minutes every hour, 
controlled by -a whistle. On discarding the external 
splintage early recovery of full function was a noticeable 
feature. 

Bacteriology.— Wound swabs were taken from all cases 
as a routine. Sterile cultures were obtained in 41%. 
Non-pyogenic organisms were cultured in 40%—Bact. 
colt, Ps. pyocyanea, TL aaa &c.; Staph. aureus in 
5% and clostridia in 12%. 


‘SUMMARY AND CONCLUSIONS 


A consecutive series of 128 open battle- casualty 
fractures (excluding femurs) were treated by local appli- 
cation of penicillin supplemented by a short course of 
parenteral injections of the drug. Within 6 weeks of 
wounding 96 fractures (75%) were closed. 

When complete suture could be performed, 87 % were 
closed. in 6 weeks. 

Routine bacteriological seainination is unnecessary in 
assessing suitability for wound closure. Clinical judg- ` 
ment is sufficient. 

Local instillation of penicillin to the fracture site is the 
method of choice, being.both effective and economical. 

The transformation from open to closed fractures 
promotes early union and speedy return of function. 

‘We wish to express our thanks to Brigadier Harold 
Edwaxds, consulting surgeon; arHq, for permission to publish 
this paper ; to Colonel J. H. Ward, pDso, mc, for permission to 
quote from hospital records ; and to all the members of the 
surgical and nursing staff for their loyal coöperation, 


` was performed in this unit. 


Similarly, of 26 fractures - 


TREATMENT OF. BATTLE CASUALTIES 
: TWO-STAGE OPERATION 


‘A. C. TURNER, MB BELF., FRCSE 
LIEUT.-COLONEL RAMO- 


A. A. MURRAY, MB EDIN. Q. A.: FOWLER, M B CAMB. 
MAJOR RAMO CAPTAIN RAMC 


Tus contribution is from a forward géneral hospital 
acting as a casualty-clearing station in Italy last autumn. 
During the early phase of the battle cases were received . 
direct from the front, and the first stage of the operation 
- Later, as the battle moved 
forward, the first stage was performed at the more 
advanced units, and the cases: were evacuated to this 
hospital for the second stage. The observations, 
therefore, are based on the experience of both stages, 
with special reference to soft-tissue wounds. | 


‘ FIRST STAGE. 


In the two months selected for review 380 primary” 
wound excisions were performed. 


‘Among them there were 7 cases of gas- gangrene. In 6 

of these a heavy growth of clostridia was obtained on 
muscle culture (2 with presumptive Cl. welchtt), The 
Tth case was a clinical gas-gangrene of all compartments — 
_of the-lower limb; and: bacteriological examinatior! was not 
undertaken. Surgical excision of the affected muscles was. 
performed -in 4 cases: in the remainder, two or more 
muscular compartments of the limb were involved, and 
amputation was required. These cases were held, and ‘there 
were no deaths. 

The results of the first-stage operation as a whole cannot 

be given, for the cases were quickly evacuated to the 

base general hospitals. 


` 
`~ 


SECON D STAGE ` 


In the second phase of the battle, when our unit was 


acting as a base hospital, we operated on 175 cases in 
which the primary excision had already been performed 
by advanced surgical teams. A favourable time for the - 
second stage of the operation is between the 3rd and 5th- 
day after the primary excision. 

To obtain uniformity in assessment of results, ` the 
following standards have been laid down. A wound 
healed at the 10th day, with subsequent uneventful 
progress, is assessed at 100%. Thereafter 5% is deducted 
for each day a wound remains unhealed, and jf healing 
-is incomplete after 20 days, the second-stage operation 
is judged a failure. The table shows our results 
according to these criteria : i 


TABLE OF RESULTS OF DELAYED PRIMARY SUTURE 


. e ee } 
Wounds B n Failures oi Unobserv ed 
(95-50%) EN AN 
175 | 99 (63-4 ) | 42 (26-9%) |, 15 (9-6%) | awo 
- ANALYSIS OF FAILURES j 
Wounds | Type 1 Type 2 |: Type 3 | Total 
Failures 5 4 © 6 | 15 


ae eee 


Cases included in types 2 and 3 are generally, con- 
sidered ‘unfit for discharge before the 21st day, as this 

eriod is required for union of the deeper tissues. A 
‘total of 141 (90-4%) of cases were fit for discharge‘to 
pee or convalescent depot between the 21st and 28th — 

ays 

In 4 out of 7 cases of gas- gangrene delayed suture 
was attempted: 2 healed in 10 days, 1 was a partial 
success, and 1 a failure, while the Fomine 3 were 

- evacuated for definitive amputation. - | 


We wish to express our thanks to Brigadier H. c. Edwards 
and Colonel D. McVicker, mc, for permission to publish this 
communication; and to Majors W. H. Cummack, and A. F. W. 
Hall, and Captain J. M. Megaw for their inv aluable assistance 
in the work. To Captain Megaw we owe thanks for help 
in preparing our report. , 
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= ‘TREATMENT OF BATTLE CASUALTIES 
SECOND STAGE IN TWO-STAGE OPERATION 


H. J. B. ATKINS 
MCH, DM OXFD, FRCS 
‘LIEUT-COLONEL RAMO 


B. HOLDEN 


M B CAMB., FROS 
MAJOR RAMO . 


CAs£s reaching our base hospital, generally between -` 


the 2nd and the 7th day after wounding, have had the 
first stage of their operative treatment performed at a 
forward unit (casualty-clearing station, field dressing- 
station, or field ‚surgical unit). This treatment has 
consisted in control of ‘* shock,” arrest of hemorrhage, 
wound toilet with decompression, chemotherapy, and 
immobilisation of the part so far as practicable. Forward 
units have recently been using calcium penicillin (2000 
- units per gramme) in sulphathiazole powder (‘‘ penicillin 
powder ”) and this, together with the increasing experi- 
ence of the forward surgeons, has accounted for the fact 
that the overwhelming majority of patients in the 


Italian theatre of war reach the base feeling and looking 


well, and with clean wounds ready for suture. The 
members of our surgical division, most of whom: have 
had intimate experience in the handling of battle 
casualties from the beginning of the North African 
campaign, would like to express their admiration for 
the work done by their colleagues in forward areas 
inevitably ‘under adverse conditions. 

The second stage in the operative treatment consists 
in delayed primary suture, secondary suture, skin- 
grafting, or a combination of these., No wound is now 
allowed to ‘‘ granulate up and epithelialise over ’’: 
as soon as possible it is covered by skin. Modern methods 
of skin-grafting, and the use of penicillin, have allowed 
us to suture and to graft. wounds which would hitherto 


have ‘been left to heal spontaneously, and it is believed | 


that these new, techniques have cut. down the period of 
_ stay in hospital ; they have reduced morbidity, and they 
have practically abolished ‘‘ chronic sepsis ”’ as a major 
surgical and administrative problem. Where complete 
suture has not been possible, through lack of skin, or 
, because it would leave a dead space unobliterated in the 
depths (“ tentage ’’), the wound has been subjected to 
partial suture and subsequent ‘skin-grafting. This 
difficulty is often encountered in the region of the 
F e aa and anterior superior spines of the 
pelvis. —. | \ 

_ During the quarter under review (July to September, 
1944) these procedures were undertaken at different 
times. That is, the wound was sutured as far as possible 
_ at the first operation and grafting was performed later 
when the granulations covering the remainder of the 
wound were clean. Such cases have been reported in 
this series twice, once as sutures and again as grafts. 
- With increasing confidence we have come to graft raw 


surfaces much earlier, and now, in most of the cases — 


treated by both partial suture and skin-grafting, the two 
procedures are done at the same time. A series of cases 
` covering the succeeding quarter would therefore have 
to aaa as a special category, cases of ‘‘ suture plus 
graft.” `, 

Owing to the large number of cases dealt with, the 
bacteriology of the wounds has not (until recently) been 
systematically investigated, and indications and contra- 
indications for the three main categories of treatment 
have been based on clinical features only. In analysing 
- our results we have taken the quarter, July to September, 
as typical of the work the hospital is called upon to 
perform, and it is a period during which established and 
almost identical. methods were being used by all the 
surgeons concerned. | : a 


DELAYED PRIMARY SUTURE 


- This method, which is here defined as the suture of 
wounds between the 2nd and 8th day after they have 
been sustained; is the treatment of choice and is practised 
in every case unless contra-indicated. The contra- 
indications to delayed primary suture are (1) insufficient 
skin and (2) ‘anaerobic interstitial cellulitis or gas 
gangrene: other forms of sepsis are not considered 
contra-indications. With the help of penicillin, either 
in powder form or in solution, the vast majority of wounds 


/ 


which have been treated according to established princi- 
ples can be sutured after 72 hours. Ifthereis any doubt, 
then it is worth suturing the wound,'‘as no case in our 
series which has been sutured has suffered from that 
step and the worst that can happen is that the suture 
is a failure. | 

The best time for delayed primary suture is on the 
3rd. or 4th day after wounding. Every day after the 
4th, suture becomes less easy. | Oo abe 5! 

When the wound isshallow, simple and regular, penicillin 
powder is insufflated over the surface and the skin is 
sutured with silkworm gut or‘ Nylon’ (no. N4). Tension - 
is not.a serious danger to the integrity of the suture line : 
if the wound can be drawn together without jeopardy 
to the blood-supply of the limb as a whole, it should be 
sutured... 

When the wound is deep and complex, penicillin 
solution (500 units per c.cm.) has been used instead of 
powder. Depending on the size of the wound, one or 
more rubber tubes (2-3 mm. in internal diameter) are 


‘introduced into the wound through conveniently placed 


stab-holes, not less than 2 cm. from the wound edge, 
and the inner ends of the tubes are adjusted so that the 
penicillin solution when injected can reach all parts of 
the wound. Asa routine 5 c.cm. of penicillin solution is - 
injected through each tube at the conclusion of the 
operation and the tube is then occluded by kinking it 
over gauze and strapping it to the part. ‘Twice a day 
for the next 5 days the tube is exposed and discharges 
are aspirated by means of a syringe. When the wound 
has been sucked dry, 5 c.cm. of penicillin solution is 
introduced into each tube by means of a fresh syringe. 
On the 6th day no solution is run in, but aspiration of 
the wound may be carried out, and on the 7th day 
the wound is dressed and the penicillin tubes are 
removed. 

The volume of penicillin solution must be small 
enough not to flood the suture line. Accordingly the 
strength has recently been doubled (1000 units per 
c.cm.) and the volume of each instillation halved. In 
the series under review, however, the weaker solution 
was used. ` . Eo l 

In assessing our rèsults we have taken ‘“‘ success ” to 
mean that the wound was healed completely by the 
10th day, when the second dressing is done, and that it 
remained healed. The term -‘‘ partial success” is 
applied to any wound which is not completely healed 
within 10 days, but in which more than half the length 
is healed and stays healed after 10 days. Where less 
than half the length of the wound is healed after 10 days 
the result is classed as a ‘‘ failure,’? but many such 
failures have been benefited, and in no case has harm 


followed the operation. | 


Using these standards our results for delayed primary 
suture in July-September, 1944, are: _ 


Partial successes . .. 127 


Cases .. © a. 6605 
(no deaths) Failures s -. 26 
Successes co . 512 f 


In addition 82 cases of open fracture were similarly 
treated, but in these the local treatment was supple- 
mented by a course of parenteral penicillin (480,000 
units)—a procedure now considered unnecessary in the 
majority of cases. When assessing results in fracture 
cases we have considered that the purpose of the suture 
is to convert an open into a closed fracture and that this 
has been done only if the’ wound is dry on the 10th day. 
Hence cases which would be listed in the soft-tissue 
serjes as partial successes are in this group included 
under failures, since itis assumed that healing of any part 
of the' wound by second intention renders union of the 
underlying fracture liable to the retarding influences 
of sépsis.. 

Our results in this series are : 

Cases of open fracture -- 82 . 
. | (no deaths) 
~ Successes (converted to a closed fracture in 10 days) 72 
Failures ++, 10 


The smaller proportion of failures in this series as com- 
pared with the soft-tissue series is probably accounted 


1 
va 


` wounds 658 were complete successes, 143 


A. 
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for by the more complete immobilisation which the 
underlying fracture requires. = ¢° | : 
SECONDARY SUTURE 
For the purpose of this paper secondary suture is 
defined as the suture of a wound after the 8th day. 
Penicillin powder and penicillin solution are used in 
secondary suture in the same way as in delayed primary 
suture, and the use of penicillin has tendered septic 
wounds amenable to treatment by this method which 
would formerly have been left to heal by slow spon- 
taneous epithelialisation. Where excision of the septic 
tissue would have to be so extensive as to leave dead 
space in the depths (tentage) or skin inadequacy on 
the surface, the wound may be partially sutured and the 
remainder grafted later. | , | 2 
ur. results for secondary suture during the same 
quarter were ;. F | : 
Cases - sis yg. aa .- 20 
. od (no deaths) 
.. 16 


f 


‘Partial successes .. 2 
. Failures zx sar. 2 
Successes TE h 


The 2 failures were due to inadequate hæmostasis after 
the wound had been excised, leading to hematoma 
formation and rupture of the hematoma through the 
incision with complete breakdown of the suture line. 


SKIN-GRAFTING 


Three types of graft have been used in our cases—the 
Thiersch graft, the pinch graft, and the patch graft. 
The last consists of an epithelial layer of the same 
thickness as a Thiersch graft, which is spread out on a 
piece of greasy paper (the paper used for separating 
pieces of tulle-gras has been found ideal). 

Our results during the quarter are : 


| : | Successes | Partial ailures 
Graft | Cases (morg than 30% of) sagoegees | (under 30% 
g byskinin1l0days)} covered) : 
Pinch ..` | 45 35 ó 5 
Patch % | 29 | 20° 7 l 2 
Thiersch | 8 3 2 | 1 


èe One case in this series died from Seprio failure due to another 


cause many weeks after his grafts had ealed. K 
S 


SUMMARY AND CONCLUSIONS 


1. During the quarter July to September, 1944, the 
surgical division of a base hospital performed; the second- 
stage operation on 847 wounds. 

2. These operations consisted in delayed primary 
suture, secondary suture, and skin-grafting. Among 
the cases treated by delayed primary suture were 82 


-open fractures. 


3. According to the standards adopted, of the 847. 

partial 

successes, and 46 failures., There was one death, fro 

a cause unrelated to the wound. aa 7 
4. Success depends on careful surgery, heemostasis, 

avoidance of ‘‘ tentage,’’ correct dosage of penicillin, 

application of firm pressure dressings, and adequate 


immobilisation after the operation. 


We wish to thank ‘Colonel C. H. K. Smith, OBE, mo, for 
permission to publish this paper, and Brigadier Harold 
Edwards for his encouragement and advice. Our thanks 
are also due to Lieut.-Colonel F. H. Bentley, Lieut.-Colonel 
J. R. Cameron, Major Guy Blackburn, MBE, Captain M. H. 
Wostenholm, Captain R. Welch, and Captain. J. H. Moir, 
who operated on some of the cases in the series quoted. Tho 
anesthetics were throughout -under the skilled supervision 
of Major H. D. K. Wright. Captains A. K. Bingham, J. A. 
Key, H. F. Lunn, G. A. Robinson, P. Story, and K. R. Todd, 
and Lieut. R. E. S. Turner, trainees in surgery or general 
duty officers working in the division, have been responsible 
for much of the practical and all the documentary work 
involved. A large contributory factor in any success achieved 
is the general excellence of the nursing care which these cases 
received. 


~ 


In surgically clean wounds the skin 
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i MAJORS RAMC i 
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IN an orthopædic centre working in Italy 64 cases of 
compound fracture of the femur were treated with | 
Most of them were 


intramuscular sodium penicillin. 
battle casualties and many were suffering from other 
injuries. 
wounding, splinted in Thòmas splints with encircling 
plaster. Almost always their wounds had been dealt 
with in forward surgical units by trimming, and removal 
of dead tissues and foreign matter; the wounds: had 
been left open under a dressing of sulphathiazole- 
penicillin powder or powdered sulphanil4mide and dry 
or paraffin gauze. Almost all the patients had been 
given antitetanic serum and'a short oral course of 


sulphanilamide; many had received gas-gangrene serum, _ 


and a large proportion had had transfusions of blood or 


plasma. “A few had had short courses (about 300,000 | 


units) of parenteral sodium penicillin. 
TREATMENT IN THE ORTHOPÆDIC CENTRE. 
Treatment of the wounds.—In the operating-theatre 
& wound swab was taken for bacteriological examination. 
The surrounding skin was washed with soap and water 
and reshaved, and the whole area, including the wound, 
was washed with saline. The wounds were then ‘‘ re- 
vised ” and if necessary reopened or completely excised. 
edges were undercut 
and sutured together, often under considerable tension, 
with interrupted silkworm-gut sutures, leaving an area 
about the size of a shilling unsutured to allow the escape 
of discharges. These clean wounds were never reopened 
by us; they were closed irrespective o§ the presence of 
metallic foreign bodies except in the'rare case of one 
retained between the bone- fragments. No counter- 
incision was made for dependent drainage and no drainage 
material was left in any clean wound. : 


A dry dressing was.applied and was rarely disturbed — 


for 21 days. The first dressing was then done and the 
sutures removed; further dressings were performed 
as infrequently as possible—say once weekly or once a 
month. ‘Wound swabs were taken at each dressing. 
In some of our cases the wounds were so large that’ 
delayed primary or secondary suture was impossible. ° 

In frankly purulent wounds, partial suture was per- 
formed and one or two fine rubber tubes were inserted 
for the local instillation of sodium penicillin solution 
(500 units per c.cm.). bo 


Dirty wounds smelling of gas, but without gangrene, 


had penicillin tubes inserted, and the fracture area was 
drained by a counterincision through the posterior 
compartment of the thigh, A small drain of dry 
gauze or paraffin gauze was left in the latter, and 3 c.cm. 
of sodium penicillin solution was instilled through each 
tube twice daily for 5 or 10 days. By this means the 
sodium penicillin was allowed to seep through the in- 
fected area for several days. The tubes and drain were 
then removed, and possibly the anterior wounds were 
loosely sutured. All these cases received parenteral 
sodium penicillin as well, and large répeated doses of 
gas-gangrene serum. Not one failed to respond. 

In the rare case of spreading infection or of established 
gas-gangrene, wide open ‘drainage of the thigh was 
established. v 5 7 

So good was the work of the forward surgeons in the 
Central Mediterranean Command that most wounds 
complicated by major fractures arriving at our centre 
were clean enough for prompt closure without resort 
to reopening or drainage. . | 

Treatment of the fractured femur.—The Thomas splint 
was used for most, with either skin traction or skeletal 
traction. Fractures in the hip region were treated 
chiefly in hip spicas ; Hamilton Russel traction was found 
very useful as a temporary measure in hip fractures with 
large dirty wounds—pending their ‘“‘ cleaning up.” No 
retardation in the rate of union followed the exhibition 
of sodium penicillin. 


They arrived in hospital up to 16 days after 


= a 


which measured 9 x 4 in. 


was necessarily slower. 
_ eminently successful when the skin was healed completely 


closure and sog@ium penicillin. 


-** failures ”’ 
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Sodiwn penicillin. —Our early cases received an intra- 
muscular 5-day course totalling 540,000 units. Latterly, 
as more penicillin became available, we gave a 10-day 
course as a routine. The first injection was given in the 
theatre at the end of the operation; thereafter the 
injections were repeated every three hours for the first 
3 days, and every four hours for the next 7 days. “Each 
injection consisted of 20,000 units in 2 c.cm. of distilled 
water and the total 10- “day course amounted to 1,320,000 


~ units. 


. RESULTS 


` Succéssful suture. =À case was regarded as successful 
if it was converted from an open to a closed fracture 
within a reasonable time.- Our assessment of reasonable 


time depended upon the size and site of the original . 
wounds and the possibility of closing them by suture,. 


For instance one patient Had one clean linear wound, 
8 in. in length, of the mid thigh which was sutured 
without difficulty; it healed in 18 days. Another, on 
the other hand, had two aearene dirty wounds, one of 
there was very extensive 
destruction of the buttock “muscles and -comminution 
of the great trochanter and femoral neck. It was not 
possible to close the large wound: completely and healing 
We regarded this case as 


in 91 days without any antecedent sepsis. 

Judged by these standards success was attained in 
47 (80%) of the 59 cases in which delayed primary, or 
secondary, suture was performed.. The average time 
of healing was 34 days. 


- Many of the successful cases had large wounds with 


considerable destruction of soft tissues and bone. Six 


of them still have one or more metallic bodies in situ. 


Three had large buttock wounds with comminution of 
the upper end of the femur. These compound fractures 
of the- hip with buttock wounds and gross muscle destruc- 
tion are the types of case above all others which demand 
With other forms of 
treatment, the usual sequel is prolonged suppuration 
and invalidism and even worse.. Of the successful 
cases, 11 had wounds and fractures involving the knees 
joint. 

Unsuccessful suture. —The 12 cases described as 
were failures only in that the open fractures 
were not converted into: closed ones in a reasonable 
time. Nevertheless, in the majority of them. progress 
seemed far better than if sodium penicillin had been 
withheld. Their general condition never gave cause 
for anxiety, no chronic septic state ever developed, 
and no amputation or death was recorded. 

No suture.—There were 5 cases treated with paren- 


_ teral sodium penicillin in which: it was impossible to 


suture the wounds, because of their size or gross infection. 


-Of these, 2 were successful and 3 were failures. 


l 


COMMENT 


' From the analysis of our 64 cases iti is not possible to 
arrive at dogmatic conclusions ; but the following points 
have impressed us : 

(1) Better results were obtained when the wounds 
were sutured than when they were left open. 

(2) The best results followed closure between the 6th 
and 10th day (inclusive) after wounding. Of the 21 
cases sutured before the 6th day, 7 (83%) were failures, 
Of 25 sutured between the 6th and 10th days, 2 o 
were failures. Of 10 sutured after the 10th day, 3 (30%) 
were failures. ` 

(3) The rate of healing improved when a 10-day 
course of penicillin (1, 320,000 units) was substituted for 
the 5-day course (540, 000 units). The average time of 


healing in the former was 27 days; with the shorter 


course it was 43. 

(4) Sodium penicillin treatment did not retard the 
rate of union of the fractures. 

(5) The presence of metallic foreign bodies did 
not appear to affect. materially the prcepecns of 
healing. 


Our thanks are due to Captain C. C. S. Pike, for his. 


painstaking bacteriological investigations and to Major 
A. B. Wayte for his ever-ready ARPS in his X-ray depart- 
ment, 
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DELAYED AND ' SECONDARY SUTURE OF 
WAR WOUNDS 


ser ee D: BHATIA, FRCS | 
MAJOR, INDIAN MEDICAL SERVICE. 


TuHIs paper is based on 404 wounds sutured during 
September and October, 1944, in Italy. Suture within 
10 days of ‘primary excision is described as delayed 
primary suture, while suture after 10 days is termed 
secondary suture. | 

Before operation the general condition of the patient 
needs review. He was allowed at least 24 hours’ rest 


_after admission to recover from the fatigue of journey. 


During this time blood examinations ‘were carried out 
and blood-transfusions given if necessary. A preopera- 


tive 24-hour course of sodium penicillin, 15,000 units 
‘\three-hourly by injection, was given to patients with 


‘multiple wounds or with compound fractures of large 
bones. No dressing of wounds was allowed in the wards 
and their first inspection was invariably done in the 
operating-theatre. 


RESULTS 


Delayed primary suture.—In this group 177 wounds 
were sutured. These are classified as (1) soft-tissue 
wounds, and = wounds communicating with compound 
fractures (table I). | 


TABLE I—RESULTS OF DELAYED PRINARY SUTURE 


a 


| 
' Completely 


7 ' No. | healed by Healed | Pang Healed 
Wounds "sutured Arst intention) 90-99% 50-89%) PS) ARA 
-0 
a R - i SS] 
Soft-tissue only | 114 | 109 7 Bt. es 
l ' | ' 
Communicating a : : 
with fractures | 63 | 57 2 | I 1 
a a a ETE 
Total. | 77, | KON = 5} 


Excision and secondar y suture.—In this group 227 
,wounds were sutured (table 11). 


TABLE II—RESULTS OF SECONDARY SUTURE . 


a oa 
Completely | 
2 ' No. healed by , Healed Healed | Healea 
Wounds sutured | first inten- | 90-99% 50-89% , | ere 
; tion (100%) | j: 
Soft tissue only | 137 112 | 6 | wt 3 
t i i 
Communicating: a 
- with compound | | 
fractures —. 90 73 | 4 8 , 3 
“Total. | 227 re 10 24! g 
ek “a (85: po > S oe ee Sree 
These wounds were all older than 10 days. Sbr: of 


them were infected and covered with unhealthy, anæmic 
granulations and with a varying amount of discharge. 


These wounds were treated with eusol dressings daily, 


until they presented a reddish raw appearance. 

When gross loss of skin prevented complete closure, 
partial suturing wag done and the residual wound was 
grafted later on. ‘In some cases advancing, sransporred, 
and rotation flaps were used. 

~ CHEMOTHER APY | S 

Sulphanilamide , proflavine-sulphathiazole, and calcium 
penicillin were used for local insufflation of superficial 
wounds before closure. The choice depended on their 
availability. Though no definite record was kept, there 
appeared to’ be little difference in theip effectiveness. 

Sodium penicillin locally.—In deep wounds where 
rubber tubes had been introduced, 3 c.cm. of sodium 
penicillin solution (500 units per c.cm.) was instilled into 
cach tube after aspiration, twice a day for 5 days: The 
tubes were left in situ for 2 days longer and aspirated 
daily. Bacteriological examination of the aspirated 
discharge usually showed absence of gram-positive 
organisms after the 3rd day. By the 7th day, in most 
cases, little or no discharge was obtained on aspiration. 


~ 
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In 2 cases of compound fracture of the femur, the tubes _ . 


were leftin for 9 days. -Though an appreciable amount of © 
gram-negative pus Was aspirated on the 9th day, the — 
tubes were removed then because it was felt that their 
prolonged presence might cause sinus formation. The 
wound of both these cases healed readily. 

Cases with multiple wounds and with compound 
fractures received parenteral penicillin, 15,000. units 
three-hourly, for a further 2-3 days. Blood- transfusion’ 
was repeated where ‘necessaty. Sutures were removed 
on the 10th day. The movements of the injured area 


were restricted for a few days longer,. according to the — 


size and depth of the wound, in order to allow firm 
healing of the deeper structures. 


COMMENT 


' The 3 days’ minimal delay between primary excision. 
and suturing is important for several reasons. It gives 
an interval between anxsthesias. It also gives a phase. 
of readjustment for the local circulation in.the traumat- 
- ised tissues, and a period of free drainage to the wounds. 

“Wounds several weeks Qld remain remarkably healthy | 
provided the primary excision is. thorough, provided 
drainage is adequate, and provided they escape meddle- 
some ‘ curiosity ”’ dressings and the still more meddle- 
some ‘‘ sympathy ` 2 dressings. 

There is no contra-indication to closure’ of wounds in 
communication ,with compound fractures, and the 
results of suturing these, are as satisfactory as those of 
soft-tissue wounds. 

Suture of wounds has reduced the average period. of 
stay in hospital. It minimises frequent painful dressings 
. and discomfort..to the patient. It also reduces the 
incidence -of chronic sepsis. The patients visibly 
improve ; they feel better, develop hearty appetites, and 
look cheerful. 


I wish to thank Lieut. Colonel M. Kirk Bryce, mms, for, his 
help and advice in the preparation of this report. 


; PRIMARY CLOSURE OF 
BATTLE WOUNDS- OF THE FACE 


Rex LAWRIE M D LOND., MRCP, FRCS 
7 CAPTAIN RAMC ; GRADED SURGEON ` _ 


A RECENT article on forward surgery contained the: 


E following passage : 


“ The chief justification for an advanced maxillo-facial 
team was for the fractured-jaw patient to have uniform 
early and adequate fixation—the dental surgeon’s business. 
Splitting. of the team as it was done sent forward also a 
surgeon with plastic training. , This was still more experi- 
mental and of doubtful value.” 


This paper is intended as a commentary on ‘that state- 
ment and provides some examples of a modern trend in 
the forward surgery of maxillo-facial battle wounds— __ 
their primary closure. It describes the work done in a 
` typical 8 weeks’ busy period by a light forward detach- 
ment from the main team,.consisting of graded surgeon 
and other-rank assistant, dental specialist, clerk orderly, 
mechanic; and anzsthetist. During this period the. 
detachment had one move. __ 

It was not until January, 1944, when a detachment. of 


the team established a forward base at Naples, that we ` 


had the opportunity of treating fresh battle casualties— 
often within a few hours of injury, thanks to a most 
efficient organisation for sorting and evacuation of cases. 
' It was at the height of the rush of casualties from the 
Anzio landings and the Garigliano battles that we 
embarked on a policy of early ‘closure of facial wounds 
that has increased in scope ever since. 


` TECHNIQUE OF EARLY CLOSURE 


If any facial wound is allowed to heal naturally, a scar 
will result, and it is commonly agreed that the only way 
to avoid scarring from facial wounds is to suture a vertic- 
- ally cut skin edge into exact edge apposition over. a bed of 
normal subcutaneous tissue, with perfect hemostasis, no 
tension, and no infection; then to remove the stitches in 
2 or 3 days. Fora satisfactory result, there must also 
be no distortion of the features. That is the basis of all 
scar corrections. B 


L Donald, C. Brit. med. J. 1944, I, 709. 
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A similar procedure can be used to close the wound at a 
primary operation. Under local. anzsthesia, a wound 
toilet is done, the skin edges are excised and undermined,. 
and hemostasis is secured by hot flavine- packs.. A 
subcutaneous tissue layer is then fashioned and closed 
with catgut, the skin is accurately sutured, and a pressure 
bandage is applied. : The amount of skin excised is no 
more than would be sacfificed were the wound left to heal 
and a formal scar correction done. The obvious differ- 
ence is the danger of infection, and it has been found 
that 48 hours from injury is near the upper limit of safety 
in the majority of- cases. Up to that limit, primary 
healing in 3 days máy be consistently achieved. ©The 
cosmetic standard is generally good, but not quite so 
good as that of cold scar corrections done under ideal ` 
conditions. 

In battle injuries, the nasal and buccopharyngeal | 
cavities, maxillary and frontal sinuses, mandible, hyoid, 
and zygoma are very commonly involved, and experience 
has shown that these too may be closed ‘with consistent 


. success, after a very careful toilet with removal of all . | 


loose bone fragments and tissues of uncertain vitality, 
remembering that any dead tissue left behind is almost — 
sure to suppurate. In cases of mandibular comminution 
involving tooth sockets, bone. suppuration is ‘common, 
and it is often wisé to drain the wound. 

Most of the cases here reported were operated on in a 
tented: theatre, without using gowns or gloves ; in any 
case many wounds involved the buccal or nasal cavities. 
In spite of this, sepsis has been conspicuously absent. ` 


TABLE ‘I—ANALYSIS OF 8 WEEKS’ WORK 
` Cases treated :- 379 (Jaw fractures 89). PeOLUrnes to duty 134. 
Operations done: 270.. | Ai 
Cases in which primary eee were done : 140. 


It will be seen from table 1 that over half the sy ations a 
‘done included primary wound closures.. 


TABLE H—ANALYSIS OF PRIMARY CLOSURES 
Total| Returned to duty . Evacuated 
11 after aver. 6 days, 8 


2 (infected) after 12 i 
days 


Death 
m 


1 


| 40° (20 jaws) 
53 after aver. Aesi 3 | 


3 (infected) aive 11 
days 


Minor alone 59 


© I8 (10 general 1 


Complicated} 19 
; . surgery) 


ee oy SS ol i 
poe .. | 140 | 
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- Table 1 i the results of these closures. In this ' 

table, a major closure is defined: as one involving a 
compound fracture or antral or buccopharyngeal cavities. 
“ The rest, however large or extensive, are classed as minor. 
For instance, one case in‘the series had 4 lacerations of 
his face, totalling a suture line 12.in. long ; another had a 
6 in. missile track involving parotid gland and pi of 
ear, with a 4 i in. suture line on his face. These were both 
fit for duty in 6 days. ‘‘ Complicated ” implies a com- 
plication which inevitably makes the case a long-term 
one for evacuation:to base. Multiple closures on the 
same patient are counted as one case. All cases were 
held until the ‘stitches were removed and the danger of 
immediate infective complications was past. They were 
then evacuated to the main section of the unit if there 
was no reasonable prospect of return to duty within a 
week. It will be seen that 60% of major and 95% of 
minor uncomplicated closures were returned to duty 
without evacuatiqn to base; and that in this series 64 
“battle casualties of the face, treated by primary closure, 
_ were returned to duty within a week. 


COMPLICATIONS 


There were 5 cases complicated by local infection, | 
all of which rapidly responded to treatment, and 2 deaths, — 
1 from bronchopneumonia and 1 from other i injuries. 

Of the discharged cases, 2 came back: 1 had a small 
abscess in .a.skin wound of eyebrow ; the other had pain 
and mild infection of the nose from which a l4 in. shell- 
fragment had been removed. He was evacuated to base. . 


N r 
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Figs. | and 2—On admission, 14 hours after injury. 


_ Among the cases evacuated to base there developed 
later : 1 parotid fistula, 1 subcutanedus hematoma which 
was aspirated and healed without further complication, 
1 case of mandibular sepsis, which required drainage 
but did not involve a sacrifice of the 2 in. facial suture 
line, and 3 cases of minor breakdown of facial suture 
lines. 
moisture of the suture lines. 


` ADVANTAGES AND LIMITATIONS 
The advantages of primary closure are: 
1. Quicker recovery.—Simple, uncomplicated soft-tissue 


wounds are able to return to duty as soon as the sutures are 
As is shown in table 11, the average | 


out, with minimal scar. 
stay in hospital is 4-3 days for minor closures, 6 days for major 
ones. Closure shortens the incapacity period from even the 
smallest wounds and the cosmetic result is better. ` 

2. Reduction of ward work.—Where complicating injuries 
make the patient a long-term case, primary soft-tissue closure 
is a great boon. No dressings are needed after the. first few 
days, and this is a help to the ward staffs and saves the patient 
much discomfort and suffering. 

3. Fewer complications.—In cases involving hone, successful 
closure prevents bone infection, with its chronic discharging 
sinuses, sequestrectomies, and acute inflammatory episodes. 
The stage of disfigurement which used to last weeks or months 

.is reduced to a matter of hours. 


The method is sometimes inapplicable to grossly — 


abraded wounds with much skin contusion in sites where 
skin can ill be spared. Mere skin loss is no contra- 
indication, as partial closures usually hold and split- 
skin grafts can be used to close the residual skin defect. 


opal ee. 
Fig. 5 5—On vF 13 hours after 
injury. . 
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A proportion also developed minor degrees of 


Fig. 6—Four days later. All sutures out, 
Wounds healed except for sites of drains. 
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Figs. 3 and 4—Four days later. Face healing without inflammation, 
Three quarters of the sutures removed. 


One other difficulty i is that it is often necessary to fit 


dental splints for jaw fixation within a day or two of the’ 


injury, and the manipulations involved endanger the 
newly healed suture lines. The risk of breakdown can be 
eliminated by a few large-bite, deep, stout ‘silk sutures 
embracing the,suture line, which are removed at the end 
of the operation. 

ANTRAL CLOSURES 


There were 13 primary closures of major antral wounds: 
In these cases there is generally a gross traumatic nasal 
antrostomy, and that makes it safe to close the skin 
over the antral defect. . The standard procedure, so far 
as any battle operation can be standardised, is to remove 
all fragmented bone and lacerated soft tissue that has no 


functional] importance or no chance of survival, to secure | 


antral hemostasis by very hot flavine packs, to. perform 
marginal skin excision and undermining, apply about 0-5 
gramme of penicillin-sulphathiazole powder, and close a 
deeper soft-tissue layer with 6/0 catgut and the skin with 
fine silk. A paraffin-gauze-flavine pressure dressing is then 
applied and the sutures removed on the 2nd and 3rd or 
4th day, after which dressings are usually omitted. All 


cases have a routine course of oral sulphathiazole, 1-0 g. . 


four-hourly for 4 days.’ | ae 


ROLE OF PENICILLIN 


In all the major closures and about half the minor 
closures in this series, penicillin-sulphathiazole powder, 
0-5-1-0 g., was smeared throughout the wound. A 
previous series of similar cases was done in January—April, 
1944, without penicillin.or other local chemotherapy and 
it was hoped that they would provide a control] series. 
However in some important respects 
they are not strictly comparable ; most of 
them were operated on much later and 
many were really secondary closures. 

The effect of penicillin is not immediately 
spectacular and cannot be statistically 
proved by these series of cases; but the 
following observations emerge from a 
study of the records: (1) Closures of antral 
and other compcund face wounds (e.g., 
gunshot wounds of mandible) can be done 
successfully with or without the use of 
penicillin. (2) Local penicillin definitely 
reduces the incidence of stitch infection 
and cellulitis of the face in the’ region of 
a major primary closure. (3) Thus the 
standard of the successes is raised ; but 
their proportion and the scope of major 
primary closures is not much affected. 


My thanks are due to the late Major P. W. 
Clarkson, RAMO, under whose direction this 
work was conceived and done; to the late 
Major T. H. H. Wilson, Army Dental Corps, 
for his coöperation and first-class dental work ; 
to Major G. K. T. Roche, namo, for his skill in 
anesthetising these difficult cases; and to the 
tireless willingness of the theatre-staff, Cpls 
Parker, RAMO, and May, aD Corps. 
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CONJUNCTIVAL . HH MORRHAGE 
AFTER .BISMUTH INJECTION . . a 
E. LIPMAN COHEN, MB CAMB. ae 
CAPTAIN RAMO, ‘GRADED DERMATOLOGIST ` E f 
_ PHYSICIAN TO THE WESTERN SKIN HOSPITAL, LONDON 


- Ir is uncommon for complications other than stoma- 
titis to follow. the-intramuscular injection of’ bismuth, 


though colitis, various skin eruptions, and emboli occur . 


rarely. A careful search has revealed only one published. 
case similar to the one to be described. — a | 
A single woman, aged 30, complained of a rash on the face 
and hands which she had had for six'weeks. Seven years 
previously she had an eruption which “looked like an ery- 
thema multiforme.” 
matogus on the bridge of her nose and on each cheek immedi- 
ately under the eyes; she had also a few lesions on the backs 
of her hands and fingers. She was put to bed and given an 
intramuscular injection of 1 c.cm. of: ° Bismostab.’ Tem 
days later the injection was repeated and six hours later she 
complained of bleeding inthe eyes.. She had a subcon- 


junctival hemorrhage into the upper nasal quadrant of each — 


eye. She was kept in bed without further treatment and the 
conjunctive were quite clear in two weeks. No further 


injections were given. __ ‘J 

Hemorrhage is not generally recognised as a complica- 
tion of bismuth treatment. Gori (1928) reported the 
' case of a woman of 35 whose diastolic blood-pressure 


.- was 180 mm. Hg. Her sputum was blood-tinged after 


her second injection of bismuth. A third injection a 
week later produced*a frank hremoptysis and another 
after a further fortnight was followed by a severe hemo- 


ptysis and hematemesis. She had no abnormal bleeding. | 


at any other time. Mienicki (1029) described a case of 
hemoptysis and stomatitis following three injections of 
bismuth. ‘Conjunctival engorgement following injections 


of bismuth has been described by Droéuet (1924), and 


by Nicolas and others (1934). Rebello (1935) reported 
a very interesting case in which & second injection of 


bismuth, two days after the first, was followed a day later - 


by bilateral conjunctival hemorrhages. These cleared 
in thirty days and another injection was given. The 
next day there was a recurrence of the. hemorrhage. 
There appears to be no satisfactory explanation of the 
bilateral conjunctival hemorrhage. ie ia 

- I have to thank Dr..J. Elder for this patient’s previo 
dermatological history and Captain (Miss) E. J. B. Orr, Ramo, 
for her help in the treatment. . ne 
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‘MEDICAL SOCIETY OF LONDON 


AT the meeting of the sooiety on April 23, with Dr.. 
ANTHONY FEILING, the presidént, in the chair, Mr. SAMP- 


SON HANDLEY read a paper on 


Deferment of Senescence | . & 
In an ageing community such as ours, he said, the pro- 
blem is of growing importance. “A successful solution 
would contribute to the happiness both of the aged and 
of the succeeding generation now responsible for their 
parents’ welfare. Sacrifices made on behalf of invalid 
arents are no doubt noble, but it would be better for 
both generations if they were unnecessary. If there are 
‘to be more old people in the community, the age of retire- 
ment should be placed higher than at present.. In the 
absence of disability it could probably be raised to 70 
instead of the present 60 or 65. In this country, with 
war ravages to repair, there will be no shortage of work 
for a generation, and if the aged can help so much the 
better both for them and their children. He pointed to 
the zest and-vigour of the Prime Minister at the age of 
70 as an inspiration. j , 
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, down to grow old. | 
their dorsal kyphosis and inability to flex and. extend the 


She had typical patches of lupus erythe- ` 
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Many people in mi dle age, he said, deliberately sit 
hey can usually be recognised by 


spine to its full extent. It is important, he believes, to 
put every joint in the body, and especially those. of.the 
spine, through the full range of movement daily. Three’ 
minutes of spine bending and twisting on rising not only 
helps to maintain the nutrition of the spine and its joints, 
but lessens the risk of infective or rheumatic changes in 
it, and massages all the important viscera in front of it, — 
preventing stagnation of their tissue-fluids. The testicle 
and ovary are rudimentary in childhood, when growth is 
most active, and cannot therefore be of the first import- 
ance in controlling metabolism. The signs of old age, he 
suggested, are largely those of failing thyroid function, | 
and the thyroid in old people is often impalpable. 


Crile showed that animals living in cold climates have 


much heavier thyroids in proportion to their body-weight - 
than-comparable animals living in the tropics. In Great 
Britain mortality is greatest in the end-of-the-winter 
uarter (January to March), and the same holds for New 
ealand where the mortality is highest in the July- 
September quarter. Thyfoid inadequacy in-.the face of 
cold weather is the probable explanation. In England, 
January is the most fatal month for those with heart 
disease or respiratory infections. Hé was sure that most 
old people in winter would be the better for a grains 2 
tablet of thyroid substance weekly. Heart disease, cancer, : 
and apoplexy are'the three main causes of death in old 
age, accounting between them for about half the total | 
deaths. While the general death-rate has slightly fallen 
in the last ten years, deaths from these three have. 
increased, and deaths from senile heart disease have 7 
risen by nearly 50%—an increase greater than can 
be accounted for by the rise in average age of the 
population. Within living memory curative and pre- 
ventive medicine have lengthened human life by ten 
years, and the limit has probably not yet been reached.’ 
Osler believed’ that endocarditis, whether simple, or 
malignant, is nearly always an accident in the course of 
an infective process—a view which. necessarily ‘implies — 
the existence of a previous symptomless septicemia. 
According to Osler endocardial vegetations are initially 
clots containing organisms, usually streptococci, pneumo- 
cocci, staphylococci, or gonococci, in that order of fre- 
quency. Cerebral embolism in 89% of cases is secondary 
to a heart lesion, and therefore closely associated with . 
infection and thrombosis ; cerebral thrombosis is prob-» 
ably due to a previous latent septicsemia. As to cancer, 
Mr. Handley said he had been able to demonstrate 
chronic 'lymphangitis in precancerous areas, leading. to 
thrombosis and’ blocking. of lymphatics. He thinks. it 
likely that the vascular. or lymphatic. thrombosis which 
causes more than half the deaths in old age is‘due to a 
single cause—not to the wearing out of the bodily 
machinery, but to the staphylococcus, the common 
organism of thrombosis. Papillomata are due to block- 


. ing of the central lymphatics of the group of papillz con- 


cerned, and in many papillomata staphylococci are 
present. Thus any papilloma, he considers, is a potential 
cancer, just as any acorn is a potential oak. His recipe ` 
for a green old age is to maintain bodily and mental 


activity: at a reasonably reduced level, take a gr. 2 tablet 


of thyroid substance weekly, and maintain stir ed 
coccal resistance by a monthly injection of minims 5 of 
weak ‘ Staph. Vaccord’ beginning at the age of 60—a 
treatment free’ from risk, which could be tried out 
experimentally. ` ane 

Dr. S. L. Stimpson felt that so much of Mr. 
Handley’s view was unacceptable to conventional medi- 
cine that most of it must be correct. He thought it 
improbable, however, that thyroid deficiency was the basis _ 
of the endocrine or other changes of old age. Although 
the dose of thyroid suggested was small, and perhaps not 
likely to do harm; the high incidence of heart disease in 
old age must be borne in mind. Thyroidectomy has been 
used successfully in cases of angina and myocardial 


insufficiency, which suggests, he thinks, that if thyroid is 


given it may cause either myocardial or anginal symp- 
toms to recur. ma -E 

Dr. HoPE GOSSE contested Mr. Handley’s statistics. 
In his view cardiovascular - degeneration is a law of 
nature. Even if penicillin robs infections such as pneu- 
monia of their importance as causes of death in old age, 


for retirement. 
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_ cardiovascular degeneration of unknown etiology will. ances of metabolism ` rather than anatomical types of © 
-= continue to operate. —Sir Henry TIDY suggested that . degeneration, and in the section dealing with special 


Mr. Handley’s figures reflected no real increase in these 
causes of death, but—certainly in the case of cancer— 
merely the increasing age of the population. He re- 
marked that a man is said to arrive at his highest intellec- 
tual ability at 37—the age at ‘which Shakespeare wrote 
Hamlet—and to hold it until the age of 50, the ideal age 
At 50 it is possible to take up some new 
interest—a much more difficult task in the sixties. 

Sir JAMES WALTON doubted whether operations for 
rejuvenescence were justifiable. What is the use of 
. keeping people alive, he asked, if they only live on in 
misery ? However, he thinks there is no real need for 

older people to lose their intellect or bodily strength : 
by using their will power they can keep mind and muscle 
in good shape. ‘‘-God forbid,” he ended piously, ‘‘ that 
I should ever have anything to do with any of these 
endocrines ! ”—Dr. W. G. OAKLEY challenged him at 
once: if diabetic, would he really refuse insulin ? In 
diabetes, Dr. Oakley pointed out, deaths from cardio- 
vascular disease at an early age were at one time ex- 
tremely common, but now coronary thrombosis in young 
diabetics has almost disappeared. This, he felt, suggests 
that cardiovascular degeneration is not an inevitable 
event about which nothing can be done. 

Mr. DICKSON WRIGHT mentioned many instances of 
‘extreme mental vigour’ in old age, 'particularly, as it 
happened, among Dublin doctors.—The PRESIDENT 
remarked that those who failed to maintain their 
activity in age by force.of will-power might console 
themselves with Browning’s line : ‘“ Grow old along with — 
me! The best is yet to be.” 
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Small ‘Community Hospitals 


‘Henry J. SOUTHMAYD, director of the division of rural 
hospitals of the Commonwealth Fund; GEDDES SMITH, 
tie. 6d.) of the fund. (Oxford University Press. Pp. 182. 
lls. 6d Oa 


THE Common Tenth Fund of America has, since 1927, 
helped in the planning and opening of 13 small hospitals, 
of about 50 beds each, staffed by general practitioners, to 
serve rural] areas. This book, which we mentioned in a 
leading article on May. 12, sets out what has been learnt 


' from the experience. 


In Great Britaiy there are few places where an area of 
- 50 miles’ radius could be served by a hospital of 50 beds, 
and American conditions and practices differ from ours 
‘in a number of other ways. But the question how 
general practitioners: should work together, how they 
should be related: to hospitals, and whether health 
centres should have beds or not, and what part small 
' hospitals are to play in the future health service—all these 
are very much with us. The personal relationship between 
doctors, on which so much else depends, is well and | 
frankly discussed, particularly in a chapter entitled the 
- Medical Team, w which has an application wider than the 
50-bedded hospital. It becomes clear, in fact, that 
difficulties of coöperation between doctors are much the 
‘same whether in urban or rural areas, in America or 
England. It is perhaps easier by way of introduction 
to contemplate dispassionately the problem 2000 miles 
away than the one on one’s own doorstep. 

The discussion of organisation, finance, building, and 
. equipment is realistic and stimulating, and aims at a high 
standard. How many of us planning a hospital of 50 
beds in this country: would dare to propose the appoint- 
` ment of a ‘‘ record librarian ” (as opposed to a “ girl to` 
- do the medical notes ’’) and insist on her having been 
trained for the job ? ‘‘ A good record librarian may do 
more to raise the level of medical care than a new 
operating room.”’ 


A Textbook of Pathology 


R. A. Moore, professor of pathology, Washington 
University, Saint Louis. ' (Saunders. Pp. 1338. 


Tms book has much to commend it. The student is 
treated as an intelligent adult, and maps. photographs 
of patients, and X-ray photographs are well chosen to 
widen his knowledge. Arrangement follows disturb - 


the reticulo-endothelial cells. 


«radiation, and high-frequency currents. 


60s.) ` 


pathology diseases with similar causes have been classed 
together. Bacterial infections are grouped according 
to the sources and the portal of entry of the various 
organisms. ‘The book includes chapters on diseases 
of the teeth, those caused by radiant energy, and injuries . 
produced by miscellaneous invertebrates and vertebrates. 

‘Subjects ‘of. such. topical interest as epidemic kerato- 


_ conjunctivitis, alloxan diabetes, the Rh. actor, and blast 


injury are also included. There are a few inaccuracies 
and perhaps some subjects are unduly simplified ; but. 
in the main the writing is clear, and the information 
accurate. 


`“ 
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The Reticulo- Endothelial System in Sulfonamide 


Activity 


É. T. MAHER, PH ID, assistant oo of pharmacology i 
and pharmacognosy, University of Illinois. (University. 
of Illinois Press. , Pp. 232. $2.50.) . 


THIs monograph was begun in 1938 and ‘was presented 
in 1941 as a dissertation for the degree of doctor of 
philosophy in the University of Illinois. It is a pity 
that publication has been delayed so long, since in such 
a rapidly developing subject particular series of experi- 
ments quickly’ become obsolete. Clinical response to 
sulphonamide therapy depends on the defence mechan- 
isms of the host as well as on the bacteriostatic action of 
the drug, but before 1941 the contribution of the host 
had been rather overlooked. The normal defence 
mechanisms of laboratory animals cannot cope with the 
infections usually employed in studies of sulphonamides ; ; 
and the bacteriostatic action of sulphonamides in vitro 
is only moderate. Professor Maher therefore felt that 
the effect of sulphonamides in laboratory animals was 
too dramatic to be merely the sum of these two factors. 
In normal rabbits receiving sulphanilamide, 75-90% of 


‘the drug present in the blood and urine was found to 


be in the conjugated form ; in man, the maximum pro- 
portion conjugated “is about 70%. If the reticulo- 
endothelial system is blockaded by thorotrast, . the — 
proportion of sylphanilamide. conjugated is greatly . 
depressed.’ This suggests that much of the conjugation 
(possibly acetylation) of sulphanilamide takes place in 
Rabbits ‘are normally 
susceptible to infection by certain strains of Staphylo- 
coccus aureus, but can be protected by sulphathiazole. 
In rabbits with reticulo- endothelial blockade, this- 
protection by sulphathiazole is absent; so the thera- 
peutic effect of sulphonamides in vivo depends largely 
on an intact reticulo-endothelial system. The force 
of this demonstration, however, is weakened by the fact 
that rabbits with the reticulo-endothelial system block- 
aded are more susceptible to staphylococcal infections 
than ordinary rabbits are. Professor Maher emphasises 
the need for careful design of. experiments on RES 
blockade and for caution in interpretation, but his 
thesis and results might have been made ‘known to the 
medical and scientific world more economicely, in a 
paper to one of the scientific journals. 


Technic of Electrotherapy and its coe and 


Physiological Basis 


, STAFFORD L. OSBORNE, PHD, dasietant professor of 
physical therapy North Western University ; HAROLD 
J. HOLMQUEST, BS, lecturer in applied physics in the 
University. (Bailliére. Pp. 780. 41s.) | 


THe material in this textbook is. presented, during 
their course of physiotherapy, to the physicians, medical 
students, and technicians at North Western University ` 
medical school, Chicago, and aims to: provide a sound 
physical and physiological background for the technique 
and application of electrotherapy.. It is divided into ' 
four parts, dealing with the effects and.technical applica- 
tion of direct current, electrical muscle stimulation. 
One a physio- 
logist and the other a physicist, the authors present the - 
electrotherapeutic aspects of physical medicine thor- 
oughly, accurately, and in a scientific manner. They 
insist on the need for correct ahd detailed prescriptions. 
The book should serve as a good textbook for those 
studving for the new diploma of physical medicine. and 
should also be a useful reference book later. 
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~ Return to Civil Life 
Tax returned fighting man, especially if disabled by 
his wounds, has always been an awkward character to 
fit into the civil pattern. WILLARD WALLER! reminds 


us of the obscure frustrations whioh cause such a man. 


to see his home and country with anger and disillusion. 
Through his years of fighting, he has had to sub- 


ordinate his natural aggression to the discipline of his 


. Service, and though he may have been able to discharge 

some of this repressed pugnacity on the enemy he 
_ still has- plenty to spare for those who have escaped the 

hardships he has borne. Somebody or something, he 
feels, must be responsible for the mud and the blood, 
the death and the hunger. Whatever it is, he is ready 
to hate it, and his anger can surge up in a moment, 
destroying his judgment. 
hate. 


dangers, they have the less regard for his. In any 
case they are apt to fuss about nothing, he thinks, 
remembering men who held their tongues about 
disasters. Worst of all, he sees those who have stayed 
in safety advancing successfully in their callings, while 
he'may have difficulty in finding work.. If he is dis- 
abled his resentment may go even deeper ; do what he 
will, he cannot escape some feeling of inferiority, for 
which he compensates by various devices.? 
show resignation, depression, anxiety, defiance; or a 
protective cheerfulness, Like other returned fighting 


men, and espécially those who have long been prisoners- ` 


of-war, he may be prone to aggressive outbursts on 
little or no provocation. To his family he may seem a 
changed man—touchy, dictatorial, suspicious of 
affront; quick-tempered to the point of cruelty yet 
intolerant ‘of retaliation, expecting steady affection 
yet seemingly bent on destroyimg it. 

These characteristics of the returned fighting’ man 
are nowadays classed—perhaps too glibly—as symp- 
toms, the outcome of his strenuous experience. Given 
time, patient and loving endurance from his family, 
and an opportunity to resume his place as a responsible 
wage-earner, he shakes them off; becomes able, as 
WALLER: puts it, to live again in a society where 
consent, not command, is the currency. This may be 
looked on either as the resolution of a mental illness, 
or as an orderly readjustment of values to a changed 
environment. 
of our Service correspondents,’ may fairly complain 
that he finds symptoms of mental imbalance in the 
civil population—that they show a pathological in- 
difference to the world at large, a morbid preocoupa- 
tion with the trivial. His adventures have been 
dreadful but enlarging : his family have often had the 
opposite experience—their normal interests have been 


narrowed, their opportunities for development whittled 


down, and like an invalid absorbed in the incidents of 


his sickroom, they are capable of feeling strongly about- 


1. ronn ou e The Dryden Press, 1944, : See Lancet, 
pr 
2. Wittkower, Pi Brit. med: J. ES 28, D. 587. 


. Lancet, March 31, p. 
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He seems to see much to. 
If they have been safe, the people at home: 
seem smug ; if they too have known hardships and 


He may 


‘The soldier himself, however, like one 
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a blown fuse or the disposal. of an old tin. Probably 

no-one is quite free of symptoms after a war. Both - 

the veteran and his family must learn afresh. to live 

together amoùg the nòrmal opportunities. of peàce. 
It is something that we now recognise this ay that 


' attempts are being made to help returned Service men 


and women to settle less painfully into civil life than 
their fathers did. The Fighting Services have planned 
pre-release training, and the Ministry of Labour and 
National Service have a scheme for placing men and 
women.in civilian occupations and for training those 


_ who need it. These schemes are set out in a book on 


release and resettlement which is being issued to 
every:-member of the Forces and are discussed in a 
pamphlet lately published: by the- Industrial Welfare 
Society.« The Army is offering a choice of courses, in 
technology, general science, home health and hobbies, 
man and society, commerce and the. professions, and 
arts and crafts; and besides this is setting up civil 
resettlement units: for returned prisoners-of-war.. 
These CRU camps will be scattered about the country 
in pleasant surroundings near towns, and;a. man who 
goes to one will naturally choose a camp near his 
home. Courses may run from four weeks to. three 
months, but a man may leave whenever he chooses. 
He will sleep in a sprung bed with sheets, breakfast at 
8 in a dining-room with small tables, and wear civilian 
clothes when not at work. The timetable will begin 
at 9 am and end at 5 pm, and he can choose: the 
classes he attends—visiting factory, technical school 
or training centre, handling tools in'a workshop, 
attending a discussion or an instructive film show, or 
taking part in physical exercises or optional games. 
There will be no parades except the pay parade, and 
he-can go home at weekends, or: sleep out if he lives 
near. The Royal Air Force provides courses in citizen- 
ship and social problems and handicrafts, as well as 
educational and technical courses; and the Royal 
Navy has vocational and educational courses. All 
three Services are arranging talks and discussions on` 
current affairs. 

A` Forces Preliminary Examination has been 
planned, of the standard of the School Certificate, 
for the benefit of those who hold no preliminary 


- general qualification for entering the professions, and 


various professional bodies have agreed to consider 
applications for post-war training from those who 
pass this examination.. The Ministry of Labour is 
setting up a resettlement advice service to help those 
who are at a loss when they return to civil life : offices 
will be established in all large towns, and the resettle- 
ment officers will be given special courses of: training 
before taking up their duties. Finally, the Ministry 
is providing training courses at resettlement centres 
not only for those in the Fighting Services,.but for all 
who have been prevented by war service from taking 
up a trade or who can no longer return to their previ- 
ous occupation and need to learn a new one. Training 
will cover a period up to a year in a training centre or 
technical college, or in the training schools of private 
firms, many of which are arranging to run courses 
under an approved ‘Government scheme. During 
training the man will be eligible for maintenance 
grants, and for marriage and family allowances. 

It is well that the emphasis should be laid on train- 
ing for a return to work. Experience both here and 


4. Plan for Reinstatement. Industrial Welfare Society, 14, Hobart 
Place, Westminster, London, SW1. Pp. 24. 1s. 


_whooping-cough.® 


: Te J. Hyg., Camb. 1945, 44, 15 
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in America 5 has shown that reinstatement in appro- 


priate and properly paid work is the best sedative for 
the unstable mood of the fighting man. STALKER ê in 


a Scottish study, found that of men boarded out of the 


Forces because of psychoneurosis, ;only 13% were 
unemployed six months after leaving the Services, as 


compared with 16:5% of men boarded out from all. 


causes. A group of 64 suffering from anxiety neurosis, 
psychopathic states, hysteria, schizophrenia, and other 
conditions, presented unusual difficulties ; yet nearly 
half of these were also successfully resettled in work. 


Bronchopneumonia in Infants 

In pre-war London at least a fifth of the children 
who died under 2 years ‘of age were certified as dying 
of bronchitis or pneumonia. Thus in the Jast three 
years before the war (1936-38) the annual death-rates 
for these children from all causes were 42°3, 36-4, and 
34:8 per 1000, while the rates from bronchitis and all 
forms of pneumonia were 9:2, 8-4, and 7-4. Death 
certification in infants is unreliable—plain bronchitis 
is hard to accept as a cause of death—and some of 
these children no doubt died because they were 
wrongly fed; nevertheless the figures must still 


reveal a serious loss of young lives from pulmonary, 


infections. Chemotherapy and other modern methods 
of treatment can reduce this loss of life, yet prevention 
must as usual be better than cure. But is it 
possible ? Some day specific prophylactic measures 
may be devised against the diverse micro-organisms 
responsible for the primary respiratory infections ; 
meanwhile we can seek out the environmental 
factors that predispose the infants to contract these 


illnesses and see whether they lend themselves to’ 


change. Such a study has been carried out in 


‘London by G. and H. Payiine Wericat.’ 


In the 28 Metropolitan boroughs there are: con- 
siderable and persistent differences in the mortality 
of infants from the causes which, for convenience, the 
WRIGHTS group together. as bronchopneumonia. 
They had first satisfied themselves that the great 
majority of the deaths were, in fact, likely to have 
been from.primary pneumonia and only a small pro- 


| portion secondary to unnotified measles, -whooping- 


cough, diphtheria, or influenza. Taking the 5 years 
1929-33, they find that'these differences in mortality 
are significantly associated with overcrowding, with 


the proportion of men employed in the lower-grade 


occupations, with the proportion of the population 
below the poverty line, and with the number of 
young children per family. The disease shows 
a closer ‘association with the social indices—low- 
grade employment and poverty—than the same 
observers found when they studied measles and 
They suggest that inadequate 
means for buying food, clothing, and fuel may there- 
fore be of greater consequence in causing deaths from 
bronchopneumonia than from these two acute specific 
fevers. This point is related to the striking associa- 
tion between deaths from bronchopneumonia and low 
external temperatures. The seasonal variation is 
remarkably constant year by year, affects the young 
as well as the old, and appears in the urban and rural 
areas surrounding London as well as in the central 
5. Andrews, J. N. Readjusting the Veteran. Industrial Hygiene 
Foundation, Pittsburgh, 1945 


De 
! , H. Brit. J. Phys. Med, indust. Hig. Jan.-Feb., 1945. 
Ceraikan ‘ Š. Ibid, 1942, 42, 451. 
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boroughs. The factors responsible for this variation, 
whatever they may be, are thus operating in much the 


same way on persons of very different ages and living 


under widely differing hygienic conditions. Corre- 
lating. weekly mortality with the mean temperature 


of the coldest day of the week, over the years 1923-39, 


the closest association is found between the death-rate 
and the temperature 12-14 days earlier; in both 
infants and elderly persons the deaths rise’ rapidly 
when the mean daily temperature for the coldest 
day falls below 40°F. Ignorance, too, a close 
associate of poverty, must play a large part in 
deciding the distribution.of infant deaths from pneu- 
monia, especially where starvation from bad feeding 
precedes the lung infection. - 
Thus there are two distinct aspects of the problem 
of bronchopneumonia in London infants—the social 
and environmental factors that lead to the pronounced 
differences between the boroughs, and the constant 
winter exacerbations recorded for the city as a whole. 
The former are difficult, if not impossible, to disen- 
tangle. Is the association with substandard housing 
due directly to the closer physical proximity of per- 
sons in overcrowded areas, or is overcrowding merely 


an index'of poverty and its accompaniments ? 


The WRricuHTs suspect that overcrowding contributes 
directly to the incidence by allowing greater oppor- 


tunities for the spread of the organisms ; but fatality, 


apart from incidence, might be appreciably affected 
by the poverty factors. Housing improvements 
alone would not solve the problem, since the mean 
mortality for the 28 boroughs in 1929-33 was 9:91 
per 1000, and if all the boroughs were brought up to 
the standard of the six best-housed ones it would fall 
only to 6-80. — ae ia 
The rather’ scanty observations available make 


. it improbable that the winter epidemics can, be 


entirely ascribed to a rise in the carrier-rates for the 
relevant organisms, either in the community generally 
or at the two extremes of life. There is still, less 
evidence of any seasonal variations in bacterial 
virulence, but seasonal changes in host susceptibility 


might take the form of a general deterioration in 


humoral and cellular immunological reactions or 


a failure of specific defence mechanisms at some 


portal of entry. The Wricuts point out that there 
is nO indication that low temperatures in the spring 
are associated with higher death-rates than the same 
temperatures in the autumn, which does not support 


the supposition that susceptibility increases during 
the winter because the body becomes deficient in pro- 


tective nutrient substances. They also note that-there 
is little, if any, seasonal variation in the mortality 
from—and thus presumably in the resistance offered 


to—acute staphylococcal and streptococcal infections | 


such as infective endocarditis, puerperal sepsis, 
carbuncle, and osteomyelitis. From autopsy studies 
A. B. RosHer® concluded that while the naso- 
pharyngeal carrier-raté of Pfeiffer’s bacillus remained 
fairly steady there was a tendency: in late winter ‘and 
early spring for the organisms to spread downwards 
into the lower respiratory tract. Similarly the 
Wriceuts favour the view that in winter adverse 
weather conditions, particularly in infants with their 
incompletely developed control of body temperature, 


_ 9. Rep. publ. Hlth med. Subj., Lond. 1939, no. 90. 


‘THE LANCET}: 
permit bacteria that are normal inhabitants of the 
nasopharynx to gain access to the smaller bronchi 
and bronchioles. They maintain that improved 
social conditions will certainly lower mortality, but 
that other steps should be taken to expedite that end. 
The most hopeful seem to be educative measures 
to ensure that infants are better protected against 
chilling and exposure, and full use of the effective 
means of treatment now, to our hand. 


Too Ill to go to Hospital 
Durinc the early years of the century the medical 
and nursing professions did much to break down the 
old prejudice against. going into. hospital. ‘‘ They 
get you in there to die ”?” . . . “ They experiment on 


. -you ’’—these old bogies were patiently and rightly 


laid, for in those days our nursing profession was 
fully manned and the finest in the world, and our 
doctors were not grossly overworked. We could 
truthfully say, then, “‘ You will be better cared for 
in hospital than you are at home. You will be sur- 
rounded by people who are out to get you well, and 
who are properly trained to do it.” If such state- 
ments are nowadays made with more reservations 
the reason may be that our standards have risen 
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extenuated.. If we undertake to give a patient 
proper care in hospital, and then subject: him to a 
succession of physical and psychological injuries— 
each small in itself perhaps, but, in the sum, damaging 
to both his peace of mind and his chances of recovery 
—then we are neither better nor worse than a. local 
authority which places a neglected child in a bad 
foster home. In dealing with the sick, as with 
neglected children, it is not enough to mean well. _ 
The deterioration of nursing care in some of our 
hospitals can partly be attributed to the demands of - 
war; we need more nurses than ever, and we have > 
fewer young women to draw them from. But it 
had begun before the war years, and springs, at least 


-in part, from complacency with things as they are. 


Having achieved a high level of responsibility in our 
best hospitals we should have been content with 
nothing less in any. Our rapidly growing nursing 
service should have been planned to attract, and keep; 
the best type of nurse. We have been willing to 
accept lower standards from time to time in the hope 


that the example of the best hospitals would pre- 


or that hospitals are not quite what they were. It is, 


perhaps significant that distrust is now encountered. 


chiefly among the educated and critical. Even 


sently raise the rest to their level. But hospitals 
are for the most part separate autonomies, pursuing © 
their own affairs, like single islands in an archipelago ; 
they have not enough opportunity to learn from each 


“other ; and when times got harder and nurses scarcer _ 


` each made its own compromises, some good, more. 


members of our own profession sometimes have 


qualms when a sick relative, especially a child, is 
advised to go to hospital. Are the advantages of 
hospital treatment, they ask themselves, certainly 
greater than the disadvantages of the hospital 
environment? © = 0^0 | | oo 

In our correspòndence columns this week Countess 
RUSSELL gives an examnple—unfortunately not unique 
. —of the kind of treatment we dread on behalf of our 
kin and friends. She was naturally unwilling to let 
her sick child leave her own care, but she was per- 
‘ gsuaded to do what she thought was for his good. 
From:the moment of his admission to a local cottage 
hospital the child, according to ordinary standards 
of home nursing, was neglected. He was left thirsty 
when he needed free fluids. His medicine was not 
ordered, and would not have been given if his mother 
had not given it herself. He was left without a nurse 
when he was delirious and getting out of bed. When 
his mother had been persuaded, against-her judgment, 
to leave him, he was not only frightened by a silly 
threat, but also, regardless of the most elementary 
principles of nursery psychology, deprived of the toy 
(to him a personage) which was his last link with the 
security of home. Of course it is easy to find explana- 
tions for all this mishandling. The doctors were 
not, at the outset, certain of the diagnosis, and they 
may have withheld treatment on principle: The 
hospital was almost certainly short of nurses ; being 
small,.it would probably not attract nurses of the 
highest quality ; and the nurse appointed to look 
after the child at night was perhaps young and 
inexperienced, and very likely overtired.. In times 
of great stress we are not always good judges of the 
behaviour of others, and it is possible that the staff 


of the hospital seemed careless and callous when in ` 


fact they were well-meaning but harassed. But to 
+ explain such failures is not to excuse them ; and in 
any case the purely physical neglect cannot be 


i 


bad. Short staffing means short tempers, and the . 
nurse who is giving extra service against her will 


' cannot feel normally, sympathetic towards - her. 


patients ; far less can she develop that keen percep- 
tion of his needs and desires which distinguishes the 


. good nurse.“ We cannot recover a right spirit in — 


our hospitals until. we have revived a right spirit 
throughout. the nursing profession. . 
= Doctors are equally in need of fresh inspiration. 
The days when a man could choose how much work 
‚he would do are gone, probably for ever. He has not 
the leisure, as in the good old days of LUKE FILDES, 
to sit-and gaze on the face of a sick child. But he 
should always have time and ‘imagination enough to 
put himself in the place of the child and its mother, 
and to ease the strain on them as far as he can. If 
anxious relatives are inclined to see offence where 
none is meant, there.is all the more reason to study 
not to offend them. To indulge a reputation for | 
‘a plain blunt manner cannot be jystified at a time 
when a mother fears for lier child’s life. Fatigue and 
hurry are the doctor’s enemies today : he can defeat 
them only if he is consciously and constantly on his 
guard against their guerrilla tactics. 
' Perhaps the most regrettable part of Countess 
RUSSELL’S story is the change in manner which she 
experienced when her name became known. Hospital 
patients sometimes complain that they ‘are treated 
casually or even rudely merely because they are poor ` 
and insignificant ; and it is disquieting to find their 
opinion supported in this instance from another . 
angle. The presence of the mother overnight in the 
hospital no doubt disconcerted the staff, and perhaps 
put them in the mood to think her a busybody ; but 
in fact she had the determination to do what every 


- 


a 


parent would prefer to do on such an occasion. The 


fault lies in the assumption that once a child is 
admitted to hospital he ceases to belong to his parents 
and becomes the property of the nursing staff. There 


N 
\ 
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are of course some mothers and some children. whom 
it is better tọ separate, when the child is ill, because 


the child is alarmed’ by- the mother’s visible anxiety 


or because he may suffer through friction between the 
mother and the nurse.. Sometimes, on the’ other 
hand, a child ill enough to need the special equipment 
of a hospital is not fit to bear the added strain of 
parting from his mother. To decide which is best 
for the child, like much else in medicine, calls for 
judgment and discrimination ; but the hospital’ 
should always be able to arrange for the mother to 
stay in comfort if she is needed, and the existing rule 
—only relaxed when the child is dangerously ill, or 
for the socially important and well- to-do—should 
become much more flexible. ~ 

It has been suggested that one-member of the staff, 
possibly from the almoner’s department; should be 
appointed as receptionist to look after relatives of 

` patients and to see that they ‘get food and rest while 
‘ they are waiting. This would have the merit. of 
_ turning nobody’s business into somebody’s business. 
It might be valuable for student nurses to share in 
_ this task for a time during training : they would gain 

such insight into human anxiety as would not easily 
“-be forgotten, Medical students might undertake 

the same duty with advantage, learning from it that 


wheat, sugar, and cotton? It would be well if they do 


80; ; but it-would be far from well if they do so on the basis 


A 


` expensive equipment, advancing methods in theatre ` 


and laboratory, and a growing understanding of 
disease cannot compensate the sick man or his family 
for the kindness, comfort, and attention which alone 
~ make serious illness bearable. FLORENCE NIGHTIN- 
' GALE knew that these must be given mainly by women 
who had a real interest in the care of the sick; and 
we might begin again exactly where she did, by 


attracting the right women to nursing and. allowing 


them to love their work. 
Annotations 


THE WORLD'S . FOOD 


WHEN the Hot Springs Conference dispersed some two 
years since, it took the precaution. of leaving behind it an 
interim commission whose business was to survive until a 
permanent Food and Agriculture Organisation emerged. 
The task of this commission, we are told, is near its close ; 
for the draft constitution of the new organisation, known 
as FAO, will soon have the assént of twenty nations 

which is required to bring it inte action. 

National sovereignty is to remain a feature of the post- 
war world : so it seems there can be no world government 
in this matter of feeding the world’s people ; and if there 
is a world conscience it will presumably have to be 
embodied, as it will in the matter of peace, in the pre- 
paredness of three or four great nations to make it work. 
One may liken the situation to a prospective game of 
cards. The tables, chairs, packs, and shaded lights are all 
before us ; and the rules of the game are susceptible of. 
any measure of refinement and elaboration we care to 
give them. -But how many of the players will parti- 
cipate, and for how long ? 

The designers of this constitution know what they are 
about. Clearly they discern that they are a part of the 
new world order and not its whole. There must be peace, 
and therefore: an organisation for the maintenance of 
peace ; there must be credits, and therefore an authority 
for the provision of credits on liberal terms. As far as 
food and farming are concerned, the nations must agree. : 
But to what ? “A little is indicated ; more is hinted or 
foreshadowed. Will the nations agree, for example, on 
a regulated and equitable price in the world markets for. 


of high cost and inefficient methods of farming and trans- 
port. Shall a backward country be granted credits for . 
the reorganisation of its agriculture ? -It is-‘reasonable to 
suggest ‘that in that case the advance should be condi- 
tional on thé acceptance of expert advice and direction. 
Shall we try to remove food surpluses from the producing 
areas before they have time to depress world prices 
against the farmer? If we do so, it is incumbent on us 
to find a market for them wherever there is need or 
hunger; and our ed course is that of marketing the 
surplus at the price the malnourished consumer can pay. 

But these are no more than the refinements to which 
the rules of this complicated game are susceptible. So 
far we have only the tables and the lights and the cards. - 
There lies implicit in the scheme the problem whether the 
protective foods should be made as freely available to the 
pregnant women of Ceylon or Burma as they are to those 
of South Wales. There is nothing to prevent us from 


‘transporting to Lincolnshire, fór the purposes of our 


national milk scheme, milk produced in the West Riding. 
Precisely then what are the problems of currency, of 
costs) of national sovereignty, of commercial morality, 
that prevent us from shipping dried milk from Canada 
for the benefit of pregnant women in Morocco? This 
surely is the core of the whole matter. Already in 
American writings one may see speculation on the possi- 
bility of a “food stamp plan ” of international dimen- 


sions ; and if that is in truth the trend of transatlantic 


thought, we may for the moment be content that the - 
world’s conscience should rest in American keeping. 


SURGERY OF THE PATENT DUCTUS 


A’SURGICAL approach to the treatment of patent ductus 
arteriosus was first suggested about forty years ago,} 
but it was not until 1939 that the first successful ligation 
of'an uninfected ductus yas ‘reported in America.? In 
England in the same year Tubbs? successfully closed 
an infected ductus. By 1943 Shapiro and Keys * could 
record 140 cases, with highly satisfactory results : of the 
107 non-infected cases, ligation had been completely 
successfyl in 81, and only 9 patients had died as a direct 
result of the operation ; the results in, the 33 infected 
cases were even more impressive—success had been 
attained in 20, with 5 ‘deaths from the operation. In 
this issue Sellors reports 10 further cases. of ligation” 
without complications ; ¢ cases were operated on because 


- of a superadded infective endarteritis, ‘and 3 because of 


heart-failure ; the remaining 3 patients showed signs of 
neither infection nor failure, but operation was under- 
taken to prevent such developments. Gilchrist ® has 
lately recorded 14 cases submitted to operation ; the 2 
patients with bacterial endarteritis both died, and there 
were 2 other deaths among the non-infected cases, one 
due to hemorrhage from a torn ductus and the other 
probably due to a deep-seated infection in the medi- 
astinum. The 10 remaining patients have been followed 
for periods up, to forty-five months after operation, and 
6 have been able to lead full active lives. Of the 4 cases 
in which the postoperative improvement was less definite 
it is noteworthy that in 3 only partial obliteration of the 
ductus was obtained. 

In selecting patiénts for- operation Gilchrist looks on 
the patient’s age and the degree of cardiac embarrass- 
ment as the two main factors. Where there is an in- 
fected patent ductus operation should be undertaken 
whatever the patient’s age, and.in deciding whether a 
bacterial endarteritis is, present Gilchrist describes a 
radiological picture that is practically pathognomonic— 
prominence of the pulmonary artery, progressive enlarge- 
1. Munro, J. C. Ann. Surg. 1907, 46, 335. 


2. Gross, R. E., Hubbard, J. P. ‘J. Amer. med. Ass. 1939, 112, 
3. Bourne, G., Keele, K. D., Tubbs, 0. S. Lancet, 1941, ii, 444. 
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ment of-thé heart, and varying patchy consolidation in 
the lungs. - In cases of non-inifectéd patent ductus age is 
of great: importance in deciding on surgical intervention. 
Not only are children better subjects for thoracic surgery 
than -adults,. but the -ductus .is: also more readily ap- 
proached -and dealt with in childhood than in later life. 
While not quite agreeing with Vedoya’s view® that 


, operation should be undertaken as early as possible in 


every case of patent ductus, Gilchrist suggests that in a 
child who. has reached the age of nine or ten years and 
still has physical signs of a patent ductus, operation 
should be seriously considered, provided the child’s 
progress has been carefully followed for six months and 
during this period there has been no evidence that the 
ductus is closing spontaneously. In the next decade 
ligation should be decided on. only if the patient is 
‘definitely disabled, while over the age of twenty the 
operation should be considered only if heart-failure 
threatens or symptoms. become very grave. Sellors 
adopts a more cautious attitude in patients without either 
infection or heart-failure, pointing out that the operation 
is not without risk. He also urges the need for making 
certain before operation is performed that the patency 
of the ductus is not compensating for other congenital 
lesions in the heart. _ 

With increasing care in the selection of cases, adi im- 
provements in surgical technique, it should be possible 
for a. large proportion of patients with patent ductus 
arteriosus to live to old age. It is in congenital abnor- 
malities such as this that there will always be a sphere for 
the skilled surgeon, for nd amount of medical care can 
bring about a cure. 


GENERAL PRACTICE. A. SPECIALTY? 


Mr. Douglas Robb, writing as a New Zealand surgeon 


with experience of many kinds of general practice, 
thinks that too much is being demanded of the general 
practitioner.’ His réle has always been personal: he 
“nust retain intimate contact with his patients under all 
circumstances, particularly in their homes and in their 
work. He must become interested in and adept at 
studying human personality at all ages and. under all 
conditions.” Today people still. need the help that 
general practitioners of the past gave them: “it is by. 
far the largest single need that the people have of us.” 
But a great extra burden has been placed on the practi- 
tioner in expecting him, in addition, to possess such a 
mind and character that he can work effectively under 
the discipline of modern science, and with the accoutre- 
ments of the laboratory. 


“ Without in any way decrying the value and necessity 


of the scientific method in the field of general practice, the ’ 


thing is preposterous if we expect good performance in these 
two widely differing fields. Apparent simultaneous success 
in the two fields of general and special practice is usually 
attained only at the expense of increasing failure in one or 
other or both of the two fields, Ifa man is interested and 
determined to succeed as a specialist in the scientific world 
of medicine, it is usually found that he has lost interest in 
the truly general practice which he is supposed to be 
doing. Conversely, if he throws himself heart and soul 
into the general practice and ‘ pastoral °’ care of his patients, 
he will not be able to succeed as well as modern conditions 
demand that he should i in a special field,” 


In New Zealand, where town populations are generally 
small, the general practitioner has been especially 
encouraged to practise one or more specialties besides 
doing his natural work: indeed this is claimed as an 
admirable feature of New Zealand medicine. The same 
tendency is also seen of course in England, where it is 
widely felt that each practitioner should develop one 
or more minor specialties—to keep up his interest and 
enable him to take his share in the practice of a group. 
But Mr. Robb, while not denying the force of these 


6. Vedoya, R. et al. Rerist. argent. Card. 1942, 9, 4. 
7. N.Z. med, J. 1944, 43, 248. 
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achievements in his own country, bėlieves that both 
fields have suffered exceedingly by them: the general 
practice has been neglected, and the specialist: work-has 
been much below what it should have been! 


“The general practitioner must by training 
and experience and facilities be as much a specialist at 
his own job as the man who is recognised as a specialist 


today. z 


- A year ago Dr. Frank Gray è was preaching ' the same 
gospel, objecting strongly to the proposal to improve 
general practice by attaching practitioners to hospitals by 
clinical assistantship and other devices. General prao- 
tice, said Gray, is a specialty, and the hallmark of a 
specialty is a higher degree or “diploma : s therefore 
what we need is a higher diploma in general practice.” 
This he suggested should be comparable to the final 
FRCS ‘ both in difficulty and in the stage of a doctor’s 
career at which it would be taken (after a period of 


„experience in general practice, probably at least two 


years). Candidates should, he thought, attain a high 
standard in all the subjects of some such schedule as the 
following : 

(a) Diagnosis and treatment of all minor maladies. 


` (b) The preventive aspect—for, the individual—of all 


diseases. 
(c) Diet, clothing, and’ individual yine generally. 
(d) An Antenatal care and infant welfare. 


J: 


The time- 
-has come, he says, to create:good circumstances for both 
fields. 


(e) Minor psychological conditions, including those found 


in patients with organic disease. 
(f) Certain other subjects not adequately covered in ‘the 


-~ undergraduate course—probably including Pegi 


and dermatology. 
(g) Methods of research in general practice. 
Robb, in commending this plan, points out that the 
positions of the practitioner: and specialist today. are 
largely based on economic considerations. General. 


practice brings the quickest and greatest return for the - 


least capital, provided one is prepared to work. The life 
of the specialist is attractive by contrast, for it allows 


a man to keep up his medical study and cultural interests, | 


but it can be achieved only through private resources, 


late marriage, superior intellectual powers, or sheer ~ 


determination. 
“ Present arrangements, it is true, have been eminently 


successful as a device for getting the dull, routine, repeti- _ 


tious medical work of the community done with a minimum | 


of personnel. Whether it be the high rewards, or the 
particular system of rewards, namely payment for each 
individual act, the fact remains that incredible labours 
have been forthcoming from the majority of medical men. 
The. price, however, has been equally terrific. * It has 
prevented almost every one of us from taking a detached 
view of ourselves and our work and our place in society. 
The pathetic performance we often put up when we meet in ' 
groups of varying sizes to discuss affairs of state is a 
' trenchant commentary We are apt to view each problem 
as it arises pretty much through our own individual pair of 
spectacles. Overwork has: cramped our power of thought, 

arid discussion and dulled our social conscience.’ 
Robb holds that in the future organisation of medicine 
we 
should seek first the bene esse of the different branches of 
medicine. We should therefore recognise the peculiar 
scope and discipline of general practice Itke that of other 
specialties, and the rewards and. status of each branch ' 
should be thought of as sia hd less equal, “‘ on the sure 
s of those rendering the 


service.” Nor, in Robb’s opinion, need the equality be 


on a low level; for, if he only knew it, man has won his — 


struggle for subsistence. The war has heaped examples 
on us of the stupendous powers we possess to provide 
the necessities and luxuries needed by human beings: | 
“ The time has come when we can all take for granted 

all we need of these necessities and luxuries. We may all 
now turn aside from this ‘ struggle for hogwash,’ and devote 


8. Brit. med. J. 1944, i. (Suppl. p. 121). 
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ourselves instead to'the struggle against the real enemies 

of mankind—evil. psychology, tuberculosis, cancer, and all 

the rest. An organisation of our profession suitable for 
- this struggle is necessarily different from one suitable for 

the life of the jungle.” S | 
Many who have enjòyed the life of the jungle would 
agree that we must leave it, but not unnaturally fear 
that domesticated doctors might be duller creatures, 
with reduced incentives. ' Certainly there is no room, in 
general practice, or in any other branch of medicine, for 
the man who will not make full use of the qualities he 
possesses. Our aim must be to establish a medical 
service which is hard to enter and offers no resting-place 
to the slack and incompetent. 3 


“UNEXPLAINED CARDIAC HYPERTROPHY — 


Rutherford Morison did well to remind diagnosticians 
that when they see a bird on the housetop it may be 
a canary but is much more likely to be a sparrow. Never- 


theless it is good for the professional soul to turn occa- . 
sionally to the rarities and curiosities of medicine. | 


Moreover these have provided many a clue for: investi- 
gators of larger mysteries. Cardiac hypertrophy is a 
case in point. It is true that hypertension, aortic 
incompetence, aortic stenosis, 
pulmonale, and mitral stenosis account for the vast 
majority of enlarged hearts seen int the general run of 
practice in this country. Coronary thrombosis in a 
previously hypertensive person explains most cases of 
enlargement without apparent cause, while beriberi 
and Von Gierke’s disease, should also be borne in mind. 
Yet there remains a small group in which no cause at all 
'- for the hypertrophy has been discovered,and Levy and Von 
Glahn? report 10 such cases with full necropsy evidence. 
The ages of their patients ranged from 20 to 66, 
and 8 were males. In 8 death supervened within eight 

- months of the onset of symptoms. The symptoms were 
those of myocardial insufficiency ; in none was there any 
history of angina pectoris. Electrocardiograms were 


recorded in 7 cases, and all were abnormal: inversion. 


‘of the T-wave, auricular fibrillation, paroxysmal tachy- 
cardia, auriculo -ventricular block ‘and bundle-branch 
block being among the abnormalities noted. The 
blood-pressure was normal or subnormal. A striking 
clinical feature was the number of embolic phenomena : 
` infarction of the lungs occurred six times, of the kidneys 
four times, of the spleen once, and of the central artery 
of the retina once. Post-mortem examination revealed 
hypertrophy of the myocardium in every case, but the 
cause still remained obscure. None of the hearts showed 
any abnormal degree of coronary: sclerosis. 
them some necrosis of the- myocardium was found, 
associated occasionally with scarring which was put down 


to previous necrosis, but no reason for the necrosis could. 


be discovered. Thrombi were seen in 6 of the hearts, 
but once again their origin was unexplained : the myo- 
„cardium and endocardium underlying the thrombi were 
normal. A comparable ‘case is described by Doane,? 
in which the heart weighed 1150 grammes and 
contained an area of necrosis without any evidence of 
coronary occlusion. The absence of infiltration of the 
interstitial tissue with lymphocytes, monocytes, and 
plasma cells excludes the type of myocarditis of unknown 
` origin to which Fiedler’s name has been attached.* * 
Levy and Von Glahn are satisfied that these cases are 
neither syphilitic in origin nor yet due to any known 
vitamin deficiency. They may possibly be of hetero- 
geneous origin, but the similarity of the clinical and 
pathological findings suggests a common etiology. In 
elucidation of that xtiology clinical and post-mortem 
records will be invaluable ; but only, of course, if they 
are thorough and accurate... 


1. Levy, R. L. and Von Glahn, W. C. Amer. Heart J. 1944, 28, 715. 
2. Doane, C. H. Ibid, 1944, 28, 816. ‘ 

3. Fiedler, A. Centralbl. f. inn. Med. 1900, 21, 212. 
4. Covey, G. W. Amer. J. clin. Path. 1942, 12, 160. 
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BACTERIOLOGY OF THE. SEPTIC HAND. 

SEPSIS is a term used to denote the presence of clinical 
signs of inflammation in a wound. Infection, more con- 
cisely, impliés the presence of bacteria. The terms are 
not synonyms: wounds may occasionally show sepsis even 
when pathogenic bacteria cannot be isolated and con- 
versely there are silent infections in which bacteria are 
present without signs of inflammation. These points . 


are important for understanding, and hence for preventing 


and treating septic wounds. Those of the hands are 

among the commonest and most serious septic wounds» 
encountered in civilian practice, yet less is known of their 

pathology than about major war injuries. Williams and `` 
Miles 1 have now given us a useful bacteriological survey 
of 1197 wounds and septic lesions of the hand, and have 
classified their results according to the nature of the 
lesions. Of 432 lacerations of the hands examined within © 
6 hours of infliction Staphylococcus aureus could be re- 
covered from 21:1% while only 1-2% were contaminated 
with Streptococcus pyogenes. The high incidence of Staph. 
aureus in fresh cuts is probably closely related to the 
presence of these organisms on the hands and wrists of 
normal people ; this is a point which could be settled by 
phage-typing the organisms from both sources. The 
organisms most often isolated from fresh cuts were micro- 


cocci (854%) but these are doubtful pathogens. The 


infection-rate, judged by the isolation of Staph.: aureus, 
among clinically healthy healing wounds which were never 
septic was nearly double that for fresh wounds ; such 
“« clean ” healing wounds often showed as heavy an infec- 
tion as frankly septic lesions. “A large majority of septic 


lacerations and lesions yielded Staph. aureus or Strep. 


pyogenes—the former being much the commoner. In 
only three types of wound were streptococcal infections 
common : in suppurative tenosynovitis (27%), parony- 
chia (65%), and septic major lacerations (45%). In all 
these lesions the initial infection is often staphylococcal, 
the streptococcus gaining entrance because the wound is 
open. -Pulp-space. abscesses on the other hand are 
ustially effectively sealed off from the exterior‘and from 
secondary infection, and are consequently almost always 
pure staphylococcal infections. The association- of 
streptococci with open wounds was confirmed in an 
examination of 54 wounds which were open and dis- 
charging at the time of sampling and in 34 closed 
abscesses which were sampled on first incision. Strepto- 
cocci were found in 44:4% of the open wounds but in only 
8-8% of the closed. This demonstration that in the 
septic hand streptococci are often secondary invaders 
suggests that this type of infection could be reduced by 
stricter surgical and nursing technique. | ae 


MONTHLY DINNERS AT THE RCS 

WueEn the Royal College of Surgeons restores and 
develops its premises at Lincoln’s Inn Fields, the facilities 
for lunching and dining there are to be extended. Mean- 
while the council is anxious that existing facilities shall 
be more fully utilised, and, beginning on June 13,a dinner 
of Fellows and Members, and members of the specialist : 
associations linked with the college through the joint 
secretariat, will be held on the, Wednesday preceding the 
second Thursday of each month. A notice in our adver- 


_tisement columns this week ‘explains that intending 


diners must apply at least a week beforehand. 


A CONFERENCE on nutritional factors affecting wound 
healing will be held by the Nutrition Society next Satur- 
day, May 26, at the London School of Hygiene and Tropi- 
cal Medicine, Keppel Street, WC1. Beginning at12 Noon, 
papers will be read on dietary protein in relation to con- 
valescence from injury (D. P. Cuthbertson) ; histological 
effects of partial deficiency of vitamin O on healing 
processes (J. F. Danielli, Honor B. Fell, E. Kodicek, and 
P. D. F. Murray); and the rôle of vitamin C in the healing 
of wounds (Geoffrey H. Bourne). 


ee ee O aama 
1. Williams, R. E. O., Miles, A. A. J. Path, Bact,.1945, 57, 27. 
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l Reconstruction government funds (and inevitably:on to central govern- 
ees Mett control) the whole accommodation of all hospitals, 
A COMPREHENSIVE SERVICE BY NEXT voluntary and municipal. Quite. apart from whether 
JANUARY? the voluntary hospitals would face such a prospect with 


On May 5 the Times published a letter from Dr. HADEN 
GUEST, MP, asking for early decisions on the structure of 
the national, medical service. Regretting the “ undue 
prolongation ” of negotiations between the Government 
and the profession, he put forward a compromise plan 
which would bypass much of the discussion and could 
be brought into action quickly. His proposals are : 


(1) An immediate statement by the Government that the 
‘ " national medical scheme is to provide for 100% of the 

population irrespective of income. 
(2) That the Government will bring into operation a domi- 
ciliary service covering the whole country, and provide 
that every citizen shall have the right to free home treat- 
. ment and free treatment at a aooten s consulting-room 

. from that date. 

{3) That the Government will provide the opportunity of free 


hospital treatment for all persons who require it, and will : 


for that. purpose continue the emergency medical service 
in which voluntary and publicly owned hospitals work 


as one body, and have so admirably provided for the 


Services since the war began. 

(4) That the Government will provide a free service of 
consultants and specialists, and a free service of patho- 
logical, X-ray, and other auxiliary services from the 

, same date., 

(5) That these services will operate from Jan. 1, 1946. 

He goes on to say that demobilised: doctors wishing to 

take up general practice could be immediately appointed 

to under-doctored areas, while those wishing to work in 
hospitals could be appointed to the EMS. As regards 
administration, the whole organisation could be placed, 
for the time being, under the control of the EMS and the 

Ministry of Health, and the country could be provided 

with a comprehensive medical service by the peeing 

of next year. ; 

This plan deserves examination as a sincere attempt 
by a medical Member of Parliament to find a way to 
expedite the establishment of the comprehensive health 


service which the country has been promised. Dr. Guest. 


approaches the problem from the standpoint of the men 
who will shortly be returning from the war, and postu- 
lates two principles with which we can all agree : (1) that 
the demobilised soldier must be sure that he and his 
family will always be able to obtain all proper medical 
care, and (2) that the demobilised doctor must be assisted 
to find and fill his own particular place in the medical 
service of the future. Being impatient of the slow 
progress of present negotiations, he offers instead -a 
' gordian solution. We have to ask whether his Je is 
ee and acceptable. , 


THE HOSPITALS SERVICE 


Of the five proposals the first two, half the third, and 
the whole of the fourth, are already implicit in the 
white-paper, and as such have been accepted by 
Parliament, press, and—perhaps more reluctantly—by 
majority medical opinion. Dr. Guest only becomes 
controversial when he suggests how and when these 
“ fundamentals ” shall be implemented. 

The second half of his third proposal suggests that the 
hospital services shall be provided by continuing the 
war-time emergency medical service. As a short-term 
policy, to last until something better can be evolved to 
suit peace-time needs, this proposal is attractive. 
The flow of air-raid and battle casualties into the hos- 


pitals of this country will now cease, and the beds released ` 


might suffice, at least at first, to cater for civilian needs. 
But the basis of the EMS is that the Government pays 
hospitals the whole cost of such beds as they provide for 
certain Government purposes. If these purposes bécame 
- nothing less than a hospital service for the whole popula- 
tion, the extension would mean putting on to central 


equanimity, this would mean removing from local 
authorities the whole of their present financial, and 
therefore admihistrative, responsibility for hospital, 
services ; and, as a 100% hospital service would have to 
cover tuberculosis, infectious diseases, maternity, &c., it 
would also involve the removal of those services, or at 
least their centralisation to a high degree. These are 
the very problems of a 100% hospital service which are 
being worked out with the voluntary hospitals and local 


authorities now. Simply to centralise all the hospital - 
services by universalising the EMS would, we fear, 
The moment the EMS became a. 


provide no solution. 
100% service its whole nature would change and it 
would throw up precisely the problems which the 
National Health Service has thrown up. ; 


GENERAL PRACTICE 


When Dr. Guest turns to the larger question of a 
nationally provided general-practitioner service, he also 
seems to simplify it too much. The Government are 
seeking not only a practicable ‘way of providing such a 
service, but also one which could be received with good 
will by the doctors who will have to operate it. His 
plan for general practice could not, in our view, be carried 
through at present, and would at any time be unaccept- 
able to very many general practitioners. 

As he would be the first to agree, general practitioners 
at present in practice, overworked and depleted in 
numbers, are too few to meet current demands, let alone 
the increased calls which we hope and expect will be 
made on their services as soon as all financial barriers be- 
tween doctor and patient are removed. The Education . 
Act has decreed a non-domiciliary service of free medical 
treatment for school-children, but many an education 
authority is finding it virtually impossible to fulfil its 
statutory duty to the children, because of the shortage 
of doctors. To believe that a satisfactory free domiciliary 
service for all men, women, and children, could be insti- 
tuted by decree on Jan. 1 next, without greatly increasing 
the number of doctors, or increasing their potential 
capability for efficient medical work by organising group 
practice with its auxiliary nursing and secretarial 
assistance, is surely to evade reality. 

Apart from this, we believe Dr. Guest’s sugges- 
tions to be unacceptable to a great many doctors, because 
inherent in them (if we read him aright) are two prin- 
ciples which the profession has largely rejected. One is 
the ‘‘ direction ”? of demobilised doctors to practise in 
specified areas: the other is their ‘‘ appointment ’’—pre- 
sumably their salaried appointment—to general practice. 

Finally, beyond saying that this general-practitioner 
service shall be “ miar the control of the EMS and the 
Ministry of Health ” Dr. Guest does not indicate how 
the administrative structure should be built, through 
which the general-practitioner service would function. 
The foundations must be secure if the future structure of 
such a service is to be satisfactory, and this is the reason 
why so much time has been spent in exploring the ways 
in which it will be possible for expert medical advice to 
be heard, and not to go unheeded, at all’ stages in its 
fashioning and fulfilment. 

We are at one with Dr. Guest in deprecating ‘ ‘undue 


prolongation of Government and medical negotiations,”’ 


but we believe the hest way to meet the needs of the men 
and women about to be demobilised is not to look for 


a bypass or short cut but rather to expedite the work in 


progress, which has already gone a long way. As soon 
as possible the Government’s plans should be put to the 
crucial test of parliamentary debate, and the “‘ appointed 
day ” for statutory implementation should be made as 
early as is practicable. 
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Special Articles 


RETURN FROM GERMANY ./ 
FROM OUR SPECIAL CORRESPONDENT 


In the language of the British Liberation Army POW 
. means enemy prisoners-of-war. But PWex means a 
member of one of the Allied nations’ fighting services 
who has been freed from an enemy prison camp. 

The men I saw at Brussels at the Red Cross depot, 
where they were drawing handkerchiefs and soap and 
towels and razor-blades and chocolate and candies and 
combs—and quite a lot of other things if they wanted 
` them—had just come in from Germany. One small 
group had been flown back in an empty bomber from near 
‘Munich. Others had come from nearer, but had taken 
much longer to do it. A private in the Rifle Brigade 
came out of the large shed at the back of a rest hostel 
where he had left off his old clothes and put on new 
battledress and new everything under the battledress. 
He spoke slowly and he moved slowly, for he had been 
five years in prison and during most of the time had 
worked as a miner in a coalpit near Posen in Poland. 
- The food they got was mostly rye bread and soup and the 
Red Cross parcels. It was the parcels that kept them 
going. With the chocolate in the parcels as prison money 
the RB private and his friends had bought eggs from the 
Poles. 
soners of the mine had bought a wireless set from the 
Poles, and a man of the Signals had kept it going and 
repaired it when required. So for most of the long 
period of imprisonment they had been ‘able to follow the 
course of the war through the BBC. 1. 


RATIONS AND MALNUTRITION 


The ration of rye bread was not big : 7 men (British) 
had one kilogramme (2-2 Ib.) loaf ; but 20 men (Russian) 
had only the same quantity. Some Indian PWex men 
who came from near Madras had been in camp at a place 
near Hanover, and they had had a ration less than the 
British but more than the Russians. Indians too had 
been kept going by Red Cross. parcels—Indian pattern— 
which contained rice. 

The men I saw were stimulated by their regained 
freedom, and the prisoners who were ill had been already, 
many of them, sent to hospital. But the doctors who 
examined each man told me that of one large batch of 
nearly a thousand about half were suffering from 
malnutrition. When I asked what was the standard of 
malnutrition they used, they said ‘ thin limbs, ribs stick- 
ing out of the chest, and anemia.” A large proportion 
of prisoners—and 10,000 had passed through the doctors’ 
hands—were clearly below par, moving slowly. 

Part of the medical work is to clear the ex-prisoners of 
lice and scabies with which some were'infested. This 
was done by the application of a powerful dusting powder 
which, on a man’s hair for instance, gave him the oddest 


appearance. 


Some men had been in camps threatened a long time 


ago by the Russian advance. One man told me he had 
been four months on the march, and never during that 
time able to sleep without most of his clothes on him, 
including his trousers. When I talked to him he had 
lately come out of a hot bath ; and what a luxury it had 
been. ‘* You could hardly get men out of the baths,” he 
said. 
| A BIG TASK 

This flood of PWex men is only recent ; it began about 
‘April 20, and it will go on until all the Stalags and the 
Offlags have been emptied. But it has been a big strain 
on medical and on Red Cross resources, and it has had to 
be met by brilliant and swift improvisation. 

The size of the flood is all the greater because the PWex 
men include Poles, Russians, French, Belgians, Yugo- 
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time. 


With money they clubbed together, the pri- 
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slavs, Greeks, and Dutch. Three Russians I talked to, in 
German and a few words of greeting in Russian, were 
cheery and busy picking up what they needed from the 
Red Cross store. One man came from the Caspian and 
another from Kiev. ‘Whoever they’are, there are hostels 
for them—and they are free. | 

Everyone is anxious to get men back to their homes 
as quickly as possible, and they are being ‘brought into 


. Brussels by plane and sent out. from Brussels by plane. 


Some of the British PWex are sent straight from where 
they are freed in Germany to England—one of the things 
it depends on is whether the plane has petrol enough. 
And health considerations must also be taken into. 
account. a 

Distances are so great now in the 21st Army Group area 
that flying is the only way of covering the ground in 
anything like what a PWex would consider reasonable ~ 
So forward area depots are being formed, and it 
is a case of all hands being mustered for the work. 
In the Red Cross everybody-helps—V ADs, nurses, cooks, 
orderlies, clerks. The depots of stores are large and are 
calculated to be able to deal with the many thaqusands of 
PWex who will pass through. The medical services of 
the Army supplies the doctors, or most of them, for the 
necessary hospital and inspection work. And - the 
emergency is met by improvisation. One night the Red 
Cross learned that 1500 men were expected by train at 
midnight. As it happened, a hostel for 2000 had just 
been established in a military barracks and the YMCA 
had been installed in charge of a canteen. To this the 
Red Cross added a store, and six lorry-loads of comforts 
were sent up by 8.30 pm. On the following day a Red 
Cross team was working in the airstrip ready to receive 
other PWex by air; also a resting-room was furnished 
at the airstrip, for some went on to England, after a short 
delay. The Army Education Department codéperated 
with a large supply of the local news sheet giving BBC 
information ; while NaaFrt provided a mobile canteen 
and light refreshments. . ae 

What all this means to the man who has been 3, 4, or 
5 years in the prison camp is not easy to imagine. 
Especially as the various kinds of help are for the most 
part given by the agency of efficient, friendly, and 
pleasant-voiced British women. i i 

The planes are flying a thousand and more men on 
their way every day. The war in Europe ends, and 
PWex comes home. | 3 

(To be continued) BA a ` 


CANADA 2 
FROM OUR. OWN CORRESPONDENT 
DEMOBILISED DOCTORS 


REHABILITATION of medical officers leaving . the 
Canadian Armed Forces is now in the hands of an en- 
larged and more representative board. ‘Within a few 
weeks the officers concerned will receive a booklet pre- 
pared by the new board, giving in detail the plans made 
for assisting them to resume their practices or take 
refresher courses or more extended postgraduate study. 
The Canadian Hospital Association and the schools of 
medicine now have accommodation for 1350 students 
in the refresher courses and a limited: number of resi- 
dencies for those desiring longer training in special 
departments. Opportunities for qualification in various 
specialties will be available to discharged officers working 
in the military and naval hospitals, which will come 
under the Department for Veteran Affairs, 


REVISION OF THE CURRICULUM 


- The senate of the University of Toronto on March 6 
approved new regulations for the medical course. This 
has hitherto consisted of a year’s premedical work 
followed by medical studies for five years each of 30 
weeks. In future the student will spend two years on 
premedical subjects followed by four years, of medicine. 
But the four years will each have 36 weeks instead of 30 ; 
so the time spent in medical studies will be practically 


N 
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` study of philosophy. Dalhousie, 


the same as under the old regulations though it will be - 


completed in four calendar years instead of five. 

The programme of premedical study has been enlarged 
to include philosophy or history, as well as the English, 
chemistry, physics, and biology already required. In 
the new course chemistry and physics are major subjects 
in the first year, and chemistry and biology with psycho- 
logy in the second year., English and either history or 
philosophy are required, as well as one of the following : 
anthropology, botany, a foreign language, history or 
philosophy if not already chosen, mathematics. Any 
option taken in the first year must be continued in the 
second. It is thus possible for a student to select both 
history and philosophy or to take one of these subjects 
with another. selected from the list of options. The 
instruction in English and the optional subjects is to be 


equivalent to that given in corresponding honours 


courses in the faculty of arts. 

A special concession has been made to men now in the 
Armed Forces who may wish to study medicine. For 
these a special premedical course of one year will be 
arranged, to be followed by the regular four years in 
medicine. These students will therefore graduate in 
five years instead of six. ; j ; i 

The regulations outlined are fairly typical of similar 
regulations in the nine universities in Canada having 
departments of medicine. In two of these instruction 
is given in French, and both of them stress the value of a 
preliminary education in the liberal arts; most students 
in these schools have takeh a bachelor’s degree before 
entering the medical course. Emphasis is laid on the 
McGill, Queen’s, 
Manitoba, and. Alberta have entrance requirements 
like those! of Toronto, and Western Ontario closely 
approximates to.the others. This unanimity will affect 
other universities in Canada that may in the future 
undertake the teaching of medicine. All the schools 
now operating have to limit the number-of students 
according to the laboratory accommodation at their 


disposal, and the output of graduates does not exceed 


the needs of the country in peace-time. The University 
of British Columbia is under strong pressure to form a 
medica] faculty. Saskatchewan already gives the pre- / 
medica] éourses required by the other universities and 
has long had plans for adding the facilities that would 
provide a full medical course. McMaster University 


' in Hamilton, Ontario, could form a strong faculty 


should it decide to undertake the teaching of medicine. 
But this university is under Church control and those 
who wish to enlarge its scope with government assistance 
are in the minority. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
: WEEK ENDED MAY 5 
Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, ,1351 ; whooping-cough, 1050; diphtheria, 504 ; 
paratyphoid, 7 ; typhoid, 3 ; measles (excluding rubella), 
13,1389; pneumonia (primary or influenzal), 518; 


. puerperal pyrexia, 116; cerebrospinal fever, 50 ; polio- 


myelitis, 7 ; polio-encephalitis, 1 ; encephalitis lethargica, 
1; dysentery, 469; ophthalmia neonatorum, 62. 
No case of cholera or plague was notified during the week. 

The number of service and civilian sick in the Infectious Hospitals 
of the London Council Council on May 2 was 1036. During the 
previous week the following cases were admitted : scarlet fever, 48 ; 
diphtheria, 23 ; measles 101 ; whooping-cough, 10. 

Deaths.—In 126 great towns there were no deaths 
from enteric fever, 1 (1) from scarlet fever, 12 (2) from 
measles, 5 (0) from whooping-cough, 9 (0) from diph- 
theria, 61:(8) from diarrhcea and enteritis under two 
years, and 10 (1) from influenza. The figures in paren- 
theses are those for London itself. i 


Birmingham Topo en 6 deaths from diarrhea and enteritis, 


Edmonton 5, and Reading 4. é 

The number of stillbirths notified during the week was 
190 (corresponding to a rate,of 29 per thousand total 
births), including 11 in London. 
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BRITISH ORTHOPÆDIC ASSOCIATION.—This association is 
meeting at Horton Emergency Hospital, Epsom, on Friday, 
June 1, and at ill End (St. Bartholomew’s) Hospital, St. 
Albans, on June 2. 
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AT the request of the Ministry of Food a series of 
nutritional studies has been carried out in schools in 
Birmingham, Leeds, and Surrey during the past two 
years. The immediate object of these investigations was 
to determine the nutritional value of the midday meals 
provided and to assess their contribution to the total 
daily intake of food. . 

In each of the districts studied, the schools formed two 
groups—those having their own kitchens, and those 
receiving cooked meals from an external kitchen which 
was a British Restaurant nearby, or a cooking depot often 
situated some distance from the school. 
samples for analysis were taken from 8 schools represent- 
ing both types. Similarly in Leeds the meals at 6 schools 
were investigated monthly for six months in 1943 and in 
July, 1944, while in Birmingham one school of each type 
was studied in detail. Eight other Birmingham schools 
were visited to confirm that the observations made in the 
selected schools were not exceptional. E E 

In Birmingham the meals served in schools with their 
own kitchens were directly controlled by the city Educa- 
tion Department, which arranged the menus and pro- 
vided the raw materials required. The menus were 
worked out on a fortnightly rota and calculated to con- 


form as far as possible to the standard for the school | 


dinner set by the then Board of Education. This facili- 
tated the Birmingham investigation, in that one school 
could be selected for study and a chemical analysis made 


` of evefy meal served during a fortnight. Unfortunately 


it was not possible to do this in Leeds. 

In all districts the dishes served were of the usual types 
—e.g., stew, shepherd’s pie, fish pie, meat and vegetables, 
steamed puddings, rice pudding, tarts, and stewed fruit. 
In some instances there was difficulty in the supply of 
fresh green* vegetables but these were served whenever 
possible. Raw salads were served in all districts. In 
Birmingham salads of high vitamin-C content (31-53 mg. 
per helping) containing raw cabbage or water-cress were 
served at least once a week. This was, however, offset 
by difficulty in obtaining the regular supply of cabbage 
for normal cooking during the period of study. In all 
districts the permitted ‘cost of the dinner -was 5d. per 
child, which, together with rationing, necessarily limited 
the nutritive value of the meals. : ; So 

The results obtained by chemical analysis of the meals 
are included in table I, which gives the mean values for 
all schools of each type in each district studied. In the 
Surrey schools standard portions were served containing 
a nearly average helping of the main dish, but smaller 


. amounts of vegetables and pudding, the extra food being 
' used for second helpings for those with larger appetites, 


so that the values in table I may be somewhat lower than 
the average amount of food consumed. The table is 
divided into three sections corresponding to the three 


age-groups (seniors, juniors, infants). At the end of each . 
section the mean of all meals analysed with range and - 
The total number of 


standard deviation is also given. 
meals completely analysed in,all districts was 130. 


Values for the total amount of nutrients provided at the | 


schools, assuming the consumption of a third of a pint of 
milk per day by each child, are also given in table I. 

In all the schools an average of 80% of the children 
took advantage of the cheap milk scheme, which provides 


| 


In Surrey- 


‘ 
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. TABLE I—NUTRIENTS PROVIDED AT SCHOOL z o4 ‘ 
; 1 = Schools with own kitchen. a It = Schools supplied by external kitchen. 
A = from school dinner alone. = from school dinner + } pint milk. . 
ne E | Calories `| Protein (g.) Fat (g.) ` | Calcium (mg.) | Iron (mg.) | Vitamin C (mg.) 
aaa istrict et ag er Cee ec ae ee 
Sroup LA B | A B A B A B A | : A 
Seniors | Birmingham rı (10 825 952 | 37 43 25 $2 ' 414 641 2 : | 23 
11-14 | Leeds (10)| 743 870 25 31 20 27 | 187 414 7 . 20 
yr. Surrey I ¢18 655 782 28 34 26 33 220 447 ae 22 
Leeds 11 (5) | 136 sox | 25 31 22 29 | 981 508 | Š | 11 
| Surrey 1 (9) 665 792 27 33 21 28. | 264 491 i: i » 19 
| Mean of 52 meals 714 41 29 3$ 23 30 264 491 | - | 20° 
Range for A 466-1033; > 15—54 8-45 34-970 >. l ' 5-58 
SD for A | +147 | £90 +97 | $161 w | 413 
Juniors | Birmingham r (10)| 628 755 28 34 19. 26 | 315 542 | Es | 18 
8-10° | Leeds ¥ (5) | 528 655 | 17 23 16 23 154 381 | 5 | | 10 
yr, | Surrey 1 (9) | 685 812 | 24 30 28 36° | 217 444 | a | 23 
| Birmingham 11‘(8) | 585 712 | 22 28 l4 - 21. ; 252 479 7 i oe Ue 
| Leeds 1I (13)! 560 687 20 26 18 25°; 177 404 5 10 
| . ; f 
| Mean of 45 meals 601 728 22 28 19 26 | 184 411 | | 15 
-~ | Range for A 321-925 11-36 5-43 32—727 : 3-44 
SD for A + 152 : + 6:8 +92 | $187 | + 12 
Infants | Birmingham ı (10)! 446 573 20 26 13 -20 | 223 450 eee A | 12 
5-7 | Leeds1 (7) | 564 691 | 20 26 21 28 | 146 373 |! 6 >i 15 
yr. Surrey 1I (6) | 516 643 17 23 21 28 | 163 390 >... } 21 
| Leeds 11 (9) | 382 509 14 20 13 20 | , 120 347 | 4 7 
i Surrey 11. (1) | 435 562 15 21 1$ 25 ;'105 332 | en | 12 
Mean of 33 meals. | 466 593 % 18 24 16 ` 23 | 160 387 | 5 ! 13 
ı Range for A 250-918 10-28 6-40 | 32-523 3s . | 2-32 
‘SD forA | £125 4:7 +75 | 101 E | +91 


in most cases a third of a pint per day. That this has a 
considerable effect on the proportion of their daily 
requirements provided at school is shown in table 11,, 
which gives the contribution of the school meal with and 
without milk expressed as a percentage of the amounts 
recommended ‘by the National Research Council of the 
1. United States? in 1941. 
The percentages shown for infants emphasise that a 
smaller calorie intake is accompanied by a corresponding - 
reduction in essential nutrients—e.g., protein and calcium 
—so that the effect of a third of a pint of milk is relatively 
It can be seen that the 


` i r , 
CONTRIBUTION OF SCHOOL MEALS TO NUTRITION OF CHILDREN 


‘Tray. 19, 1945 


The figures in parentheses after each district give the number of meals analysed. 
The amount of iron and vitamin C in milk is negligible. | 


greater than in older children. 


increase in the percentage of the daily requirement 
obtained in schoo] due to this quantity of milk is 7 for 
calories, 41 for protein, and 23 for calcium, as compared 
with 5, 9, and 20 for juniors and 4, 8, and 18 for seniors. 
This indicates the greater importance of the milk supple- 
The low calcium intake in 


ment for younger children. 
some districts was partly accounted for by the difficulty ~ 


which the cooks experienced in using the full quantity 
of dried milk recommended by the Board of Education.? 
. Largely as a result of this survey attention has been paid 
to this point and we believe that the calcium content of 


the dinners has been improved. 


Table It compares our findings with the standards 
recommended by the Board of Education (1941, 1942). 
It will be seen that the suggested calorie intake is not 
reached by any group. Our findings suggest that only a 
few children of the older age-groups take the suggested 
number of calories at one meal without overeating. 
the majority of schools visited we had no doubt that the 
children (except, perhaps, some older boys) had’ as much 


In 


as they cared to eat. We believe that the optimal average 


1. Committee on Foods and Nutritio 


—— 


arin i 


J. Amer. med. Ass. 1941, 116, 2601 


2. Board of Education Circulars No. 1 


‘Feb. 24, 1942. 


| 
Age- 


Aemene 


‘ 


Seniors | 


“ Juniors, 


Infants | 


f. 
group n 


Calories ` 
Cc D E 
1000 | 714 | 841 
750 | 601 | 728 
667 | 466 | 593 


C = Board of Education Standards. 


(6) 


23 


18° 


n, National Research Council, 
571, Nov. 12, 1941 ; No. 1584, 


SD = Standard deviation. . 


x 1 


TABLE II-——-PERCENTAGE OF RECOMMENDED DAILY REQUIRE- . 
MENTS PROVIDED AT SCHOOL 


rl ER 


| 


á i ; l |] } 
eis District | Calories Protein | Calcium i Mite 
SSS SS ee — | 
; CA B! A B A B'O A 
Seniors | Birminghamı |29 34:51 59 | 32 49:. 28 
Leeds 1 26 31 ! 34 43 | 14 32! 24 
Surrey 1 (23 27) 38 47 a7 34) 27 
Leeds If 26 30 : 34 43 | 22 39; 28 
Surrey HI | 23 28 : 37 45 | 22 39 23 
% calc. from | Sodas | 
mean value ; 25 29; 40 48 | 20 38: 24 
‘| Daily” require- | TENE 
| ment ' 2850 : 73g. 11300 mg. | 83 mg 
Fane ere ee ee eye Ae ena ieleiens| DRL 
Juniors | Birmingham I 28 34°44 54 | 29 49! 27 
Leeds 1 23 29/26 35] 14 35; 15 
Surrey I 30 36 ` 37 46 | 20 40 34 
Birmingham H 26 32 | 34 43 | 23 44 : 25 
| Leeds 11 | 25 31 | 31 40 | 16 37 15 
| o5 cale. from | í ' 
mean value (| 27` 32 | 34. 43/17 = 37° 22 
Daily require- : i m 
` ment ' 2250 65g. 11100 mg.) 68 mg. 
Infants | Birmingham rı ' 25 32 |! 36 47 |22 45) 22 
Leeds | / | 31 38 | 36 47 |15 37; 27 
Surrey I | 29 35 : 31 42 |16 39; 38 
-| Leeds If ped 28 25 36 |13 35 | 13 
Surrey II 1 24 31 27 38 | 1t 33 | 22 
i 
i°% cale. from | | 
! -mean value 26 33. 33. 44 |16 390 24 
Daily require- | = pa 
t - ment | 1800 | 55g. |1000 mg.) 55 mg. 


intake is less than 1000 calories for seniors, 750 for juniors, 


and 667 for infants. 
in excess of the recommendation. 


Protein is the only nutrient which is 
While the Board of 


Education standards? were intended for dinners only, it is 


interesting to note that the addition of a third of a pint of 


TABLE III—COMPARISON WITH BOARD OF EDUCATION STANDARDS 


Protein (f.) 


D E 


29 | 35 
22 | 28 
| 4s | 4 


+ 


C 


ve 


0 
3 
20 


N 


| 


BA found by analysis of dinner, 


Fat (g.) 


D 


(Calcium (mg.) 


300 
266 


i 


E = D +} pint milk. 


387 


—— —— | —_ 
, 264 | 491 50 

1834 411. | 38 

160 | 34 


13 


The values under D and E are the mean values for each age-group (table 1). 
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Cc | D 
|. 20 | 1:00 | 1-00 
| 15 075 | 0-84 
: 13 0-67 | 0°65 


Vitamin C (mg.) | Coefficient (cals.) 
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SULPHONAMIDES AND SULPHONES 


milk raises the amounts of all nutrients except vitamin O 


up to or above these recommended values. 


Improvement | 


in cooking methods and supply of fruit and vegetables 


should result in a considera 


ly increased intake of vita- 


min C, but we do not think it possible to raise the level 
much above an average of 30 mg. per meal unless some 
form. of vitamin-C concentrate can be provided; especially 
for the younger children. 


Trade name or 
short desig 
nation 


Aktisol Album 


Colistatin 


: Diasone 


Diazil — 


Diazinol 


Drometil 
Elektyl 


Eleudron 


Eurethron ' 


Exoseptoplix | 


-Fontamide — 
2255 RP 


Ganidan 


2275 RP 


Geigy 290 


(Irgamid) 


Geigy 867 
Irgafen 


Glucostrepto- 


cide 
Haptocil 


Tomosulph- 
antlamide 


Irgafen 


Geigy 867 | 


Lucosil 


Marfanil B 


Methyl | | 
Sulphidine 


hi 


Parazol 


Plurazol 
Poliseptil 
Promizole 


Prontalbin 


Pyrimal ' 
RP 146 © 
SAB 
SAAB 


Sionamide 


a eS 
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SULPHONAMIDES 
| ‘NEW COMPOUNDS 


THE nomenclature of sulphonémides and _ sulphones 
given by D. G. Ardley in 1941 (Lancet, 1941, ii, 625) was 
as comprehensive as he could then make it. 
brought up to date 18 months later (Ibid, 1943, i, 821) 
and the following additions should again make it fairly 


Full or shortened — 
chemical name 


‘Sulphanilamide 


Succiny] sulphathiazole 


Diaminodipheny] 


sulphone 

disodium formalde- 

hyde sulphoxylate | 
Sulphadimethyl. 

pyrimidine 


Calcium sulphamono- 
methylpyrimidine 
Azosulphamide 


Sulphanilyl-dimethy! 
snulphanilamide 
Sulphathiazole 


Sulphanilyl-dimethyl 
sulphanilamide 
Sulphanilamide 


| Para-aminobenzene- 


sulphonyl thiourea 
Sulphaguanidine 


N!-dimethylacroyl 


——— + L r a a a aaia amaia aiaa 


It. was 


} ' Country 


Use and mode | 
of administra- 
tion 


where 


described“ 
| or Manu- 


| factured 


a 
| scape sceneries ff a a rnc ncn freer SE OS Sc ae ENE, 


By mouth and | 
locally 

By mouth in 
intestinal 
infections | 

By mouth in 
tuberculosis 


By mouth in 
pneumonia | 
and other 
infections | 
ages | 
By mouth 


By mouth in | 
gonorrhea | 
By mouth and | 
locally 
By mouth in ! 
gonorrhea | 
Locally | 
By mouth | | 


l 


By mouth in | 
intestinal | 
infections 


| By mouth and | 


sulphanilamide locally 
Nt-3;4- -dimethylbenzoy] | By mouth in | 
suiphanilami ide _ pneumonia | 
Sulpbanilamide By mouth in | 
glucoside | ehancroid ; 
Di-2-(n-aminobenzene- paired | 
_ asulphonamido) and uro- 
pyridine calcium genital ' 
tetrahydrate . microbic in- | 
| fections in | 
general 
4-aminomethylbenzene | Local applica- | | 
sulphonamide ` | tion to 
(hydrochloride) | wounds . 
N!-4.4-dimethylbenzoyl| By mouth in | 
sulphanilamide pneumonia | 
Sulphamethylthiodia- By mouth in | 
zole Pneumonia | 
4- aminomethylbenzene Local applica- | 
sulphonamide _- tion to 
(naphthalene wounds | 
disulphonate) | > 
Sulphamethylpyridine ; By mouth in 
| pneumonia, | 
| meningitis, | 
; and gonor- | 
o | rhea 
Sulphonamido- |! By mouth | 
chrysoidin 
Sulphapyridine ” | 
Sulphathiazole | 9 
4:2’-diaminophenyl-5’- | Tuberculosis 
thiazolesulphone 
Sulphanilamide By mouth and | 
i _ locally i 
Sulphadiazine By mouth , 
Sulphamethylthiazole > 
Sulphanjlytbenzamide By mouth in 
Sonne 
dysentery 
| Sulphanilylamido- ‘ ” . 
benzamide 
| Sulphanilamide By mouth and | 


locally 


| Switzer- 


Britain 


America 


Switzer- 
land 


Switzer- 


land 


Germany 


Switzer- - 


land 


Switzer- 
‘; land 


Russia 


land 


America 


Switzer- 
land | 


Scandin- 
avia 


Germany 


\ 
Russia 


Palestine 


America 


Germany 


France 


Britain 


Britain 


India 
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We are indebted to the Birmingham and Leeds education 
departments and Surrey county council for allowing us to 
carry out this investigation in their schools. The Leeds 
workers are indebted to Mrs. D. E. Dolby, Mr. J. W. Waters, “ 
and Mr. L. Davis for-help with some of the analyses. 

_the expenses incurred in these investigations was defrayed by 
the Ministry of Moog: 


AND SULPHONES 
AND NEW NAMES 


complete. 


í 


Part of- 


New compounds ER been included Saly if 


clinical reports—or at least references to clinical use— 
have appeared concerning them. 
of the suggested use of unfamiliar compounds. 
printed in italics are believed to be non-proprietary. 


Trade name onl 
short desig- 
nation 


—_———— 


Solufontamide 


Soluthiazo- 
, mide | 


Soranil 
Steramide 


Steramide | 
soluble 
Streptolysin 
Streptosan 
Streptosil i 
Sulazine 


Sulfaguhne , 


Sulfallantoin , 
Sulfocid 
Sulfoguanil 


Sulmanyde , 
4 


Sulphamera~ 
zine 


Sulphameza- 
thine - 
Sul phameza- 
thine 
sodium 


Sulphamylon 


Sulphathali- 
dine 
Sulphathiazo- 
ine 


Sulphazole 


Sulphindon 

Sumedin 
2632 RP 

Superseptyl 


Tetracid 


Thiazomide 
2090 RP. 
Tibatin 


Toriseptin M 

Urea Sulpha- 
zide T 

Vi 8&7 


1 
' 
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. 
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Full or shortened 
chemical name 


Triethanolamine-p- - 
aminobenzene- 
sulphony] thiourea 


Sodium sulphathiazole 


Calcium sulphapyridineé 


' Sulphacetamide 


Sodium sulphacetamide 
Sulphanilamide | 
Sulphanilamide 
Sulphanilamide 
Sulphadiazine 
Sulphaguanidine 
Para‘aminobenzene- 
sulphonamido- 
glyoxydiureide 
Sulphacetamide 
Sulphaguanidine 


Su] phanily] mandelate | 


Sulphamonomethyl- 
pyrimidine — 


Sulphadimethyl- 
pyrimidine 
Sulphadimethy!- 


yrimidin 
Sojiam sulphadimethyl 
‘pyrimidine 


4-aminomethy) benzene 
sulphonamide 
(hydrochloride) l 

Phthalyl sulphathiazole 


2(p-aminobenzene- 
Pu paonamidon 


thiazoline 
Sulphamethylthiazole 


Sulphadiazine 

eu phan nome yi 
pyrimidin 

Sodium aulphathiazole 


Sulphamethyithio- 
diazole 
Sulphathiazole , 


Galactoside of 4-4’. 
diaminodiphenyl 
sulphone 

Sulphamethylthiazole 

phenyl acevarig o- 

ponam oO urea 

' Para-methylsulph- 
anilyl-benzamidine 
(hydrochloride) 


` 


| 
| 
| By mouth 
| 


An indication is given 


Use and mode 
of administra- . 
tion 


Locally, intra- ` : 
venoualy, or, 
e intra- \ 
muscularly , 
Intravenously ' 
and intra- | 
muscularly : 
By mouth 
By mouth and | 
locally . | 
Locally f 


; By mouth ane 


lo 

By mouth and ` ; 
locally 

By mouth and | ! 
‘locally ` | 

By mouth _ 4 


By bath in 
intestinal | 
infections | 

Locally 


By mouth and | | 


locally 
By mouth in | 
intestinal | 
infections | 
By mouth in | 


fections 
By mouth 


Ly 
‘os 


| 
j 
! 
\ 
Intravenously ; ' 
or intra- 
muscularly | 
| 
Local appli- 
cation to ' 
wounds 
By mouth in ; 
intestinal ` 
infections 
By mouth in 
gonorrhea 


l By mouth in 


pneumonia, 
meningitis, , 
and | 
gonorrhoea 
By mouth i 
| 

{ 


iraro 
, or intra- 
mnusculatty. ; 


> 


Intravenously | 
r intr ae f 
musculariy 
By mouth 


Local applica: 
tion to 


| 
| 
| 
\ 
‘ wounds * 


Names ° 


| Country 


where 


. described 
: or manu- 
| factured 


France 


France 


Britain 
Britain 
Canada 


td 


I 


—2 


Aus- 

_ tralia 

Aus- 
tralia 


' America 


Switzer- 
land 


Britain . 


America 


and 
Britain 


America 
| Britain 


Britain 


. America 


America 
America 


Russia 


India 


France 
Cuba 


Germany 
| F rance 
Germany 
Japan 
India 


Britain 


- —— —— 
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‘In England Now 


A Running Commentary by Peripatetic Correspondents - 


THE staff and patients of the Prisoner-of-War Eye 
‘ Hospital and Braille School are now safely home. The 
school was a recognised branch of St. Dunstan’s and 
_ taught both British and American blind, the total figure 
for the war being about forty men. 4&t was run in con- 
junction with the eye hospital, which dealt with the eye 
casualties of prisoners of all Allied. nations and had just 
over a hundred beds. The hospital staff consisted of an 


ophthalmic specialist and six RAMC orderlies, and the ' 


school staff of one officer (English), one Australian Air 
Force warrant officer, one corporal (English), one sergeant 
| “(New Zealand), and one private (English). We taught 
- ordinary black-and-white typewriting, Braille’ reading, 
Braille writing, Brailleshorthand, businesscorrespondence, 
andsoon. Wealso had equipment for cobbling, carpentry, 
basketwork, and string-bag making, and at various times 
taught massage, history, geography, and economics. 
Most of the men learnt to play some musical instrument— 
- piano, accordion, and violin were the most popular— 
_ and at one time. we had an orchestra and even put on an 
“all blind ” variety show lasting about 24 hours, com- 
plete with one-act plays and stage dancing. 

Our library was eqttiipped with an excellent selection of 
Braille books, educational and popular, and we had an 
extensive and varied collection of talking book records, 
English and American.. A very popular item was the 
complete sound track of the Walt Disney film Snow 
White and the. Seven Dwarfs. We also had plenty of 
popular and classical gramophone records. I am happy 


to say that through the timely arrival, and willing help, 


` of the American Third Army all this equipment is now 
back at St. Dunstan’s. | 


As regards surgical equipment, it was pretty well | 


impossible to get suitable materials from the German 
authorities, and nearly everything we needed—drugs, 


dressings, sutures, and instruments—came from. the : 


British Red Cross Society or the Swedish YMCA. In 


the second half of the war, we had to deal with ectropion - 


and other cicatricial deformities of the face in airmen 


who had been burned when their planes were shot down, into the remaining room, or at best provide a couch ih 


. the finrum which serves for elegance by day and (by a 


. but we were delighted to get a complete set of ‘‘ plastic ” 
instruments, identical with those used at the Air Ministry 
hospitals engaged in this special work. We were also 


fortunate in having supplies from England of ‘ Albucid ' 


Soluble ’ and penicillin. After our long period together, 
our little team of eleven feel sorry that we can no longer 
work together, but we are all very happy to be back. 


xk * * 


During the past few weeks, with the kind help of the 


British Council, I have been studying housing conditions 


in some of the larger Swedish towns. 

The most striking feature of small houses and apart- 
ments in Sweden is, of'course, their cleanliness. I have 
seen slums—dwellings in narrow courts where the sun 
never enters, homes without water-supply, and with 


only a dismal row of bucket closets—but there was no © 


dirt. ‘The children of these slums were clean and well 
_ eared for, and even the worst houses made a brave show 
of decoration. Like other coyntries Sweden has its 
‘ problem families,” and the social service is hard put 
to it to deal with them; but- this does not alter the 
bright colours of the genera] picture. | 

The second feature that stands out prominently in 
modern houses is that central heating is universal. 
But here one must not make a’ virtue of necessity. 
Swedish winters are severe. In apartment houses and 
most of the single wooden. “‘ cottages ” there is a stove 
in the basement with low-pressure hot-water circulation. 
The pressed metal radiators are both cheap and attrac- 
tive. The stoves are designed for coke, but at present 
wood is the only fuel available. It is amusing to see the 
vast piles of wood stacked along the wide streets of the 
towns, and in public squares. | 


Recently experiments have been made in air-heating — 


of small houses. The system is simple and effective. 
A stove in the basement heats water in the ordinary way, 
but the stove and its flue have also an air-jacket con- 
nected with a light metal channel which runs under the 
whole length of the living-room and bedroom floors. 
From this central channel the warm air is distributed 
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through the spaces between the joists and rises through 


' many smali holes in the skirting boards to warm the 


walls and circulate through the rooms... By this means 
the wooden floors become pleasantly warm, comforting 
to the baby’s bottom. *The air is finally withdrawn 
through a large ventilator near the floor of the ball or 
principal room, filtered, and in large part re-circulated 
by an electric fan. The air-filter is of the oiled metal 
type commonly used in our motor-cars; it is easily 
removed for cleaning. Kitchen and larder are ven- 
tilated separately to the outside air. This type of 


heating is suitable for the small self-contained house ` 


and is relatively easy to install in prefabricated dwellings. 

The third feature of the Swedish house, which made 
me jaundiced with envy, is the alrhost universal provision 
of rustless steel sinks and other kitcheh fittings. The 
kitchens-are small but well designed, with stacks of 
beautiful cupboards. Gas and electricity. share the 
cooking load at present, but the post-war development 
of hydro-electric schemes will probably tip the scales 
jn favour of electricity. 


In spite of these three advantages—one personal, 


one climatic, and .one environmental—Swedish houses 
are not an earthly paradise. They are too small, and 
they are often overcrowded. Overcrowding is as great 
a menace to health in Stockholm and Gothenburg as it 
is in Glasgow and Greenock. Rehousing is one of the 
hardest problems in the world, for controversy. lurks in 
every detail of structure and equipment ; but in England 


at any rate one issue is straightforward—the size of © 


rooms. We ave a reasonable tradition of space in 
housing, and our planning authorities are doing. all in 
their power to extend rather than curtail. I am afraid 
the problem is more complex in Sweden. The houses 
there have an absolute lack of space. They are, as it 
were, congenitally overcrowded, and the people make 
things worse by their traditional way of life. 

Give the Swedish family two small rooms and a 
kitchen, and you can trust them to convert one of these 
rooms into a ‘‘finrum’’—a show-room with highly 
polished furniture, an expensive radio set, and decora- 
tions which would grace a neo-Victorian drawing-room. 
To secure this doubtful privilege they will stuff the family 


swift turning and pulling) for sleep by night. As a 
rule the kitchen is too small to hold a table, but strenuous 
efforts are made to avoid taking meals in the show-room. 


Sometimes there is a tiny dining annexe attached to the ` 
. kitchen, and occasionally a corner of the hall serves this 


purpose. In one important respect, however, the Swedish | 


-= showroom is better than the bleak parlour of our council 


houses—it is gay and warm. The benefits of central 
heating extend to every room, making them all useful 
by day as well as by night. The bedrooms are in fact 
bed-sitting rooms, not refrigérators. | 

No doubt the internal bathrooms found in so many 
Swedish and American houses fill the formal sanitarian 
with horror. But they do not fill the house with smells. 
The ceiling ventilator is as efficient as the little window 
through which our smells are blown back into the house. 

‘The Swedish authorities take an immense amount of 
pains to make the best use of every nook and cranny in 
their little homes. What troubles me, however, is that 
all this ingenuity is spent in fitting incredible amounts 
of material into a small space, instead of enlarging the 
space. Compared with Sweden our space standards are 
generous indeed, and that is what makes me nervous 
about our entering the portals of diminutive building. 
Here a bad pun may serve as a good warning. 

Why, you may ask, are the Swedes so clean, house- 
‘proud, and well fitted with furniture and gadgets? I 
can’t pretend to give a full answer to this question, 
but this at least may be said: they have had 145 years 
of uninterrupted peace, and, in recent years at any rate. 
unexampled prosperity. Their standard of living is 
high and their birth-rate correspondingly low. There 
are no poor; and those that run near the border-line 
have the benefits of an excellent social service and cheap 
medical care. Sweden is a democratic nation with a 
strong-respect for law ; they even walk on the left side 
of the pavement! Yet one still wonders why. their 
rooms are so small, and why even post-war standards 
of space are low by our reckoning. One reason alleged 


“ 
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is that the cost of land is so high; but this hardly fits 
in with the idea of a democracy of no poverty and no 
riches. One possible explanation is that an old tradition 
persists. Before central heating was introduced it was 
no doubt difficult to warm large rooms with the “ con- 
tinental ” stove, so family life crowded round the source 
of heat; and now, as so often happens, the practice 
continues although the reason for it has gone. 
eo : * | > -k f l 

“ This is the: machine,” said the Inventor. ‘“‘ We call 
it the E-E—the Encephalo-eyeopener. A man sitting 
in that chair there has his thoughts and feelings recorded 
on this screen here. If he is a seen-word thinker, the 


- written word appear on it; if a heard-word ‘thinker, 


we actually hear the voice from a telephone affair behind 
the screen ; if he is jyst an ordinary visual, his moving 
picture appears with a variable amount of coloration. 
‘The youngsters think in vivid colours, the old ’uns more 
We haven’t been able to get a 
satisfactory representation on the screen of olfactory, 
gustatory, and tactile thought yet, but they are working 
on that in the Children’s department.” ‘‘ Yes,” I said 
doubtfully, hoping yet dreading he was going to ask 
me ta take the chair. ° | | 

‘“ Of course,” he went on, ‘‘ we never made much pro- 
gress until Bitz invented his filter. Before that the screen 
was a jumble of pictures, sounds, voices, written words, 
with smudgy blanks where the lower senses’ thoughts and 
feelings were coming through, all of them in endless 
variety, associated, remembered, imagined, or actual, 
with combined distortion effects. It was complete 
chaos and-we learnt nothing.” ‘‘ And now ? ” I asked. 
“Now we are beginning to see light. The Bitz alléws 
only the most important or dominant.thought or feeling 
on to the screen, and only one at once instead of a dozen 
or two as in the old days. It shows in fact only the 
most conscious part of the consciousness. Gosh, it has 
‘made for understanding all right! It’s made things so 
simple that it is amazing that those old. johnnies in the 


_ forties, Freudians and so on, hadn’t spotted it.” I 


nodded him on.. ‘ The first thing that became obvious 
is that thought and feeling alternate—there’s no such 
thing as continuous thought. The man sitting in that 
chair who thinks‘he thought for an hour really thought 
in a series of waves extending over an hour and between 


_ each spasm of, thinking he drew on his stored pictures 


or remembered a tune or stroked his hair or scratched his 
ear, and the pleasant tactile sense: dominated his con- 
sciousness ; or he sniffed the cold air or waggled his foot, 
and the cold-smell sensation or kinesthesia occupied our 
screen here. And after each sensation thought streamed 
out. Sensation is the afferent, thought’s the efferent. 
It’s like the old nerve-muscle preparation.” This 
conception was new to me, and although I said ‘‘ yes ” 
I felt I was being cowardly and uncritical—as in dreams. 
“‘ Of course, not all sensation is strong enough to give 
rise to thought—in fact, the vast majority of people 
spend most of their lives just ticking over with low-grade 
feeling and almost formless thought.” © — . 

I happened to say something about the five senses. 
He laughed. 
phrase that! Why, with this machine we have demon- 
strated at least sixty and every one of them thinks— 
that is to say, sends afferent impulses from which special 
and appropriate thought is the response. The whole 
body thinks except the strictly keratinous.”’ Came a 
pause in. which he scratched an eyebrow. ‘ That’s 
the second great point we learnt from the Bitz filter. 
Thought is never purposeless—it is always in response 
to and adapted to deal with the call or entreaty or 
suggestion of a particular afferent sensation.” 

I asked him where the emotions came in, and he 
showed me a device on the machine which made the 
screen glow red for aversion, then through all the 
colours of the solar spectrum to the violet of love. Thus 
a visual in the thair thinking of an unpleasant rival 
would see a moving picture of him with a reddish back- 
ground. ‘In fact,’ the Inventor continued, ‘‘ the 
emotions differ from the other sixty senses only in that 
they have stronger family feeling, they must work 
squabbling together, they can’t work alone. That 
applies to the old ‘five senses’ in some degree too. If 
you reduce their calls down to one line, you go to sleep. 
It was the basis of hypnotism.” Suddenly. he shot a 


“ Funny -old Georgian and Elizabethan . 


question at me. * Have you ever noticed how before 
you do go to sleep there is an orderly regression of 
sensation, the tactiles being the last of the special 
senses to go, then the joint and muscle and visceral 
senses fade away in that order, and the autonomic 
takes over ? ” | y 
Later on I must have been very abstruse and he was _ 
trying to be simple and: patient with me; anyway, I 
got a gorgeous sentence from him which I have strained 
my meagre power of seen-word thinking to memorise :' 
“ If you take a rapid survey from the time when the first 
living bit of protoplasm had connexion with its watery sur- - 
roundings and the intimacy of chemical.change took place 
—the first tactile sensation—to the time millions of years | 
later when this simple mechanism had been elaborated to 
taste, smell, hearing, and sight; letting your mind halt 
for a moment on that epoch-making event when repeated 
stimulus brought flagging response, and later when the 
stimulus was repeated, an altered response, because some 
byproduct of tiredness had laid the first bricks of what was 
to become human memory, it will dawn on you with the 
conviction of daylight that thought is response to sensation, 
. which is none the less sensation.because it is stored.” _ 
Yes, he made things wonderfully simple and attractive, 
that fellow, like one selling something, but when at last, 
as I dreaded he would, he nodded to the chair and said, 
“ Well, what about it? The Ethnological people want 
records of some earlier types,” I clove his head with 


. my hatchet and smashed his machine, and. shouted, 


‘* This is I, this is my: citadel, none shall have the master- 
key to. show the tawdriness of its secrets. Man has 
grown by believing he is godlike and very precious and 
these beliefs are the title-deeds of his existence as Man.” 
With a triumphant whoop I dashed from the ultra- 
modern clarity of the neon millennium back to the dear 
familiar shadows and barbarities of my own age. 
| ae a ie nee a | 


SPECIAL FIELDS IN. NURSING 


AT present a special year of service is required from 
State-registered nurses in one of the branches of nursing 
where shortage of staff is most acute. On the advice of 
the National Advisory Council for the Recruitment and 
Distribution of Nurses and Midwives—which is designed 
to represent both nurses and midwives and their em- 
ployers—the Minister of Labour and National Service 
has decided that for the present this year of special 
service must still be required of the newly qualified 
nurse, and has published a list of ‘‘ fields ” in which she 
will be welcome. These include: tuberculosis nursing, 
mental nursing, and the nursing of the chronic sick ; 
training as a midwife, with the obligation to spend a year 
in practice as a midwife after taking the CMB ; training 


‘as a district nurse; with the obligation to practise district 


nursing for a year after qualifying ; employment in EMS 

hospitals designated: by the Ministry, or by the Depart- 

ment of Health for Scotland ; nursing in a‘cancer hos- 

pital ; nursing or training in an ophthalmic or an. ear 
nose, and throat hospital, or in a children’s hospital ; 

training for part I of the CMB examination, to be fol- 

lowed by 6 months in any other special field, or, for 

women over 27, opportunity to train for the health 

visitor’s certificate, with the obligation to practise for a 

year as a health visitor after qualifying. . 

Nurses who have had experience in the special fields 
either before or during their training for the State 
Register will no longer be exempt from the need to give a ` 
year of special service after qualifying. The period of 
special service may be deferred for 6 months if the nurse 
is needed to bring the trained staff of a training hospital 
up to its full complement, and this period may be 
extended by a further 6 months if necessary. Such 
deferments will exempt the newly qualified nurse from 
an equal period of work in one of the special fields. 


THe Screntiric Fam Association.—The following films 
will be shown by the association on Wednesday, May 23, 
at 5.30 pm and again at 8 pm, at 1, Wimpole Street, London, 
W1: Killing Farm Rats, Rabies, Microscopic Observations of 
Living Tissue, The Effect of Thymectomy on a case of Myastheni 
Gravis and The Effect of Centrifugal Force on Fighter Crews. 
Tickets may be obtained from the secretary of the medical 
committee, Dr. S. J. Reynolds, 14, Hopton Road, SW16. 
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Letters to the Editor , 
me A PARENT ‘AT HOSPITAL 

Sir,—TI hope that a recent experience of my own may 
be of interest in the discussion of defects in our hospital 
system. 

A few days after our arrival from America, my son, aged 7, 
became suddenly and seriously ill in a small town where we 

were both strangers. During the night he developed alarming 
symptoms, severe headache and pain in the chest, with a 
_ temperature of 104° F. I called in a doctor as soon as 
possible. In her opinion, as in my own, the symptoms 
suggested pneumonia, but as it was too early for certain 
diagnosis, she proposed that he should be taken to the local 
cottage hospital, in case the illness turned out to be something 
requiring surgical treatment. Meanwhile I was to treat the 
case as probable pneumonia. I mentioned that I had with 
me a supply of sulphadiazine. The doctor asked me to give 
him at once the initial dose and to take the tablets to the 
hospital with me, where she would leave instructions for their 
- administration, as well as for a poultice and hot-water bottle to 
relieve the pain. I consented to take the child to hospital 
on condition that she would arrange with the matron that I 
should be allowed:to stay with him, considering it inadvisable 
that a child should be left to strangers in a strange place after 
the recept anxious experience of an Atlantic voyage. 
- I then took the child to the hospital. There was a hot- 


sputum ? Sister never mentioned it.” Three of the hospital 
staff had been with the doctors while they conducted their 
examination, but as none of them had previously been with 
the child at all, none of them had observed this symptom, 
and if I had not been there it would have escaped observation. 
I said as much, the patience which, for the child’s sake, I had 
desperately striven to keep all day, having by now worn 
rather thin. Both doctors went back with me to the child’s 

room.: I had not been able to preserve any adequate speci- 
men of the sputum, no eup or gauze having been provided, 


but fortunately the patient obligingly produced one under 


the eyes of both doctors. This helped the situation con- 
siderably. It was apparent that I was not wholly devoid of 
sense and that my presence had been useful. This was not 


openly admitted, but I was told in a much more considerate 


” 


water bottle in his bed, which soon afterwards a nurse ree 


moved and did.not bring back. No poultice was brought, 
no water for him to drink, though he-was calling for it con- 
stantly, and no sulphadiazine was administered. After 
enduring his calls for water for an hour, I went in search of a 
nurse and asked her for some. She brought a cup half full. 
I also nerved myself to ask for the return of the hot-water 
bottle, the child’s pain having become agonising. When 
the next dose of sulphadiazine was overdue by an hour I 
administered it myself, and notified the nurse of this when 
next I saw her. I was told that no instructions had been 
left by the doctor for thé administration of sulphadiazine, and 
that they could not administer dangerous drugs without 
express instructions from the doctor. With this I agreed, but 
suggested that since I had such instructions I could administer 
the drug myself, absolving the hospital staff of responsibility. 
The reply to this was that my presence in the hospital was 
against regulations and I must leave at once. I was anxious 
to avoid friction and understood the difficulties of the over- 


worked hospital staff, but as the child had now begun to- 


cough up the rusty sputum characteristic of pneumonia it 
was clearly of the most urgent importance that he should be 
given the drug without delay. I therefore declined as firmly 
and politely as possible to leave him and explained to the 


matron that, in the opinion of the doctor, the child was probably- 


_ suffering from pneumonia. This provoked only a sneer. 
Returning to the child after this discussion, which had 


taken place in the corridor, I found him wandering unsteadily. 


about the room, babbling not merely. of green fields, but of 
torpedoes, lifeboats, and German invasions. When the next 
emissary was sent to evict me I asked if a special nurse could 
be left with him if I consented to go. The reply was an 
indignant snort. I said, very reasonably, that as they were 
short of staff and the child was obviously not fit to be left, 
the best solution would be to allow me to stay with him, rather 
than to- banish me to helpless and useless anxiety outside 
the hospital gates. After this I was left comparatively un- 
molested, and most of the nursing the child had that day was 
done by me. Hour after hour I stood at the foot of his bed, 
humouring his delusions. I am sure that my familiar 
presence was more soothing to him than that of any nurse, 
and his anxious voice recalled me at once if I moved to the 
window for a breath of air. 

It was twelve hours before the doctor reappeared, with the 
house-physician. I was asked to wait in the corridor while 
they made their long examination. No chair was offered me, 
and by this time, having watched. by him all night and all 
day, I was faint with fatigue and anxiety. 

When at last the two doctors emerged one of them barked 
at me: ‘‘ You come from America I understand. I don’t 
know what filthy germs you may have brought back with 
you.” Pneumonia was bad enough; the suggestion that 
some other serious and deadly disease was present was a very 
great shock. I asked what disease he suspected. He 
blurted out, without any attempt to reassure me, that he 
suspected meningitis. Swallowing this, I asked him what 
+ significance he attached to the rusty sputum. ‘‘ What rusty 
` 


tone that a lumbar puncture should be performed to decide 
whether or not meningitis was also present, pneumonia being 
now certain. I was asked to go away for food and rest while 
this was done and to meet both doctors at the hospital later. 
_ When I returned to the hospital I waited in the lobby, 
sending in my name by a nurse who was passing, with a 
message to the effect that I would wait there until the doctors 
were ready to see me. In the confusion of the morning my 
name had either not been mentioned or had been forgotten. 
I deeply. regret to record that from this moment I was 
treated by everyone concerned with the utmost cordiality 
and consideration. 

The result of the lumbar puncture was negative. It was 
agreed that I should-remove the child in the. morning, but 


I regretted my consent to his staying there overnight when I~ 


heard from him an account of the night he had passed. It 
was the night of June 5, and therefore rather noisy. The 
boy was not used to the noise of aircraft and found it dis- 
turbing; he was also puzzled by my absence. When he 
called for me, the nurse threatened to smack him and removed 


_ his teddy-bear, not for reasons of hygiene but as a punishment. 


» 


This bear was his habitual comfort for pain or grief, and was 
that night his only association with his familiar background. 


Serious illness is an intensely lonely experience. Even 
adults, lying in a strange private world of .pain, are 
grateful for friendly human contact, and find themselves 
desiring to treat their nurses as, long ago, they would 
have treated their mothers. I feel very strongly that 
when children are patients in hospitals some member 
of their family should be allowed to remain with them 
whenever this is possible. In my own case there was 
no reason for not waiving the rule of no visitors. ,My 
son was in a ward for two and the other bed was un- 
occupied. In any circumstances, to restrict parental 
visits to-two days a week, as in this hospital, is inhuman. 

It may be argued that the presence of parents in large 
wards would be an intolerable nuisance: then we must 
spend enough on our hospitals to do away with large 
wards, which are an absurd and unhygienic anachronism. 
It may also be said with truth that some parents are 
ignorant and hysterical. Their ignorance is a result. of 
the almost total lack of instruction in matters of health 
in our State schools. As for their hysteria, I am afraid 
that this is all too often a natural result of the nightmare 
sense of frustration, anxiety, and impotence produced 
when normal affectionate parents are ignored or worse 


by hospital nurses, whose manner suggests that the child 


has ceased to be anyone’s concern but their own. 


I understand thoroughly that both the doctors and `~ 


nurses with whom'I had to deal were overworked and 
harassed. Some forgetfulness and ill-temper were 
excusable. But the fact remains that if I had not 
possessed sulphadiazine, some medical knowledge, 
determination, and the habits of a class accustomed to 
the comfortable hospitality of nursing-homes, my son 
would have waited at least twelve hours without treat- 
ment, alone and frightened. I shall -not forget this 
accidental revelation of the rigidity and lack of psycho- 
logical understanding in our hospital system. I have 
had a great deal-of experience, both as a patient and as 


-~ a parent, of physicians, nursing-homes, and the private 


wards of hospitals. Never before had I experienced 
gross neglect, rudeness, or enforced separation. I 
reflect that never before had I experienced illness in a 
strange place, unknown, out of reach of specialists and 
important hospitals, with no medical care available 
except that provided for the poorest of the population, 
and I find the reflection disquieting. 


Cambridge. PATRICIA RUSSELL. 
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“THE MEDICAL~ SUPERINTENDENT 


Sık, —‘“‘ This indifferent clinician, then, who finds after 
a few years of- practice that he is not so keen on the 
profession of his original choice . . .? Few will quarrel 
with Dr. W. A. Lister’s definition (April 21): this in- 
dividual is responsible for “ Discipline in a Medical 
Service ”’ as discussed by Dr. R. G. Cooke. For many 
reasons the alternative system mentioned by Mr. T. B. 
Layton (April 7) will commend itself to most, The 
painless extermination of.the classical medical super- 
intendent, so ably advocated by Dr. Lister, is the target 
for tomorrow, if tomorrow is to dawn on a world of 


enhanced medical efficiency, as everyone—lay and 


medical—hopes. , ) . 

Let the cobbler stick to his last ; the pathologist to his 
departments ; the physician to his patients and assist- 
ants ; the surgeon to his theatre, wards, and assistants ; 
the anesthetists and radiologists to their spheres of 
responsibility ; the matron to her nurses, wards, and 
stores ; the dispenser to his personnel, department, and 
stores ; and the catering superintendent to his (or her) 
kitchens, stores, assistants, and purchasing staff: the 
office of works deals with all building and repairs ; the 
hospital accountant keeps a tally on all expenditure and 
income; the almoner conducts her beneficent secret 
service. All are working for the patient and to uphold 
the good name of the hospital. All the principals named 
are heads of departments, and should meet in a routine 
conference once a week—or at some interval decided by 
general agreement—-to discuss general policy and inter- 
departmental difficulties. The chairman of this routine 


meeting should be appointed by the vote of. the. 
- conference, o 


The question is, of ‘course, who employs all these 
people ? The answer to this question is being decided 
by the Government of the country, after consultation 
with all the interests concerned on a national scale ; and 
everybody is interested in the result. 


FRANK MARSH. 


INFANT MORTALITY IN THE "MEDWAY TOWNS 


Sir,—On May 5 (p. 576) you reported a statement in 


Parliament by Captain Plugge that there is a ‘“ very 
high ’’ mfantile-mortality rate in the Medway towns. 
These towns are Rochester, Chatham, and Gillingham, 
aud I desire to point out that as far as Gillingham is 
concerned Captain Plugge’s statement is inaccurate. 
The rate for this borough in 1948 was 45 per thousand 
births and the provisional figure for 1944 is 47. 

W. A. M 


; ; UIR, 
_ Gillingham. Medical Officer of Health., 


RETURNED PRISONERS-OF-WAR 


Sır, —Recently I have read many letters and articles 
about repatriated prisoners-of-war. Many of these 


articles have caused indignation and resentmenf among ` 


ex-POWs, but they are tolerated because members of the 
medical profession (and others) who have, no real know- 
ledge of life behind barbed wire must be allowed the 
privilege of hypothesis—no matter how wild or unreason- 
able. 


internment camp in 1914-18 may be helpful in dealing 
with the returned Kriegsgefangener ? 

I have no knowledge of last-war camps, but I do feel 
that Major Pether’s views are somewhat exaggerated. 
I was a POW in Germany for 34 years, from 1940 till 
1943, and I found nothing to compare with the views 
expressed in his article. I cannot speak for civilian 
internees, excepting to say that since they are British 
they are likely to be made of the same stuff as prisoners- 
of-war. Certainly among POWs there was no feeling, in, 
any camp I stayed in, of humiliation due to domination 
by the enemy. Rather most of the boys had a feeling of 
superiority which manifested itself in many ways—for 


-example by appearing at roll-calls to be one or two men 
short and causing ‘‘ Jerry ” to count the men and find the 


correct number on parade. It was quite common to see 
22 men playing a hard game ‘of soccer without a ball, for 
the benefit of puzzled German onlookers who willingly 


believed that insanity prevailed in the camp. I have 


Why, however, does Major G. C. Pether (May 5, | 
p. 571) consider that some recollections of a ‘civilian 


OBITUARY - ' 


i i a a 


‘seen MAs, D Scs, and D Phils queue behind other men at 
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the camp latrine, but never have I seen them weep under 
their humiliation.. Major Pether has here forgotten the 
British sense of humour. To my knowledge very few 
petty acts of sabotage were committed. One stole coal, 
lump by lump, for one’s own comfort, and escape was 
attempted mainly because it was a soldier’s duty and 
partly to show Jerry that it was possible. | 
Among a large number of prisoners (the wounded) 
work was not compulsory and very few men felt inclined 
to work. They were too busy working for exams, learn- 


ing to play musical instruments,, &c., and most of them | 


found that the days were too short. During the dark 
days—when Moscow was in danger, for instance—all 
risoners were cheerfully certain that 21 miles of water 
ay between Germany and world domination. With 
victories such as Stalingrad came the desire to taunt the 
camp guards. Long friendships remained firm through- 
out and are now continued among repatriated men. 
Suicides seldom seemed to happen. __, | 
ome-coming seemed to be the most natural thing that 
ever happened, and I‘never saw the slightest suggestion 
of hysteria, or of ágoraphobia, during the first repatriation 
of wounded and protected personnel. -The process of 
settling into civilian life was very simple—POWs them- 
selves were amazed that they could settle down so easily. 
Sex relationships (so far as I have been able to observe) 
o accepted or resumed just as naturally as everything 
else. - ae 
Certainly the official reception of prisoners is better 
than in 1918, and certainly full social and educational 
aid should be at their disposal ; but if the doctors are so 
unfair as to consider returning men as unusual in any 
way, then the prisoner can do without medical aid until 
POW medical officers return home with their knowledge 
of camps and camp life.. ~ 4 of : 
Finally, the POW of this war has never considered 
himself inept in war and will not consider himself as 
being inept in love. He knows that he is much wiser, 
and more considerate, self-reliant, and normal than he 
was before being captured. Must his chances of decent 
employment be destroyed by pseudo-scientific letters 
and articles which are likely to be read by prospective 
employers ? | | 


Billingham-on-Tees. T. H. HAWES. _ 


Obituary 
LORIMER JOHN AUSTIN 
M CHIR CAMB., FRCS, FACS 


AFTER two years’ illness Dr. L. J. Austin, professor of 
surgery in Queen’s University of Kingston, Ontario, died 


: on March 20 at the age of 65. He was London-born, but 


his father moved to Bristol on becoming a judge, and he 
was educated at Clifton and Cambridge. Qualifying in 
1906 from the London Hospital, he became house- 
physician, house-surgeon, resident accoucheur, and finally 
surgical registrar there. On the outbreak of war in 1914 
he went to France ‘as second-in-command of a British 
Red Cross unit. After a short experience of war in 
Namur and Mons he and another member of his unit were 
taken prisoner ; but after six months he was repatriated 
through Holland, and joined the Royal Army Medical 
Corps in which he became a major. 

After the war Austin spent two years in Bristol before 
going to Canada. In 1920 he was appointed professor 
of clinical surgery in Queen’s University, and on the death 
of Professor Mundell in 1923 he became professor of 
surgery. He was one of the founders of the Royal 
College of Physicians and Surgeons of Canada and a 
member of the Canadian Association of Clinical Surgeons, 
and he took an active part in the work of the Canadian 
Medical Association and of the Ontario Medical Associa- 
tion, presiding over the latter in 1931. In Kingston he 
was held in high affection and esteem ; he was constantly 
‘* doing good by stealth ” to people in distress, especially 
helping handicapped children and young men to: better 
their condition, and one of his friends said that ‘*‘ every 
cent he spent made someone happy.’”’ As a teacher he 


-was the admiration of his students, and as a lecturer he 


was known and appreciated by the profession all over 
Canada. : i 


{ 
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foe. Parliament _ = 


ON THE FLOOR OF THE HOUSE 
©, MEDICUS MP 


Last week the House of Commons, like the nation at _ 


Jarge,.was released from a great burden. The crowds that 
surged around Westminster, by day and night, the’ great 


cheers for the Prime Minister in the House when he came ` 


to announce the news—all meant the same—release, joy, 
victory. : 

Parliament took pride nevertheless in carrying on with 
its dignified routine. There was the hour for questions 
on Tuesday, May 8, as on any ordinary day.- There were 
the supplementary questions as the-rules allow. But 
there were two great differences. The Speaker was not 
dressed in his everyday black but in gold brocade and 
ruffles. The Sergeant-at-Arms was in his full, splendour 
too. And the House—for the first time I can remember 
—was full for the prayers with which its proceedings 
open. s 

Immediately after his announcement of unconditional 
surrender the Prime Minister proposed the adjournment 
to attend a service of thanksgiving at St. Margaret’ 
Church which is, so to speak, the parish church of 
members of the House of Commons. The Peers attended 
service in Westminster -Abbey. The account of the 
service in Hansard ends: ‘‘ Whereupon, the Bells of St. 
Margaret’s Church were rung in celebration of Victory.” 

Next day the Home Secretary announced a big list of 
revocations of Defence' Regulations, and the-following 
.day we heard of further releases from war pressure in- 
cluding rebirth of the basic petrol ration, reallocations of 


* man-power, and a small beginning with demobilisation. 


Thursday also saw the passing of a large part of the 
committee stage of the Family Allowances Bill.: It had 
been decided to Jeave the question whether the allow- 
ances should be paid to the father or the mother to a 
free vote of the House—an unusual procedure’ on a 
-matter of such importance. But-the free vote was not 
necessary. The committee of the whole House agreed, 
without a division, that payment should be made to the 
mother. -It was not a case, as someone said, that ‘‘ the 
Ayes have it ”?” but that ‘‘ the wives have it.” 


NATIONAL FLOUR 


In the House of Lords on May 8 Viscount CLIFDEN 
informed Lord Hankey that in England, Wales, and 
Northern Ireland the present overall extraction of 
national flour for bread-making, allowing for the addition 
of Canadian imported flour, was 79:25%. The same 
figure also applied to Scotland, except for batch bread, 
where it may fall to 78-86%. The only minerals for which 
routine analyses are carried out were calcium and iron. 
For these two elements the average contents in either the 
English or the Scotch loaf were approximately 610 and 
12:5 parts per million respectively. The loaf which con- 
tained 85% extraction home-produced flour also con- 
tained Canadian imported flour, and the corresponding 
figures were 620 and 17 parts per million. 


‘QUESTION TIME | 
Tuberculous Ex-Service Patients i 


Sir LEONARD LYLE asked the Secretary, of State for War 
whether, in view of the increasing number of Service personnel 
who had contracted tuberculosis during their period of service 
and who, in consequence, were discharged from the Service 
before they could be admitted to sanatoria, he would make a 
new regulation whereby such personnel were not penalised 
by having contracted this disease and would be entitled to the 
same privileges as other members of the forces suffering from 
war disabilities—namely, that they should not be discharged 
from the Service until at least eight calendar months had 
elapsed from the date of their first absence from duty on 
account of their disability.—Sir James Grice : I explained the 
present position in my answer of March 20, and I am afraid 
that until civil sanatoria are prepared to accept serving sol- 
diers as pationts I cannot do what my hon. friend wants. 
This question is still being pursued. ; 

Sir L. LYLE : Is it not lamentable that these gallant men 
who have been struck down by this disease should not be 
entitled to the same treatment as other soldiers, especially in 
view of the fact that they are now treated in the same 


am sure he has to rent or requisition a number of beds for this 
purpose in EMS hospitals so that these men can be treated.— 
Sir J. GRIGG : I understand that at present that is not possible. 


` I am doing my best to produce a solution to this admittedly 


serious anomaly, but I have not got a solution yet.—Sir L. 
LYLE gave notice that he would raise the matter in debate 
at the first opportunity. 
| National Loaf 

Colonel J. J. LLEWELLIN, Minister of Food, replying to 
Mr. R. R. STOKES, said that the decision to reduce the extrac- 
tion-rate of wheat from 85 to 80% was taken on Aug. 4, 
1944,:and was made effective on Dec. 31, 1944.—Mr. STOKES : 
Can we be assured that the recommendation of the Nutritional 
and Medicinal Standing Committee was taken into full 
consideration before the decision was taken ; and is it not a 
fact that they are totally opposed to the decision ?—Colonel 
LLEWELLIN : It was certainly taken into consideration, and it 
is not a fact that the committee opposed the decision. 

Mr. A. Bevan: In view of the great anxiety caused to 


- dietitians by this change, will the Minister place in the library 


the technical and dietetic advice which he received before he 


made this change ?—Colonel LLEWELLIN: I do not think 


that would be the normal practice. It was a committee of 
officials reporting to Ministers, and it is not usual to publish 
such reports, but I am prepared at any time to explain to the 
House why this step was taken.—Replying to further ques- 
tions, Colonel LLEWELLYN said it was the Government’s view 
that they were giving the people better bread by what they 
had done. If Mr. Stokes could see the letters vf apprecia- 
tion from the public on this change he would agree that the 
decision was right.  ' 


West African Medical and Nursing Students 


Mr.. R. W. SORENSEN asked the Secretary of State for the 
Colonies whether there was any restriction on the number of 
West Africans who could apply for training in British medical 
schools, and for training as nurses ; and how many were now 
receiving such training in this country.—Colonel O. STANLEY 


“ replied : The answer to the first part of the question is no. 


Under war conditions, however, training institutions have been 
obliged to limit the number of Colonial medical students that 
can be accommodated. Student nurses have hitherto come 
to this country only by private arrangement, but steps are 
now being taken by Government to expand and systematise 
facilities for such training here. The number of West African 
medical students at medical schools in this country is under- 
stood to be 76 (including 12 Government scholars). . There are 
also 11 medical students doing preliminary studies... There 
are believed to be about 10 girls being trained as nurses in this 
country. 


On Active Service 


CASUALTIES ` 
' MISSING PRESUMED KILLED 


_Surgeon Lieutenant JOHN. NAIRN LENNOX, LRCPE, RNVR, 


HM destroyer Kashmir. a 
| WOUNDED | 
Captain L. E. S. COGHLAN, 
MB EDIN., RAMC 
Captain C. K. HIRSON, Captain H. R. THOMSON, 
MRCS, RAMC MB LOND, RAMC - 
Be AWARDS 
MC me. oh 
Captain C. H. K. DALY, | Captain BALAKRISHNA NAIR, 
MRCS, RAMC IAMO i 


Captain SAMUEL MCCLATCHIE, D J. Q. PORTNUFF, 
tae | Captain D. N. Vora, IAMC 
Captain H. I. C. Mac ean, | Captain C. H. WATTS, MRCS, 

MB GLASG., RAMC i RAMO aie 


Captain H. M. Jones, mc, 
-RAMC | i 


- 


r 


: already announced in our columns. 
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The following are citations on awards of the Military Cross 
fo oa 


Major P. C. MITCHELL, RAMC. 


/ 


During the period Oct. 19 to 30, Major Mitchell has been-in charge 
of the evacuation of wounded from, the area in front of San Appolin- 
are. During this time the weather conditions have been appalling. 


The mountain tracks, over which wounded have had to be carried, . 
have deteriorated to such an éxtent that walking. alone is most diffi- - 


cult. Thus the carriage of wounded is a most hazardous under- 
taking. The ridge from Gesso to a position on Monte Della Pieve 


_has been overlooked by the enemy and is subjected to sporadic shell 


and day and has organised his stretcher-bearers so well that up t 

date over 900 wounded have been evacuated by his men, th 

majority in these terrible weather conditions and under shell or 
mortar fire. In particular, on the night Oct. 20-21, when the Argyll 
and Sutherland Highlanders captured Monte Acqua Della Salata, 
Major Mitchell was out all the night. organising the collection of 
wounded. Although he had completed some 30 hours without sleep’ 
he remained on the ridge until he had satisfied himself that all the 


and: mortar fire. Major Mitchell has been out on this ridge uD ts 


- Wounded were cleared. His splendid devotion to duty and the fine 


Tsonal example he has set has been an enormous factor in keeping 


s tired stretcher-bearers going. His total disregard for his own, 


personal safety and his courage under enemy shell-‘and mortar fire 
has been a continuous source of inspiration to all who have come in 
contact with him. © 4 3 


Captain J. A. TULLOOH, RAMC, 


oe a 


S 


On the morning of Jan. a during the advance from Brachterbeek ` 


towards Linne, the leading troop of Royal Marine commandos was 
pinned by heavy enemy small-arms fire in some buildings. The 
troop was isolated all day, all attempts to relieve them under cover 
of snfoke or artillery produced no results. The squadron of tanks 
coöperating could not be used to evacuate Wounded owing to the 
proximity of enemy self-propelled guns and bazookas. Despite this 
capis Tulloch twice ran the gauntlet of 400 yards of open ground 
in his jeep to evacuate wounded. * On the first occasion his jeep had 
two tyres burst by bullets and other damage, but this did not deter 
his second venture which was equally hazardous. His devotion to 
duty was remarkable’ and directly responsible for saving lives of 
casualties who otherwise would have had no real attention and must 
have died of exposure. His conduct had a direct bearing on the 


morale of the troops which continued to fight on until withdrawal 


after dark was possible. . 
Captain. ROBERT McILwRaITH, RAMC. 


On Jan. 21, at Waldfeucht, immediately after the battalion had 
captured and occupied the town, a strong enemy counter-attack 
developed and continued throughout the day. Captain McIlwraith 
was the only medical officer with the battalion, and he had to deal 
with over fifty wounded before any casualties could be evacuated. 
On three separate occasions, the various houses. which were being 
used as the regimental aid posts came under direct fire at short range 
from a Tigertank. Large holes were blown in the walls by armour- 
piercing shells and small-arms fire e through these holes and 
through the windows. Inspite of great personal danger and.appall- 
ing conditions Captain McIlwraith continued throughout the day 
to care for the numerous wounded with the utmost efficiency. The 
condition of the wounded, when eventually evacuation was possible, 
was in every way satisfactory and the excellent work done under 


fire by this officer has been responsible for the saving of many lives. - 


His personal example was an inspiration to all those who had to work 
under him. . 


‘MENTIONED IN DESPATOHES. ` 


Surgeon Lieutenant M. D. DAWSON, RANR. ` 


| a o MEMOIR 
Captain J. C. Swanson, Ramc, who died of wounds in 
Western Europe on Feb. 27, was the son of Mr. W. A. Swanson 
| a and Dr. Maud Swanson of Golders Green. 
He was educated at Fettes College, Edin- 
burgh, where he won many cups for sport. 
From Clare College, Cambridge, he entered 
Middlesex Hospital where he qualified in 
1942, and in the same year he took his 
.MB Camb. After holding house-appoint- 
ments at the Middlesex and at Chelmsford 
Hospital, he joined the RAMC at the be- 
ginning of 1943. During that year he con- 
tributed an article to the British Journal of 
Dermatology and Syphilis on familial xan- 
thomatosis. Outside medicine his interests 
were rugby and chess. He played for the 
first XV of the London Scottish and for 
- Cambridge against Oxford in 1938, while 
for two years he held the chess medah for the Individual 
Competition. -He was 27 years of age. | - 


Elilott & Fry 


CoLLEcTION or BLoop.—In a single day’s session, & mobile 
team from the Ministry of Health’s blood-transfusion centre at 
Leeds recently collected blood from 820 donors at a military 
unit. This is said to be the highest number of donors ever 
dealt with. by one team during one working day. The team 
consisted of one doctor, assisted by 12 nurse, as blood-grouping 
technician, anda clerk, and it worked from 8 am to 4.30 PM. 
Next day the blood was flown to the BLA. 


~ 
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| HUMAN’ RELATIONS IN INDUSTRY 
_ As he looked back with us over nearly six years of vicissi-. 


tudes, Mr. Churchill, in his broadcast of May 13, made us 


reakse how truly we are members of one another. Mr. Ernest 
Bevin, Minister of Labour, with an equal sense of this truth, 


would like to see us plan the future by ‘its light. At a con- ' 
_ference-on management and demobilisation, held by the’ 


Institute of Industrial Administration on May 12, he spoke of 
the worth of the personnel officer—a.man, he believes, who 
should have equal standing with the works manager. 

In 1941 Mr. Bevin-was responsible for starting short training 
courses for these officers at three of our universities, and since 
then 800 have trained, and most of them are in posts. More 
than 5000 personnel managers or welfare supervisors are now 


employed im some 3000 factories, and about 170 whole-time ~ 


and 700 part-time medical officers in about 200 factories, 
Industrial nurses have reached .the high figure of 7000. He 
spoke with insight of the need for a new discipline in industry, 
based on our war experience that men work best when they 


` know why they are working. He hoped to see the last of the 
discipline of “ the sack,” far sterner than Service discipline ` 


r 


- book that he has done so. 


which for a similar offence would 
gaol or confined to barracks. 
He would like men to be chosen for jobs that suit them, 
new-comers to be trained for their work, and old hands 
returning from the wars to be given the chance of attendi 
refresher courses. He hopes to see the Reinstatement Act 
applied according to the spirit not the letter, the Service 
man’s special problems being kept well in mind: 


give a man a few days in 


Mr. Bevin spoke warmly of our debt to the disabled : ; 


“let us recognise the value of their potential services and go 
forward boldly to make a place for them in industry.” The 


appointments department of the Ministry of Labour has been - 


reorganised, and will help members of the Forces to. settle 
back to work.’ We have ‘‘many million pounds’ worth of 
new tools now in Britain,” he said, “but none of them 
compares in value wjth the man who works them.” | 


| CONFUSION OF GAS CYLINDERS 


THE Ministry of Health has sent a circular to local authori- 
ties and EMS hospitals reminding them of the danger in 
anesthetic apparatus of. connecting a gas cylinder to the 
wrong inlet—for example, connecting the nitrous oxide 
cylinder to the oxygen inlet. The Ministry suggests that 
wherever someone other than the anesthetist replaces gas 
cylinders, or connectg anæsthetic apparatus to a pipe-line 
installation, a second person, preferably a doctor, should 


`~ 


WORLD REQUIREMENT OF NARCOTIC DRUGS 


Tue Permanent Central Opium Board of the League of 
Nations has authorised the publication of a 32-page pamphlet 
entitled ‘‘ Pre-War Production and Distribution of Narcotic 
Drugs and their Raw Materials.” - The author, Mr. L. F. 
Atzenwiler, is an official of the Board and from an analysis, 
of the statistics supplied to the Board during the 4 years 
1934-1937 shows the amount of the production of each 
narcotic of each country and how disposed of by consumption 
or export. The statistics are. those furnished under. the 
International Conventions of 1925 and 1931, but the control 
of commerce between nations in opium and other dangerous 
drugs dates from the earlier Convention of 1912. 

The graphic method adopted of showing by sectors in a 
circle the proportion of the world production of each drug 
for which each of the contracting countries is responsible 
renders comparisons easy to the eye. Thus in the case of raw 
opium, with a world total of 18,504 tons produced in the 
4 years 1934 to 1937, 12,098 tons or 65:4% are attributed to 
China, 6-7% to India, and 6-1% to Turkey. ‘It is noted 


‘that for China no statistics regarding disposal of the drug 


were available. “It is likely that all or almost all the opium 
was used for domestic consumption by addicts. Chinese 
opium has ‘never appeared in licit international traffic.” 
While 970 tons of raw opium were exported to morphine 


. manufacturing countries, 782 tons went to territories for 


manufacturing “prepared ° opium for smoking. As regards 
coca leaves produced mainly in Bolivia, Peru, Colombia, 
Netherlands Indies, Formosa, Japan, and Ecuador, estimation 
of production is difficult, seeing that the coca bush is a hardy 


l 


subsequently examine the connexions and note in a record . 


. to the United States.’ 


/ 


~ 


- will hold their annual general meeting at 3.15 pm at St. Helier- 


; Chappel, Janet E. Poulton, Jean M. Pri co; O.L 


l University of Sheffield 
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evergreen growing wild, living for. -years and not like opium 
sown and cultivated annually. 

Turning to morphine the diagram gives 137, 360 kg. as 
the world total manufacture of which 22% is attributed to 


the United States, 16:3% to Germany, 11:1% to Japan, and 


58% to the United Kingdom. Of heroin the world total 


I RE was 3621 kg., 33-1% thereof being by Japan 


and 12-2% by the United Kingdom, none being attributable 


‘narcotic drugs ‘‘ and it would seem that wartime requirements 
Jor medical and scientific purposes will begin to decrease with the 
cessation of hostilities.” The pamphlet concludes that the 
normal licit requirements annually for the following drugs 
should be: morphine 8355 kg.; herom 950.kg.; and 
cocaine 3840 kg. a 


University of Oxford 
On May 3 the following degrees were conferred’: 
DM.—*Forrest Fulton 


The war has increased the demand for` 


BM.—J. P. Herdman, W. J. Hughes Butterfeld, P. L. Skeggs, 


I. V. Polunin, H. J. Shaw, R. A. Brownsword Drury, Susan a a 
alf, 
Bett, *H. R. Morton, *M. I. Bostock, *H : paroan; ‘P, C. Elmes, 
G. R. B. MERANTI *J. D. Judah, and Be ‘J. N. Cox. 
+ In absence. | 


N 
The Medical Research Council is to establish a biochemical. 


research unit in the Unversity under the direction of the 
professor of biochemistry. j 


Royal College of Surgeons of England - 

At a meeting of the council on May 10, with Sir Alfred 
Webb-Johnson, the president, in the chair, Dr. R. A. 
Willis, who has arrived from Melbourne, was admitted as the 
first Sir William H. Collins professor of human and compara- 
tive pathology. The Hallett prize was awarded to William 
Burnett of the University of Aberdeen. 

The British Association of Urological Surgeons was added - 
to the list of specialist associations having a joint secre- 
tariat at 45, Lincoln’s Inn Fields. 

Diplomas of membership and in medical radiodiagn6sis — 
and radiotherapy were granted to the candidates named in 
our report of the comitia of the Royal woHeee of Physicians 
of London (Lancet, May 5, p. 581). 

Royal Faculty of Physicians and Surgeons of Glasgow 

At a meeting of the faculty with Mr. William A. Sewell, the 
president, in the chair, Jane Hyslop Merry (Glasgow) and 
William Malcolm Gibson (Glasgow) were admitted to ane 
fellowship. 


Royal College of Physicians of Ireland 


At a meeting of the college on May 4, the following were 


_elected to the fellowship: V. C. Ellis, J. C. Gafiney, P. A.. 


McNally, and J. N. P. Moore. 


Harveian Society of London 

Sir Alexander Hood, director-general of eon Medical 
Services, will deliver the Harveian lecture at the Royal 
College of Surgeons of England, Lincoln’s Inn Fields, London, 
WC2, on Monday, Maye 28, at 3.30 PM. He is to speak on 


' Total Medicine. 


Royal Eye Hospital 

A meeting of the clinical society will be held at the hospital, 
St. George’s Circus, Southwark, London, SE1, on Friday, 
May 25, at 5 rm, when Dr. T. H. Whittington will speak on 
alternating strabismus. 


Medico- Legal Society 

At a-meeting to be held at 26, Portland Place, andon Wi, 
on Thursday, May 24, at 5 pm, Dr. Edward Glover will read a 
paper on the social and legal aspects of sexual abnormality. 


. Royal Society of Medicine 


At a joint meeting of the sections of urology and obstetrics 
and gynecology at 4.45 pM, on Thursday, May 24, Prof. 


- Chassar Moir will describe two cases of urinary incontinence 


continuing after repair of large vesicovaginal fistulæ, relieved 
by unusual methods. Afterwards Mr. J. Gabe, Miss Gladys 


Dodds, and Professor Moir will open a discussion on urinary — 


complications of pregnancy. The discussion on biochemistry 


_ and psychiatry at the section of psychiatry which was to have 


been held on VE day will now take place on May 24 at 5 pm. 


_Mr.G. D. Greville, D sc, and Dr. Derek Richter are the opening 


speakers. On May 26 the section Of disease in children 


Hospital, Carshalton, Surrey. 


s 


GREEN, —On May 7, the wie of Dr. N. 


DUNGHON-<ABHTON. —On 


Royal Medico-Psychological Pe ee ee ee 


At the meeting of the association at City Council House, l 
Birmingham, on Thursday, May 31, at 2.15 pm,. Dr. T. C. 


Graves as past president will deliver his valedictory address 
on: the reduction of the distinctions drawn between mental 


ill health and physical ill health. Lieut.-Colonel A, A. W: 
Petrie will hold the office of pee till 1946.. 


St. Cyres Lecture 


The St. Cyres lecture of the National Hospital for Direne 
of the Heart will be delivered in the Barnes hall of the Royal 


Society of Medicine, Wimpole Street, London, W1, on 


Wednesday, June 6, at 5 pm, by Prof. J: Crighton Bramwell. i 


His subject will be coarctation, of the aorta.. Members of 
the medical profession are invited. l Oza 


British Council for Rehabilitation si 

This council held its first study ćourse during the week 
/May 7-11. The centres visited were Horton. Emergency 
Hospital, Roffey Park rehabilitation centre, Queen Victoria 
Hospital plastic surgery unit, the Government training 
centre at Slough, Queen Mary’s Hospital limb-fitting centre, 
and. Queen Elizabeth’s Training College for the Disabled. 
Dr. Harold Balme gave a general survey of the. subject ; 


Mr. St.. John Buxton dealt with the. orthopedic aspect, and — 
the other speakers included Mr. John Hunter, Dr. T. M. 


Ling, Mr. Langdale ‘Kelham, and Mr. E. S. Evans. At the 
final session Lord Rushcliffe, chairman of the council, presiced: 


_ Parliamentary” Candidate > i 

Dr. Charles Hill, secretary of the British ‘Medical Aison 
tion, has been adopted as qosependent candidate for the 
University of Cambridge. 


nnd 


! 


‘Appointments 
HOLMES, J. W. 0.: examining factory surgeon for Heanor, Derby. . 
Wenn d. W., MB MANO. : temp. asst. MO and asst. school MO for 
ucks - l 


National Hospital, Queen A London, WC1. .—The ae 
. part-time tegistrars have been appointed: | 
KENDALL, DAVID, BM OXFD, MRCP. , 
SANDIFER; P. H., MBCP, DPM.. ` i Kia 
STEWART- WALLACE, A. M., MD LON D MRCP, DPM. l 


eoo Marriages, and mee 


BIRTHS 


PARDATEN.—On May 8, at Oxford. to the wite of Captain PEA E | 


Fairbairn, R AMC—a, son. 

FINN.—On May 7, at Southampton, the wife of Surgeon Lieutenant 
Amdrew Finn, RN VR—a daughter. 

Mayer Green, of Upper 
Brook Street, Wi—a so 

METCALF.—On May 5, at Bristol, the wife of Major James Metcalf, 
RAMC—a daughter. 

Wason.—On March 1, at Dar es Salaam, Tanganyika Territory, 
the wife of Dr. H. T. H. Wilson, Colonial Medical Service—a son. 

YouNna.—On April 19, in London, the wife of Surgeon Lieutenant 
- Kèith Young, RNVR—a son. 


MARRIAGES 


May 8, at Abberley, 
Dudgeon, MC, captain RAMC, to Patricia Joan Ashton. . 


HERD—PATERSON.—On May 7, at Edinburgh, James Herd, MB, to 


Edith Paterson of Innerleithen. 

LYLE—Cow AN.—On May 5, at Hambledon, David Wreford Ranken 
Lyle, MRCS, to Anne H. Cowan 

RuUMSEY-—STEVENSON.—On April] 18, at Grafton, New South Wales, 
Aldridge Cecil Rumsey, major RAMC, of Crow Vorough; Sea 
to Anne Dorothy Stevenson. 


© 4 DEATHS 
eke Pr et May 3, William Herbert Allen, MB CAMB., of Calverton, 


in 
LIVEsAY.—On May 4, at Norwich, Arthur William Bligh Livesay, 
MB EDIN., FRCSE, surgeon captain. RN retd. 
LORRAINE.—On May 12, at Montpelier: Square, London, SW7, 
Joseph Currie Lorraine, MD EDIN., FRCSE, aged 58. 
MENZIES.—On May 10, at Wetherby Place, ‘London, SW7, James 
Herbert Menzies, MRCS, aged 83. 


` ODDIE.—On May 8, at Croxley Green, Herts, Samuel Ingleby Oddie, 


MB EDIN., aed 76. 

POWELL.—On May 4, in Dublin, Caleb Keays Powell, MD, M CH 
RUI, Heut. -colonel AMS retd. 

SELLS.—On May 8, at Northftect, Hubert Thomas Sells, MRCS, 


: SHARPE. —On May 7, at Bexhill, Herbert Sharpe, BA CAMB., MRCS, 


formerly medical superintendent of Ware Park Sanatorium, 
: Herts. 
WoopwaRK.—On May 11, in London, Sir Stanley Woodwark, 
CMG, CBE, MD LOND., FROP, aged 70. | 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily avatlable for export. X 


John Alastair 
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TYPING OF STAPHYLOCOCCI 
BY THE BACTERIOPHAGE METHOD | 


G. S. WILSON, MD LOND., FRCP, DPH, KHP 


PROFESSOR OF BACTERIOLOGY AS APPLIED TO HYGIENE, 
UNIVERSITY 


PUBLIO HEALTH LABORATORY, OXFORD 
. ~ J. D. ATKINSON, FIMLT: 
CHIEF TECHNICIAN IN THE LABORATORY 
THE original observations on transmissible bacterial 


lysis were made by Twort (1915) on cultures of staphylo- 
cocci, and have since been amply confirmed. Lisbonne 


\ 


and Carrère- (1922), working with Bact. coli, discovered ` 


the occurrence of latent. bacteriophage infection ; and 


Fisk (1942) described a method by which the latent 


carrier state could be revealed in Staphylococcus aureus, 


and different strains of this organism distinguished > 


from each other. The purpose of the present paper is 
to report an extension of Fisk’s technique that renders 
possible the identification of staphylococcal types in a 
way similar to that devised by Craigie and his co-workers 
(Craigie and ‘Brandon 1936, Craigie and Yen 1938) for 
the bacteriophage typing of typhoid bacilli. 
ae TECHNIQUE | 
Preparation of crude filtrates—The original strains of bac- 


teriophage—often'in an impure state——were obtained by Fisk’s 
method. Strains to be examined for latent phage contamina- 


tion were grown in 0:2% glucose-broth for 18 hours at 37° C.. 


Each strain was then used in turn as a “basal” strain. 
Four drops (0-1 ml.) of the culture were spread over the whole 
surface of a 0-2% glucose-agar plate, and, after these had dried, 
the remaining cultures were ‘‘ spotted ’’ on to it. When the 
drops had been absorbed, the plates were incubated at 37° C 
for 6-8 hours and left at room temperatyre overnight. Phage 
action was revealed next morning by the presence of either 
discrete plaques or a narrow zone of inhibition of growth, less 


than 0:5 mm. in diameter, around the edge of the spotted - 


culture. . The growth of any pair of strains showing evidence 
of phage action was scraped off the agar and suspended in a 
small volume of broth. This was centrifuged, and the super- 
natant fluid was tested against both strains to find out which 
was the lysogenic and which the susceptible strain. The 
remainder of the lytic supernatant fluid was added to a 2-4 
hour 0:2% glucose-broth culture of the susceptible strain 
and incubated at 37° C for 4-6 hours. As soon as evidence of 
lysis became apparent, the culture was added to a fresh culture 
of the susceptible strain, and again incubated for 4-6 hours. 
Usually cultures were left overnight on the bench, but, if it 
was not practicable to continue sərial passage on the following 
day they were. transferred to the ice-chest. The number 
.of passages required to obtain a sufficiently high degree of lytic 
activity varied usually from four to twelve. 
was filtered through a Seitz EK pad. and tested against the 
susceptible strain by the agar-plate method. The result was 
regarded as satisfactory if the pure filtrate produced confluent 
` lysis. | 
Purification of filtrates.—The crude filtrates thus obtained 
were plated out with the susceptible strain, and a single plaque 
was picked off and spread on a 0:2% glucose-agar plate. This 
plate was-incubated for 6-8 hours and then. kept at room 
temperature overnight. A fresh plaque was picked next 
morning, and the process‘repeated once. The growth from 
the second plating was scraped off, suspended in 5 ml. of 
glucose broth, and centrifuged. - The phage in the supernatant 
fluid was then carried through a:series of passages in glucose- 
‘broth cultures, as described in the preparation of the original 
filtrates, until a potent lytic agent had been obtained. The 
final filtrate was kept in the ice-chest without preservative. 
Titration of lytic filtrates —The Seitz filtrates from the last 


serial broth cultures were diluted 1/10 to 1/1,000,000 with 


quarter-strength Ringer solution. Four drops (0-1 ml.) of an 
8-10 hour broth culture of the susceptible strain were spread 
evenly over the surface of a glucose-agar plate, allowed to dry, 


and then “‘ spotted ” with a standard loopful of each dilution of ° 
Plates were incubated in the usual way for 6 hours, ` 


the filtrate. 
kept at room temperature overnight, and read next morning. 
The highest-dilution producing confluent lysis was regarded as 
the ‘‘ test dilution ’’—i.e., that suitable for typing tests. 
Preparation of lytic filtrates from untypeable strains.—Strains 
that showed no phage action with the test dilutions of the 
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of the phage was then carried on by the method already 
described. pe de . e / 

Method of setting up tests.—Nutrient agar plates containing 
1:5% of agar and 0-2% of glucose are dried at 37° C for an 
hour with the lid partly removed. The strain to be typed is 
grown in 0-2% glucose-broth for 8-10 hours, and'4 drops of 
the culture are spread evenly over the surface of a plate. 
After about 15 minutes, when these have dried, a standard 
loopful—or, if several strains are being tested, a drop of 
appropriate size from a Pasteur pipette—is ‘‘ spotted ” on to 
the culture. For the sake of convenience the bottom of the 
plate is divided by a glass-writing diamond into 25 half-inch 
squares, so that 25 lytic filtrates can be tested, if desired, on 
any one strain. When the drops have been absorbed, the plates 
are incubated for 6-8 hours, left at room temperature over- 
night, and réad next morning. The scheme of notation we . 
have used is as follows: . : 


Confluent lysis with no secondary growth .. ++ 
Confluent lysis with secondary growth i + 
Numerous semiconfluent plaques 

Discrete plaques .. 

Less than 20 plaques 


RESULTS 


_ The total number of strains of Staph. aureus that we 
have examined is 1340. Most of these were derived from 
the nose, hands, skin lesions, breast abscesses, wounds, or 
burns of patients suffering from staphylococcal infections 
of one sort or another, or from suspected nasal or skin 


TABLE I—BACTERIOPHAGE TYPE DESIGNATIONS OF 
STAPHYLOCOCCI us 


semiconfiuent lysis = +; lesser degrees of 
lysis, or no lysis = = 


Confluent lysis = +; 


Bacteriophage filtrates * ` 


Phage type 
of coccus 


3/284 
3B/1339 
424/1307 
44/18 
44/373 
44/761 
47/987 
44/1163 
51/145 
52/144 
-t 52/925 


Ha 
+ 
+ 


pmd pand pand pah far 
COO me SO OAC Or 
+$ 


* The bacteriophage filtrates are designated according to the strain 
from which the phage was originally derived (first number) 
_and the strain on which it was propagated (second number). 


carriers. A few were isolated from food believed to be 
responsible for poisoning of the toxin type, or from the 
vomit or feces of victims of food-poisoning.. Of. this 
total, 46 were used for obtaining strains of bacteriophage 
by Fisk’s cross-culture method ; 29 of these 46 staphylo- 
coccal strains showed evidence of lysis, 25 of them were 
found to be latent carriers of phage, and 7 different strains 
of bacteriophage were obtained from them. Eleven 
further phage strains were prepared by growing one of — 
the original phages in the presence of a later strain, a 
variant of the phage being developed in much the same 


way as with Craigie’s typhoid phages. 


The preparation of these 18 different, bacteriophage 
strains took time, so that the staphylococci we examined 
in the early stages of our work were tested against only 


- some of them. The last 460 cultures, however, were 


x 
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_ thoroughly examined. | Of these, 278 (60-4%) were typed, 


104 (22:6%) were acted on by phage but did not fall 
clearly into any of the 21 types that we have so far de- 
fined, and 78 (17-0%) proved insusceptible to all our lytic 
filtrates. | | 3 | 

In table I is set out the method by which the different 
types of staphylococci are recognised. It should be 
made clear that the notation in this table differs from 
that described above. For the sake of simplicity we have 
recorded confluent lysis of the 3-plus or 4-plus variety as 
+, semiconfiluent lysis of the 2-plus variety as +, and 
any degree of lysis less than this, or no lysis at all, as —. 
_ It should further be noted that this table is a diagnostic 
schema, similar to the Kauffmann-White schema for the 
` serological identification of members of the salmonella 
group—intended to facilitate the differentiation of 
staphylococcal types, not to give the complete range of 
lytic filtrates to which each type is susceptible. 
mination of table I shows the presence of 21 types or 
subtypes. 
of staphylococci that are acted on by more than one test 
filtrate in our series, even though, as with 1B and 3B, the 
action of only one filtrate is recorded. Strains belonging 
to types 4 to 14, however, are lysed completely by a single 
filtrate only, when used in the test dilution, though they 
may well prove to be susceptible to fresh strains of 
‘bacteriophage that we hope to isolate in the future. ` 


; k \ N S 
TABLE II—DISTRIBUTION OF 278 STRAINS OF Slaph. aureus 


$ l WITHIN THE PHAGE TYPES 
| Strains of staphylo- Strains of staphylo- 
Phage | cocci Phage cocci 
type | act ; type 7 eG | ieee aa 
l ; No. oi No. | 5 
IA. nR y 3 4 10 3-6 
1B 14 5-0 5 9. 3°2 
lo ‘| 7 2°5 6 9 | 3-2 
2a 24 8°6 7 18 | 6S 
2B 1 1 0A So ox! 1 04 
2e > 10 346 9 l a 0-7 
2D, 1 Ord 10 51 18-3 
3A 22 7°9 lt- 7 2:5 
3B . 10 3-0 12 | Q - 3-2 
nai 13 3! 1:1 
3C 6 22 14 Io o 62 4 a 18:7 


Table 11 shows the frequency distribution of the 21 
staphylococcal types. Apart from types 10 and 14, no 
type comprised more than 10%. of the whole. Taking 
this in conjunction with our failure hitherto to type 40% 
of the. total strains, we may be fairly confident that the 
method of phage typing is destined to prove of consider- 
able value in epidemiological investigations. ! ; 
PHAGE TYPING OF STAPHYLOCOCCI IN EPIDEMIOLOGICAL 

` INVESTIGATIONS 


Fisk and Mordvin (1944) have been able by the cross- 
culture method to show the relationship to each other 
of different strains of, staphylococci isolated from the 
same patient ; but this method is purely qualitative, is 
subject to variation in the activity of the phages, and is 
not altogether suitable for enabling the type of different 
strains from epidemic sources to be readily defined. It 
was for these reasons that we endeavoured—with sofne 
success—to develop a method of typing by means of lytic 
filtrates prepared from different strains of bacteriophage. 
such as has proved so valuable in the study of the typhoid 
bacillus. A few examples may be given to illustrate the 
application of the method to epidemiological problems. 


(1) Food-poisoning outbreak in ‘Hampshire.-—An account 


of this outbreak of staphylococcal food-poisoning has been - 


given by Duncan (1944). Briefly, 40 out of 200 persons in a 
. Civil Defence column were attacked. Investigation narrowed 
the incriminated food down to a meal of cold cooked ham. 
Coagulase-positive staphylococci were isolated in very large 
numbers from the ham, and were found by phage typing to 
belong to a subtype of type 2. Examination of a strain 
cultured from the vomit of one of the patients showed that 
it belonged to the same subtype.. Nasal swabs taken from 


eight members of the kitchen staff yielded heavy growths of | 


Staph. aureus in 4. One of these proved to belong to the 
same phage subtype as that isolated from the ham and the 
patient’s vomit. It came from the chef who had been res- 


ponsible for carving the 200 portions of ham on the day before ,- 
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In types 1, 2, and 3 we have included strains: 


i a 


[may 26, 1945- 


the outbreak. It seemed-clear that the chef had infected the 
ham with staphylococci, which had multiplied overnight and 
formed enterotoxin. _ ae a 

(2) Pemphigus outbreak in a Berkshire maternity home.— 
This outbreak was investigated by Dr. R. L. Vollum, who has 


kindly supplied us with the following notes. The home has ac- 


commodation for 25 mothers. The staff consists of a matron, 
5 other midwives, 4 nursing auxiliaries, 4 resident domestics, 
2 daily women, one man, and a resident laundress. Between 
Oct. 2 and 20, 1944, six cases of pemphigus occurred. Swabs 
were obtained from the skin lesions of four. of the babies (the 
other two had been discharged), and Staph. aureus of phage 


type 7 was isolated from each of them. ` Staph. aureus was also 


isolated from four members of the staff; one of the strains, 
coming from the laundress, belonged to type 7. The same 
type was cultured from the nipples, but not the nose, of two 
of the mothers, both of whom had infected babies. The evid- 
ence suggested that the laundress was responsible for spread 


of the infection among the babies, some of which infected their. 


mothers. . 

(3) Food-poisoning outbreak in Dorsetshire.—This outbreak 
has been reported by Cooper (1943). The members of a 
household suffered from acute food-poisoning after eating meat 
pies. Staph.’aureus was cultured from one of the pies in 
enormous numbers—about 500 million per gramme. simi- 
lar organism was also isolated from the vomit of one of the 
sufferers. Both proved to belong to phage type 2a. Four 
persons had been responsible for filling the pies; one of these 
had an unhealthy-looking nasopharynx. Nose and throat 
swabs were taken from each of them. Coagulase-positive 


staphylococci were found in two of the nose and one of the 


throat swabs. One of these strains, from the person with the 


unhealthy nasopharynx, proved to belong to phage type 2a. 


This person had apparently been responsible for infecting the 
meat pies. i f 

(4) Outbreak of pemphigus at a maternity home in Lincolnshire. 
—Dr. J. M. Croll of Lincoln, who investigated this outbreak, 
sent us 43 strains of coagulase-positive Staph. aureus derived 
from 2 midwives, 4 nurses, 1 mother, 6 healthy babies, and 9 
babies suffering from blisters or other septic lesions. The 
strains from all the affected babies belonged to phage type 10, 
as did also a strain from the nose of a healthy baby who later 
developed pemphigus. 
carrying this type were a midwife, who herself developed 


pemphigus, and a nurse who was carrying it in her nose and 


had a sore finger.. The evidence suggested that the nurse was 
probably responsible for the origin of the infection. 

For other outbreaks in which phage typing has proved 
useful, reference may be made to Cruickshank (1943) for 
an account of a food-poisoning outbreak’ at Barnstaple 
in which infection was traced to one of the three persons 


who prepared the incriminated brawn, to' Hobbs (1944) 


for an account of an outbreak of breast abscesses in a 
nursing-home in which a persistent throat carrier of the 
same type was found in one of the nurses, and to Mac- 


‘donald (1944) for an account of a very unusual outbreak 


of food-poisoning traced to goat’s cheese. The method 
has also been employed with success in tracing the origin 
of staphylococci. in secondarily infected’ wounds and 
burns (see Miles, Williams, and Clayton-Cooper 1944). 


SUMMARY . 


A method is described for the preparation of lytic 
filtrates to Slaphylococcus aureus. 

_ By this method lytic filtrates corresponding to 15S 
different bacteriophage strains have been prepared. 

The use of a technique similar to that for the phage. 
typing of typhoid bacilli has enabled us, so far, to 
recognise 21 staphylococcal types or subtypes. 

Of 1340 strains of Staph. aureus examined, the last 460 
were submitted to the action of all our’ lytic filtrates. 
Of these. 60-49% were successfully typed, 22-6% were 
acted on by phage but were not typed, and 17:0% proved 
insensitive to any of the phages in our collection. 

Of the 21 types or subtypes into which the typed strains 
fell, only 2 included more than 10% of the strains. 

Some examples are quoted of outbreaks of food-poison- 
ing, pemphigus, and breast abscesses in which the origin 


“of the infection was traced by phagetyping of the 


strains. | | 
This method is likely to prove of considerable value in 
the investigation of outbreaks of staphylococcal infection. 
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. ‘TREATMENT OF 
ACUTE CONJUNCTIVITIS AND TRACHOMA 
| WITH SULPHONAMIDES ` 


Barta MITERSTEIN ` H. J. STERN, MD 
i MD ~ MAJOR REN 


. Ophthalmological Debis Hadassah University $ 
. Hospital, J erusalem 


, ! DURING the 1941 summer epidemic of Koch-Weeks 
conjunctivitis we began to examine the use of sulphanil- 
amide and some of its derivatives in local and oral 
treatment of this disease. 7 

‘In the Near East Koch-Weeks éougunotivitts appears 


as an epidemic in the summer and early autumn and, 
-affects children especially. © 


-It is highly contagious, 
usually attacks both eyes, and is characterised by an 


- abundant discharge, extreme swelling of the lids and 


conjunctiva, blepharospasm, and intense’ discomfort. 


Corneal -complications may, develop: which prolong, 


treatment and sometimes lead, especially in trachoma- 
tous cases, to severe corneal ulcers. Infection is trans- 
mitted from eye to eye by flies or by contact. 
conjunctivitis is left to itself it subsides in 6-8 seeks: but 
usually it. does not heal completely and becomes a 
chronic inflammation with acute exacerbations (Feigen- 
baum 1921). Roemer (1912) calls it one of the most 
contagious diseases. known, and Feigenbaum points out , 


that in babies it may seriously disturb nutrition. A 


Koch-Weeks conjunctivitis treated with silver nitrate 
shows definite improvement after 4—6 days, but complete 
cure takes about 3 weeks. l 
We started’ our. experiments with ‘ Pyranil ” (Teva 
Ltd.), which had shown strong bactericidal activity in 
vitro, and in vivo. 
is a compound containing Preece A 
amide in addition to pyridine-dicarbonic acid anhydride. 
Unlike sulphapyridine it contains a free carboxy] group in the 
pyridine ring. Its most important biological feature is its 
detoxicating property; while chemically its main charac- 
teristic is its capacity to form salts with metals and alkaloids, 
Olitzki.and Rappaport state that it has both bactericidal 


cand bacteriostatic qualities of a high order, and that it stimu- 
lates phagocytosis. 


An ointment. was prepared which contained 5% of 
the active principle in an adequate ointment base. | 


LOCAL TREATMENT 


In a group of children with Koch-Weeks conjuncti- 
vitis the procedure was to treat one eye with Pee, 
ointment and the other eye with silver nitrate (2%). 
Of 13 children, 12 were equally-well cured in both eyes. 
In 3:.cases with diffuse superficial keratitis pyranil and 
cocaine-atropine were applied with good result. One 
Lely in whom the conjunctivitis did not respond to 

yranil was a. dystrophic-scrofulous child, who had to 


be 2 treated with silver nitrate and was only cured after 


4 weeks. 
In a few more cases of Koch: Weeks conjunctivitis— 


-one of. which. showed in addition severe superficial 


keratitis—both eyes were treated with pyranil ointment 
as well as with silver nitrate. This combination gave 
Thus one child was cured in 9 days, 
and the keratitis case, in which cocaine-atropine was 
also used, was almost cured in 5 days. 

In Koch-Weeks conjunctivitis the average period of 


treatment was, with pyranil as well as with silver nitrate, 


10-14 days; after another week of treatment with 
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~ If the ` 


cases. 


: Argyrol ’ or zinc sulphate at home all patients were 
definitely cured. 


The success of combined treatment with pyranil and — 


silver nitrate may be due to the silver coagulating the 
-superficial epithelial layers which are eventually shed, 
enabling the pyranil to attack any remaining germs, and 


stimulate the local protective mechanism. Judging 
by our experience so far pyranil alone does not seem — 


inferior to silver nitrate; and combined with ‘silver 
eee it appears to be more effective than silver. nitrate 
alone 


SULPHONAMIDES BY MOUTH 


These results encouraged us to try: sulphanilamide 
and sulphapyridine by' mouth, although the action of 
these substances was supposed to be limited to cocci. 
The favourable results obtained in gonococcal con- 
_junctivitis treated with sulphapyridine by mouth are 
familiar, but the results we obramed in Koch-Weeks 
' infection surprised us. 


Sulphanilamide by mouth, 0 05 g. per kg. body-weight - 
inflammation, 


daily, had no effect on the Koch-Weeks 
and these experiments had to be abandoned. On the 
other hand the first few cases of Koch-Weeks conjuncti- 
vitis treated with sulphapyridine by mouth, without local 
treatment, cleared up completely in so short a time that 
' treatment “with silver nitrate seemed slow in comparison. 
About 50 cases, ranging in age from a few days to 
70 years, were treated. The first effect always appeared 


within 24 hours: in’some cases swelling and secretion 


disappeared completely 2-3 days after treatment by 
mouth began ; in others, injection and swelling remained 
a few days Jonger and subsided after appropriate local 
treatment. 


first symptoms disappear. Unless it continues for 
at least a week there may be a relapse which will not 
respond to sulphapyridine. 
‘the best results : 


A total of 0-05 g. per kg. body eeient per day is given in . 
The intervals must not be too long, every 2-3. 


divided doses. 
hours seems to be best interval. On the 2nd and 3rd day this 
dosage is repeated ; during the next 4-5 days it is gradually 
diminished. If slight swelling and injection of the con- 
junctiva remains, treatment is to be continued with argyrol, 

‘ Noviform °’ ointment, or some other antiseptic ointment. 


This, treatment always gives prompt results. The . 
swelling of the lids and the blepharospasm disappear‘on | 


the 2nd day and the abundant discharge abates; the 


eyes, can be opened, the pain has subsided, andthe 
patients report that sleep is again possible. 


day the discharge has sometimes stopped altogether, 
and the lids are normal, though the conjunctiva still 
shows some swelling. and redness. is a critical. 
‘stage, since the patients are apt to discontinue treat- 
ment because they no longer feel any discomfort ; but 
if treatment is stopped at this stage, the conjunctivitis 
often recurs, and sometimes takes weeks to cure. 

Too prompt an effect, easily mistaken for complete 


cure, is the only disadvantage in this treatment. We — 


did, not observe any untoward complications in our 
Unlike the usual treatment with silver nitrate 
it gives rise to neither pain nor discomfort,-and is much 
quicker and more effective. Sulphapyridine ‘applied 
locally had not the slightest effect. 

Without speculating too freely on the way in which 
sulphapyridine works, we may note one fact drawn from 


our experience: : 


Smears taken „every two hours from the conjunctiva in & 


_number of cases ‘were examined microscopically. During 
the first two hours of treatment nothing of importance was 


observed ; but 6 hours after the -first dose the Koch-Weeks 
bacilli showed definite changes, and these became more and 
more pronounced after 8, 10, and 12. hours. The bacilli 
became broader and more than twice as long. At the same 
time their number decreased, and ot of those changed 
bacilli appeared intracellularly (figs. 1, 2, and 3). Within, 
14 hours of the first dose not a single bacillus could be detected 
in the smears, and from then on, while treatment continued, 
the smears appeared microscopically sterile. 7 
These findings can be easily explained. As soon as 
the: sulphapyridine concentration in the blood reaches 
the necessary level it begins to act on the bacilli. This 


~ 


5 n e 


‘The following course gave 


~ 


It soon became clear, however, that, as - 
- with gonorrhea, one must not stop treatment after the 


Next . 
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Fig. |—Smear taken before treatment. 


seems to happen after 6 hours. 
indicate degeneration of the bacilli, which disintegrate 
during the next few hours, fragments being quickly 
disposed of by phagocytosis. 
phologically normal bacilli is not uncommon, and can 
be observed in untreated cases as well as in cases treated 
with silver nitrate. Structural alterations of the bacilli, 
however, are not observed in smears from untreated cases 
er cases treated with silver nitrate. Axenfeld (1907) 
found, in cultures, involution forms similar to those 
observed in our cases, and we found similar forms once 
in.a case of Koch-Weeks conjunctivitis which had been 
treated elsewhere for about 6 weeks with instillations 
of an ‘ Optochin ’ solution. 

The effect of sulphanilamide and sulphapyridine on the 
morphological appearance of cocci is naturally difficult 
‘to obsérve since they cannot change their aspect much, 
apart from becoming larger or smaller. The effect wn 
‘bacilli is therefore interesting, especially, since such 
‘changes have never been noted in cases treated by ‘the 
usual local remedies, either in free bacilli or in bacilli 
which have undergone phagocytosis. 

‘It seems that a few bacilli may sometimes survive 
the onslaught of sulphapyridine, and these single bacilli 
multiply if the treatment is not continued. This must 
be borne in mind if satisfactory results are to be gained. 


TRACHOMA ‘* 


| Finally sulphanilamide, lokap yeding and pyranil 
have proved valuable in the ‘treatment of trachoma. 

The beneficial results of sulphanilamide in trachoma 
have been repeatedly stressed; given by mouth, it is 
already an indispensable adjuvant to the treatment of 
corneal complications. 

We treated complications (pannus inflammatcrius, 
infiltration, and inflammation of the cornea) locally with 
pyranil ointment and the results obtained were excellent. 
In many cases it proved unnecessary to give atropine. 
In severe corneal complications, resisting every thera- 
peutic attempt, this ointment is the treatment of choice, 
though it does not, of course, exclude the use of atropine 
and sulphanilamide by mouth, or make it unnecessary to 
squeeze out of the trachomatous granules, if they need it. 
We have seen no case which did not shaw an immediate 
response. 7 

DISCUSSION 


' The importance of these new methods must be stressed 
_in view of the havoc caused by Koch-Weeks conjunctivitis 
and trachoma in the Near East. Feigenbaum emphasises 
that trachoma is often transferred with Koch-Weeks 
conjunctivitis and finds an ideal ground for developing 
in the inflamed, loosened conjunctiva. In a country 
where trachoma is endemic the apparently harmless 


' Koch-Weeks conjunctivitis thus plays a noxious 1ôle. _ 


A quick and reliable cure is important, the more so since 
seoretions from untreated cases as well as of cases treated 
with silver nitrate, are capable of spreading the infection 
even long after the acute symptoms have subsided. 


2 1 


PENICILLIN 


Fig. 2—Smear taken 8 hours after first dose 
of sulphapyridine. 


Phagocytosis of mor- 


Feigenbaum, A 


BY INHALATION 


Fig. 3—Smear taken 12 hours after first dose. 
of sulphapyridine. 


The structural changes .- Within 14 hours of the beginning of sulphapyridine 


treatment, however, the secretion from the eyes becomes 
sterile. 
SUMMARY S7 z 


In 18 cases of Koch-Weeks conjunctivitis one eye was 
treated with ‘ Pyranil’ ointment and the other with 
2% silver nitrate. The results in 12 cases were equally 
good in both eyes. 

Treatment of Koch-Weeks conjunctivitis by pyranil 
ointment jointly with silver nitrate was more successful 
than treatment’ with either alone. 

Cases of Koch-Weeks conjunctivitis ‘treated with 


‘sulphanilamide by mouth, without local treatment, did 


not respond, but those given sulphapyridine by mouth 


‘cleared up in a few days. 


Sulphapyridine and pyranil have also proved valuable 
in the treatment of trachoma. 

We wish to thank Prof. A. Teigonbaum for his kind atsiki 
ance and Lieut.-Colonel G. I. Scott, ramc, adviser in oph- 
SRB nology to the MEF, for permission to epubien this' Peper 
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' PENICILLIN BY INHALATION 


R. B. REWELL 
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1 N. MUTCH 
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THE quantitative aspects of inhalation therapy have 
been dealt with in an earlier paper (Mutch and Hoskins 
1944), to which the reader is referred for details of the 
physical and biological factors concerned. In the trials 
there described sulphonamides were administered in 
mist form through a Collison inhaler, and analyses of 
mist, blood, and urine indicated that amounts of drug 


‘could be introduced into bronchiectatic. patients and 


normals which were adequate both for the topical treat- 
ment of bronchial conditions and for constitutional 
action. It was suggested that penicillin might be 
employed in a similar manner and in the present. com- 
munication the relevant measurements are given. In 
the meantime Knott and Clark (1945) have published 
interesting work on the absorption of penicillin from the 
air of rooms into which penicillin solutions have been 
nebulised, and have obtained evidence of the presence of 
penicillin in the urine of persons exposed to such atmo- 


- spheres for various periods. 


NEBULISER, CIRCUIT AND SOLUTION 


In our experiments with penicillin the method of 
administration already standardised for sulphonamides 


ywas adopted. 


Mists were produced by the Collisan nebuliser actuated 
by oxygen pressure and delivered along wide stream-lined 


~ 


| 
+ 


in to' replace the glycerin for 30 minutes. 
' blood and urine were collected as indicated in the table © 


THE LANCET] Si -io DR. 
conduits to a closely fitting nose-piece detached from a 
BLB. oxygen unit. The subject was instructed to 


_ breathe out through the mouth, the lips serving as an 


outlet valve. . The general objective was to secure a 
maximum deposition of mist on the respiratory mucous 


surfaces. „Deposition occurs. principally in zones of 
_ turbulence, _ as in the region of valve flaps, irregular - 
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to be attributed entirely to variation in the ventilation. e 


rates of the different men. The excess probably repre- 


sents wasteful mist production caused by incorrect adjust- ` 
ment of the rate of oxygen flow. Loss from oxidation 


The average amount of penicillin 


was insignificant. 
The excep- 


recovered from the-urine was 60,850 units. 


surfaces, or sudden expansions of lumen. Within the ir 6 
body. the. greatest turbulence is that produced by the oe | 
reversal of the direction of air fiow between the alter- &s-of : 5 4 
nating phases of respiration. In the circuit employed ER Ys 
external turbulence is minimised and internal turbulence 3 40F 4 xs 
is confined to the respiratory tract proper with the ex- ` S F > & 
ception of a small region between: the larynx. and the SKAJ, 3 N 
fauces which is.shared both by the respiratory and the © > E So 
alimentary tracts. SF 288 

From eaplier observations it was computed that. half a eee ENI 
an hour’s inhalation of mist from one nebulising phial '- . X9 OF ps 
passing 8 to 10 litres of oxygen per minute and contain- N 2 : 


ing a neutral aqueous solution of penicillin of 80,000 units 
per c.cm. would ensure an absorption of at least 40,000 
units of the drug. Such proved to be the case and the 
routiné was adopted for our assay. Penicillin mists of 


this density are respirable without causing any definite © 


distress provided that the purer forms of penicillin 


‘ powder are selected. Merck’s calcium penicillin was 


satisfactory but the lower grades of English penicillin 
were far too irritant for this purpose. Dr. E. S. Duthie 
kindly assayed a specimen of penicillin to serve as a 
standard for our estimations, and we are indebted to Dr. 
C. G..Pope for his assay of the original Merck product 
used. (720% to 757 Oxford units per mg.). 

Five healthy young men (medical students and labora- 
tory workers) were selected for the survey. A prelimin- 
ary trial was made in. each case with the easily visible 
mist formed from 2% glycerin. in water and the rate of 
oxygen’ flow was a justed to the individual’s minimal 
requirements. The penicillin solution was then switched 
Samples of 


and. penicillin contents estimated by Heatley’s method 
(see fig.). The strength of the residual-solution left in the 


-‘nebuliser was also estimated to ascertain whether half an 


hour’s intimate exposure to pur¢ oxygen at a temperature 


a little above zero had caused any undesirable pestenchion | 


of the drug. | 
DISCUSSION ; 


The volume of solution nebulised datied rather widely 


ed 2 3 re 

l HOURS FROM COMMENCEMENT OF INHALATION 

- Average concentration of penicillin in blood of five normal subjects 
after administration of 60,000 units of penicillin by inhalation in } 
hr. (Collison inhaler withe BLB mask. Solution contained 80,000 | 
units of penicillin per ¢.cm.) 


tionally bigh excretion by the subject R.R. duping the 
second hour was doubtless caused by water diuresis and 
suggests that the amount of penicillin actually absorbed 
by the other men was substantially greater than 60,850 
units. Although penicillin administered by injection 
appears quickly in the urine, there is always a large 
excretion deficit ; for example 40% when 10,000 units are 
given,- representing penicillin which leaves the body by 
other routes or is converted into inactive forms (Florey 
et al. 1941, Rammelkamp and Keefer 1943, Rammel- 
kamp and Bradley 1943). Even if no correction i is made 
for wasteful production of mist, for incomplete recovery 
from. the urine, or for destruction i in the body, the figures 
still show that at least 25% of the mist was-absorbed 
from the respiratory passages. This degree of absorption 
agrees well with that-previously found for sulphonamides 
administered by the same technique. The best recovery 
secured by water diuresis (R.R.) indicated absorption of. 
over 40% of the nebulised drug. 

The general pattern of excretion and of drug concen- 
tration in the’ blood was the same in each case, although 
conspicuous variation occurred in the blood-levels in 
different individuals. Maximal excretion took place 
during the half-hour following inhalation, and the next 


from 2 c.cm. to 4:1 c.cm., a difference which is too great 


PENICILLIN IN URINE AND BLOOD. AFTER 4 HOUR’S INHALATION OF PENICILLIN MIST 
Collison nebuliser direct to nasal mask ; calcium penicillin in water 80,000 units per c.cm.) 


i aoe =~ Penicillin nebulised 


Urinary excretion, Blood concentration 


a — =— os ee ae ag Se es fe a sae oS seia 


Conant reget f a | A e © | Time from 
. Sub- penic n phia Lossin | Penicillin Time from | l l ka gee 
ject (units per c.cm.) weight of | delivered |startof¢hr.| Volume Penicillin — | Start of + s Der 
——-—~—| phial during | as mist - inhalation (c.cn).) content (units) ‘tion rn e ein 
Qriginal After $ he. run (g.) (units) session (br.)' slon <hr.) pees 
sol. '$ hr. run AY. ` Ñ os : 
ee } p | 0 tot : -108 8,100 n 3-7 
80,000 a) er 3:8 304,000 - 4 to 1 76 22,800 $46,900 | 1 3-7 
l : any N: 1 to 2 86 127900 2 1:5 ; 
3 2 to 3 55, | 3,100 oa J 
SCO" ao ee —_—_ eS | ees Som | — oe amas 
om , j oto o 270 650 | j 2-2 
80,000 | 75,000 | 77,500 3-0 232,500 btol, | 240 28,800 (99,000 1 1-2 
l 7 i to 2° 580 69,600 2 Ipappreciable 
<< ee otot |. 72 10,300 n T5 
80,000 | 75,000 | 77,500 2-0 155,000 ° to 1 110, 33, 900 51,800 1 5:3 
E ae | | to? |, 3 2 4-5 
i D E 2to3 |! 47 ? 00 
a a | p 1 0-6 
| | E 2 0:5 
m | 80,000 | 80,000 | 80,000 41 328,000 ae : og, 05. 
l | € sd BRN T 4 Inappreciable 
pa | PP ary | `- 5 i 
S i | i | 
i | Otod >| 130 7,300 ) oOo 1-5 
T | 80,000 |... Ss | 35 ~~” |- 280,000 btol op 27,000 |,- 1 0-3 
| | | ito? | 82 | 4,900 [45700 | 2 [Inappreciable 
| 2'to 3 © 80 3,000 3 ai 
| 70 3,000 | 4 a 
t i 


l T. i i | | 3tod 
Z a a a a ieee 
i * Extra water taken. 4 
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highest excretion rate was for the inhalation period itself. 
Blood values were greatest at the end of the inhalation 


- 


. period, and‘reasonably well maintained for one or two 


hours more. The graphs have been constructed from 
the averages, the abnormal] urinary outputs of R.R. being 
‘excluded. E i Be oo 

ae E CONCLUSIONS MERE Sar 

Calcium penicillin administered as.a mist is very 
rapidly absorbed. through’ the respiratory mucous 
membrane. Highly bacteriostatic titres can be estab- 
lished in the blood inthis way. The graph representing 


the concentration of the drug in the blood at various 


times subsequent to the inhalation session is in general 


form similar to and intermediate between those reported - 


by Dawson and his co-workers (1943) for penicillin 
injected by the intramuscular and intravenous routes. | 
The wastage of material involved is 60--75%, but the 


'. ‘high values obtained in blood and urine encourage the 


hope that weaker solutions than those employed in this 
preliminary assay—e.g., 5000 units per c.cm. or even 
less—could be used economically and successfully for the 
local treatment ‘of infections of the respiratory mucosa 


and- immediately adjacent tissues, such as purulent ' 


bronchitis and bronchiectasis, and as a prophylactic 


_ against secondary pyococcal infections in influenza. 


' bacteriostatic agent. 


_Rammelkamp, C. H., Bradley, S. E. (1943 
33, 30. 


` This research was carried out under the scheme organised 
by the Penicillin Therapeutic Trials Committee of the Medical 
Research Council, to whom we are indebted for supplies of 
penicillin. i : i 
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In his original paper on penicillin Fleming (1929) 
recorded the observation that the substance exerted a 


slow bactericidal action on smal] inocula of staphylococci 


in nutrient broth and also had a lytic effect under certain 
conditions on staphylococcal suspensions `of. visible 
turbidity. i p og 

._. In the first comprehensive communication from this 
department on penicillin (Abraham, Chain, Fletcher, 


. Florey, Gardner, Heatley; and Jennings 1941) the state- 


ment was made that this substance was a predominantly 
) This conclusion was based on the 
fact that pénicillin did not affect the oxygen uptake of 
resting staphylococcal suspensions even in high concen- 
trations, and on the finding that plate-counts made after 
incubation of staphylococcal suspensions with penicillin 
in Ringer solution for 24 hours showed the presence of a 
large number of viable bacterial colonies. ` ~ 

Hobby, Meyer, and Chaffee (1942) showed that penicillin 
exerted a powerful bactericidal action on streptococci, 
pneumococci, and staphylococci when acting under condi- 
tions favourable to their growth. Under these conditions 
99% of the organisms were destroyed. When it was 


brought in contact with bacterial suspensions under’ 


conditions unfavourable to their growth (low tempera- 


ture, exhausted culture medium) no bactericidal action. 


was observed. Further evidence confirming these ob- 


servations was adduced by Hobby and Dawson (1944a_ 


and b), who showed that the bactericidal action of peni- 


-cillin was enhanced by substances increasing bacterial 


growth, while it was diminished by substances interfering 
te 
* With a personal grant from the Nuffield Provincial H ospitals Trust. 


with -growth (e.g., saline, sulphadiazine). Miller and 
Zimmerman. Foster (1944) found that penicillin had a 


similar mode of action on the meningococcus, which was . 


killed by it in a nutrient.medium but remained unaffected 
in a non-nutrient medium, Rammelkamp and Keefer 


(1943) also noticed a bactericidal action of penicillin on 
-. the streptococcus and staphylococcus in human blood. _. 
Rantz and Kirby (1944), using photoelectric turbidi- 


metric methods confirmed the bactericidal effect of 
penicillin on the staphylococcus in nutrient media, and 
also Fleming’s original observation on the lytic effect. of 
penicillin on staphyloccocal suspensions, which’ also had 
been noticed by Smith and Hay (1942) and Fisher (1943). 
They reported that such suspensions incubated with 
small amounts of penicillin in a nutrient medium show 
first an incréase and later a decrease in turbidity, and 
finally are completedly lysed. | ic he. oe 

_-The bactericidal effect: of penicillin on staphylococci 


‘was also noted by Bigger (1944b and c), who reached the 


same conclusions as Hobby and others. He also noticed 
that 99-96% of the staphyloccoci were killed by. penicillin 


` after incubation for 24 hours at 37° C in’a nutrient 


medium and gave the term ‘“‘ persisters ” to the small 
percentage of organisms surviving under these 


-~ conditions. t l 


In view of the above results it was decided to attempt 
to demonstrate the bactericidal- action of penicillin 
manometrically by its effect on thé oxygen uptake of 
growing staphylococcal] cultures ; it. was hoped that more 
detailed- knowledge about the mode of action of penicillin 
might be gained from. such metabolic experiments.. The 
manometric measurements were complemented by photo- 


electric turbidity measurements, hemocytometer-counts 


and viability-counts. = = 

| EXPERIMENTAL DETAILS i | 
_ Bacteria.—The Oxford staphylococcus (H) strain was used 
throughout the work, apart from a few experiments made 
with a resistant strain isolated from a human infection and 


with a stock culture of a B-hemolytic streptococcus. The- 


organisms were first grown in Lemco broth. with continuous 
shaking in Erlenmayer flasks for 14-18 hr. at 37°. Sus- 
pensions of about 3000 million organisms per c.cm. obtained 
in this way were diluted in fresh heart broth to the desired 
density. In all experiments not carried out in Warburg 
vessels the organisms were shaken in 4 c.cm. amounts in 25 
c.cm. Erlenmayer flasks. This gave homogeneous suspen- 
sions suitable for hamocytometer- and viability-counts, 
and without any of the irregularities found when unshaken 


- suspensions were used. In particular the “‘ bacteriostatic ” 


end-point was clearly marked. Occasionally the bacteria 
showed a tendency to grow in clumps and to adhere to the 
sides of the vessel, a mutation similar to that described by 
Rochaix and Rivollier (1939) ; such ‘cultures were not used. 
Measurement of-oxygen uptake was done in ordinary Warburg 
vessels with one side bulb and a central chamber for the 
absorption of the respiratory CO, at 37°. Two c.cm. of each 
bacterial suspension was placed in the Warburg vessels, and 


~the total volume of fluid brought to 2:5 c.cm. by additions of 


KOH, penicillin solutions, &c. The atmosphere in the vessels 


‘was air. The number of bacteria in the staphylococcal 


suspensions used was established before the experiments by 
hzemocytometer-counts. a ' > 

Viability tests were carried out in the usual manner by plate 
counts on heart broth agar (after 'suitably diluting the 
suspensions). Penicillinase-containing agar was used when 
the initial penicillin concentrations were high. 


- Penicillin.—The preparation used throughout.the work was 


a commercial product manufactured by Chas. Pfizer and Co., 
Inc., USA, containing 500 Oxford units per mg. 


Effect of Penicillin on Bacteria in Various Phases — 
| of Growth 

I. STATIONARY PHASE | 

The result previously obtained (Abraham et al. 1941) 
that penicillin had no effect on the oxygen uptake of 
resting bacteria was first confirmed (table 1).. An 18 hr. 
unshaken culture in Lemco broth containing 760 
million organisms per c.cm. was used. Viability- 
counts were made from the suspension containing the 


a a e m. =e — 


= a e ee aia a i Se ee a, iea: 


t Since the work reported in this paper was concluded two further 
' papers on the mode of action of penicillin have appeared 
(Garrod 1945, Todd 1945), which contirm that penicillin exerts 

` @ bactericidal and_bacteriolytic effect. l 
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‘TABLE’ I—EFFECT OF PENICILLIN 'ON OXYGEN UPTAKE OF 
5 . . RESTING STAPHYLOCOCCI . ° ; 


Rate of oxygen 


Penicillin content of suspension ` 
uptake of 2 c.cm. ; ( 


units per ¢c.cm.) 


staphylococcal 
- suspension: |7 - 
(c.mm. per 10 min. 0 oo S 50 500 
At 0 hours ../ 36 | 36 41 34 
oven, “Sy 42 =| 4G 52 | 49 
oC 25 €l 25. 34 31 
oe Ores eT ee | 26 


2) 


strong st. penicillin concentration (500 units per ‘c.cm.) 


~ 


and from the control (no penicillin) after 18 hr. incuba- 
tion ; the counts were.780 million per.c.cm. with peni- 
cilin and 760 million. per c.cm. without penicillin. 


Thus the number of viable organisms had not changed | 
materially even in the presence of 500 units of penicillin - 


s 


per ¢.cm. ; , 
a Il, EARLY LAG PHASE 

.  Respiration-rate and number of viable organisms.—A 

very different picture is obtained when the effect of 
- penicillin on the respiration of staphylococci is studied 
under conditions favourable’ to their growth. For 
experiments of this type it is necessary to use bacterial 
suspensions of a density low enough to allow the organ- 
isms to go through several divisions, yet sufficiently high 
to show measurable oxygen uptake at the beginning of 


the incubation period. Using heart broth as a growth- — 


supporting medium, a suspension -of 150-200 million 
organisms per c.cm. was found suitable. Staphylococci 
multiply well in this medium at 37° after a lag period of 
about 30 min. to ł hour.{ . 

In fig. 1.is shown the effect of adding various concen- 
` trations of penicillin at the commencement of the lag 
phase on the respiration-rate of staphylococcal suspen- 
sions in heart broth containing 150 million organisms per 
c.cm. In the presence of small amounts of penicillin 
(0-04—0-1 unit per c.cm.) there is an initia] rise in meta- 
sion containing no penicillin ; then the rate of oxygen 
uptake steadily decreases to zero or very low values. 


bolic activity of the same order as in the control suspen- — 


In the presence of larger amounts of penicillin (1 unit . 
per ¢.cm.) no. initial rise in the rate of oxygen uptake 


occurs ; after a stationary period it drops gradually to 
; zer Os J 
_ 'Hæmoċytometer-counts run in parallel with the 
manometric experiments showed a lag phase of about an 
hour before active cell division took place. The oxygen 
uptake of the suspensions increased however after about 
15 min. incubation and reached a value at the end of the 


lag phase about 3 times higher. than at the beginning of . 


the. incubation period. It is thus apparent ‘that a 
creased metabolic 
activity takes 

place. at the end of 
| the lag phase. 
Martin (1932) has 


CONTROL‘ no penicillin 
0-04 unit per ccm, 


Ry 
al 
SŠ 


heart broth did not 
support growth in 
the absence of CO;. 


gi 
O 


60 In some cases addi- 
tion of glucose re- 
50 stored both growth 


and respiration, but 
in other samples it 
was’ found neces- 
sary to add a very 
small amount of 
boiled heart infu- 


w A 


N . ; sion in addition to 
20t i : the glucose. With 


RATE OF OXYGEN UPTAKE (c.mm) ` 
AT 20 min. INTERVALS 


hr. or longer) the 
men respiration and 
95 1 2 3 "4 5 growth could not be 
ua TIME “IN HOURS restored even after 


addition of glucose 
Fig. |\—Effect of different concentrations of peni- 
cillin on the oxygen uptake of staphylococci in a 
. nutrient medium, Initial inoculum {50 million 
' organismsperc.cm.inheartbroth. The penicillin 
was added to the suspensions immediately before 
incubation. 


No additions were 
found necessary 
when younger cul- 
tures (14-138 hr.) 
were used. 


‘logarithmic: multiplication. 


considerably in- 


t Several samples of ` 


old cultures (incu- .. 
bated at 37° for 24 


and heart broth. . 


-observed a similar phenomenon in Bact. coli suspensions. -` 
This predivisional metabolic activity is not interfered with 


‘by small concentrations of penicillin: (0-01-0-1 unit per 


c.cm.) but it is prevented by large concentrations (1 unit 
per c.cm.).° - f ` 


It is possible to demonstrate. manometrically a quan- 


titative relationship between the degree of growth 


inhibition and the. concentration of penicillin by using 


suspensions of an initial density of about 10 million 


organisms‘ per c.cm. in heart broth (fig. 2). Such 
suspensions, which look clear, have no measurable oxygen 
uptake. at the beginning of the incubation period. 


' After 2 hours however the organisms have multiplied 


sufficiently to show a visible turbidity and a measurable 
oxygen uptake which increases rapidly with the phase of 
Under these conditions a 
well-marked inhibition of growth and a correspondingly 
smaller oxygen uptake is obtained with as little as 0-01 
units of penicillin per c.cm. (corresponding to about 
0-006 ug. of the pure substance) ; 0:02 unit of penicillin 
per c.cm. produces very strong inhibition, and 0-03 unit -` 
per c.cm. practically complete inhibition of growth an - 
oxygen uptake. These figures were found to be readily’ 
reproducible and might provide the basis for a rapid 


(i 


a0 0:03 unit penicillin per c.cm, 
_ e—a 002 © = fF n» 
o—o 0:0! » » » » 
x—X CONTROL:no penicillin added 
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Fig. 2—Effect of different concentrations of penicillin on the oxygen uptake of 
staphylococci in a nutrient medium. Initial inoculum 10 million organisms 
per c.cm. in heart broth. Penicillin was added to the bacterial suspensions 
immediately before incubation. >a 


quantitative manometric method of estimating penicillin.§ 
- To see whether the decrease in the rate of oxygen 
uptake of the staphylococcal suspension in the presence 
of penicillin was an expression of the bactericidal effect 
of this substance, viability-counts were made under 
comparable conditions. The results are given in table I1. 
It is obvious .that far-reaching destruction of the 
organisms is brought about by concentrations of 0-04, 
unit of penicillin per c.cm., or higher. 

Comparison between opacity measurements and viability- 


- counts.—During these experiments it was noticed that 


the bacterial suspensions became very opaque after 2-3 
hr., but at the end of the experiment, after 6-7 hr., 
complete lysis had taken place. The changes in opacity 
were followed quantitatively by taking hourly samples 
and determining their turbidity photoelectrically. with 
the Spekker photometer. . Fig. 3 shows the results 
obtained with two concentrations of penicillin—0:3 and 3 
units perc.cm. The curVes are similar to those obtained 
by Rantz and Kirby (1944) who used smaller inocula 
and followed the changes of turbidity over a longe 
period. 
The striking increase in turbidity was at first inter- 
preted as signifying that initial growth of. the staphylo- 
cocci had taken place even in the presence of 3 units of 
penicillin per c.cm. Heemocytometer-counts however 
revealed that the number of organisms had not increased 
even at the period of maximum turbidity. The increase 


§ Such a method has been developed since this was written 
(Hirsch 1943-44 ; see addendum). It is stated that penicillin 
concentrations ranging from 0-01 to 0:05 unit per c.cm. can 
be estimated with reasonable accuracy. 
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in turbidity of the staphylococcal suspensions in the pres- 
ence of penicillin cannot therefore be due to cell division, 
but. must be caused by an increase in the size of the 
_ organisms. 

The viability-counts given in table 11 show that even in 
-the presence of very small amounts of penicillin there is 


. no noticeable in-. 


1-0 ‘crease in bacterial 
a numbers when the 
penicillin is added 

‘o8 to the cultures in 
wee PEETER, 7 the early lag phase. || 
0-7 er  penici "i But Hae Sweet 

. | experiments by 
os oe Suie peilin E P, Abrahamshow 


that a staphylo- 
coccal suspension to 
which penicillin is 
added during the 


plication ~ can go 
through about one 
division after the 
addition of peni- 
cillin. 
surprising in view 
of the fact that the 
bactericidal effect 
of penicillin: is not 
‘immediate, but has 
an induction period 
of about 10 minutes 
(see below ; action 
of helvolic acid). 
‘Several investigators (Fleming 1929, Hobby and Dawson 
1944, Lee, Foley, and Epstein 1944) have recorded that the 
number. of viable organisms can increase in the presence of 


“tf 2? 3 4 5 6 7 
a -TIME IN HOURS 


Fig. 3—Effect of different concentrations of peni- 
` cillin on turbidity of staphylococcal suspensions 


-in a, nutrient medium. Initial inoculum 200 
million organisms per c.cm. in heart broth. 

_ Penicillin was added'to the cultures immediately 
before incubation. The values for the turbidity 

, Measurements represent direct readings on the 
Spekker photometer. 


TABLE II—BACTERICIDAL EFFEOT ON ‘STAPHYLOCOCCAL SUS- 


PENSIONS OF DIFFERENT CONCENTRATIONS OF PENICILLIN | 


ADDED TO THE CULTURES IMMEDIATELY BEFORE INCUBATION 


oo 


| Cencentrations No. of organisms (millions per c.cm.) after— 
(an itepere-cm. ) o | 4 aa l a 24 hr. 
0-01 | 193 115 | bee | +++ | +44 
0-02 “ 193 | 188 135 0-23. | +++ 
0-04 | 193 133 7 0-01 0:005" 
6-08 `| -193 78 9 0-01. | 0-002 
1:0 } | 193 | 23 | G 0-06 0-001 
10 | |- 193’ | 8 | 3 0-04 0-001 
100 | 193 6) 8 : 71 0 0. 
i . +++ = full growth. 
penicillin. The appearance of abnormal] and in particular 


of swollen forms of staphylococci in the presence of peni- 
cillin was first noticed by Gardner (1940) and has been 
confirmed by other authors (e.g., Smith and Hay 1942). 


Similar morphological changes brought about by penicillin. 


have been observed in other bacteria—e.g., Salmonella 
typhi (Gardner 1940), the meningococcus (Miller and Zim- 
merman Foster 1944), and the anthrax bacillus (Gardner 
1945). The shape of the turbidity-time ¢urves depends 
on the concentration of penicillin. The maximum 
turbidity reached in the presence of 3 units of penicillin 
per c.cm. is not as great as in the presence of 0-3 unit per 
c.cm., and lysis takes place more slowly. Other factors 
as yet not investigated in detail affect the speed of lysis— 
e.g., it was found that lysis took place much more slowly 
in Lemco broth than in heart broth. 

Viability of. enlarged forms of staphylococci.—To 


establish whether the enlarged forms of staphylococci g 


appearing in the presence of penicillin were viable, 
viability-counts were run in parallel with the photo- 


il In subsequent experiments, when hemocytometer counts were 
made at shorter intervals (every 30 min.) it*was found that in 


the presence of 0:05 unit per c.cm. the bacteria went through i 


about one division before being killed. With increasing 
concentrations of penicillin the numbers of bacteria under- 
going division decreased, and in the presence of 3 units per 
c.cm. there was no division before death. 


log phase of multi- | 


This is not. 


degree. 


_ ‘The results are given in table IV. 


‘TABLE. I1I— COMPARISON OF, VIABILITY-COUNTS AND TURBIDITY 
‘MEASUREMENTS. OF STAPHYLOCOCCAL SUSPENSIONS IN- 
CUBATED WITH PENICILLIN IN THE EARLY LAG PHASE. 
THE PENICILLIN WAS ADDED' TO THE -CULTURES IMMEDI- 
ATELY BEFORE INCUBATION ~ 


Concentration of penicillin 


p“ 03 unit per c.cm. 3 units per c.cm. 


Time ; l 
(hr.) Wits Ponte ee Sivan Tae oytometer fen 
counts . counts - isms 
|__| etionspere-em.) ee ee 
0, | 0-28 180 c.. + | 028-| 180 | 200 
4 | 0-33 | 200 214 0-31.) ` 168 g 81 
2 | 0-43 | 176 161 0-38 | 160 .|* 61 
3 |040 | 180 70 0:42 | . 160 | 21 
4 | 0-30 80 34 0-36,- 126 |” $ 
5 |023| 86 32 033 | 116 | o4 
6 | 0-18 24: | 006 josol 80 4. OF - 
7 | O14 oo 0-1 | 0-20 18 0°3 
24 |o 14 0-001 | 013|, 12 | 0-004 
electric turbidity determinations: The results (table 


IiI) show that there was no correlation between viability 
and turbidity. 

. In the presence of 0-3 unit of penicillin per c.cm. there 
was no well-marked decrease in the number of viable 
organisms after 2 hours’ incubation, when. maximuni 
turbidity was reached. With the higher concentration 
of penicillin (3 units per c.cm.) there was a pronounced 
reduction after 3. hr., when maximum turbidity was 
reached, and a further considerable reduction after 4 hr., 
when the turbidity had not changed to an appreciable 
It follows that the enlarged forms are viable for 
some time in the presence of small concentrations of 


' penicillin, but are rapidly killed by larger concentrations. 


It is noteworthy that the increase in size of the organisms 
in the presence of 3. units of penicillin per c.cm. is not 
accompanied by a a da incyvease in the rate of 


oxygen uptake. ` 


II. PHASE OF: LOGARITHMIC MULTIPLICATION l 
- From the fact that penicillin acts on the staphylococci 


during the lag phase it could be expected that it would 


also exert an action during the logarithmic growth phase 


‘Hemocytometer-counts and viability-counts show that 


this is actually the case. A staphylococcal suspension 
containing 10 million organisms per c.cm. was incubated, 
at 37° C until visible growth had occurred ; penicillin 


(0-1 unit per c.cm.) was then added and hemocytometer- 


and plate-counts were made after various time intervals. 
It will be seen that the 


TABLE IV—EFFECT OF PENICILLIN ON STAPHYLOCOCCI DURING ' 
= THE PHASE OF LOG MULTIPLICATION | 


/ i "No. of viable | 


` Hemocytometer- | 
_ organisms 


Time (hr.) equal 


(millions per c.cm.) 


0 TE e 10 

3 4134 170 
= ais | 2 | 18°. 

9 eS o o 0, 


i 15 k ‘ 0-01 


* Penicillin was added immediately after these counts were. done. 


number of viable bacteria and the total number of organ- 
isms fell rapidly after the addition of penicillin during the 
logarithmic growth phase. 

That penicillin acts during the phase òf active multi- 
plication as well as in the lag phase can also be demon- 


strated manometrically.: Fig. 4 presents an experiment 


in which penicillin (final concentration 1 unit per c.cm.) 


- 


`~ 
~ 
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was added. to a series of staphylococcal suspensions in TABLE V—TURBIDITY MEASUREMENTS OF STAPHYLOCOCCAL 


heart broth at 15-39 min. intervals over a period of 2 hr. 
The curves of rates of oxygen uptake show that up to 14 hr. 
. from the beginning of the incubation period the addition of 
penicillin caused a strong inhibition and finally the com- 
plete or almost complete ‘cessation of the oxygen uptake 
of the staphylococcal suspensions; this was accom- 


panied by lysis. .Hsemocytometer-counts made at the | 


times of adding the penicillin to the suspensions showed 
that the lag phase lasted for about 30 minutes, and after 


æj —+ Penicillin added immediately before maubation 

l o0 n ©. I5minutes after ` 

; ` a, w uu 30 34 7 
oo K3 E) 45° v es e 
k A ae Ca] 60 (a) “ ~— 
x x oo h 90 « - 
8 w * 20 y ` “ . 

© ere CONTROL without penicilin ` 
1220 
~ e 


Li 
. 
665 oo oo 
x $ i . È 
A 1 
è i x 7 5 4 
F ; 


-AT 15 MIN. INTERVALS 


RATE OF OXYGEN UPTAKE (cmm.) 


- 4. 5 67 
TIME IN HOURS 
Fig. 4—Effect of the addition of penicillin (final concentration | unit per c.cm.) 

to a staphylococcal suspension in a nutrient medium. Initial inoculum 212 
million organisms per c.cm. The arrows indicate the times of the addition 
of penicillin, che figures the number of bacteriain millions per c.cm. at these 
times. 


1} hours’ incubation the bacterial numbers had increased: 


from 212 to 665 million per c.cm. 


Influence of other Antibacterial Substances on - 
p Penicillin Action 
EFFECT OF HELVOLIC ACID | 


Hobby and Dawson (194%b) have shown that sulpha- 
diazine slightly retards the bactericidal action of peni- 
cillin on streptococci. Bigger (1944b) used dilute solu- 
tion of boric acid for the same purpose. Probably the 
most powerful bacteriostatic agent known among anti- 
bacterial substances is helvolic acid (Chain, Florey, 
Jennings, and Williams 1943), which exerts a purely 
bacteriostatic effect on staphylococci in a concentra- 
tion of 1:10,000 or less even under conditions faveurable 
to growth ; this was demonstrated by the usual viability 
tests. In view of its purely bacteriostatic action, and 
the fact that, unlike the sulphonamides, its action is not 
antagonised by peptones, &c., helvolic acid was con- 
sidered to be particularly suitable for the study of possible 
antagonistic effects of bacteriostatic substances on the 
bactericidal and lytic action of penicillin. 

. Staphylococcal suspensions in the early lag phase con- 
taining about 200 million organisms per c.cm. were used. 
The manometric results and the turbidity measurements 
are presented in the curves of fig. 5 and in table v. 
The respiratory rate of these suspensions remained con- 
stant at the low initial value over a period of 8 hr. in the 
presence of 1 in 30,000 helvolic acid. When a mixture of 
helvolic acid (to give a final concentration of 1 : 30,000) 
and penicillin (to give a final concentration of 0:1 unit 
per c.cm.) was added to the staphylococcal suspensions 
immediately before putting the vessels into the water- 
- bath, the rate of oxygen. uptake remained. unaltered at 
the initial value throughout the observation period pf 7 
hr. (curve I). 
acid was added to the staphylococcal suspensions after 
they had been incubated with penicillin for 5 and 10 min. 
(curves. II and 111), When, however, the addition of 
helvolic acid to the staphylococcal suspensions was made 


` jn 24 hours. 


Similar results were obtained when helvolic | 


SUSPENSIONS INCUBATED FOR 5 HR. WITH MIXTURES OF ~ 


PENICILLIN (FINAL.CONCENTRATION O'l UNIT PER C.CM.) 
AND HELVOLIOC ACID (FINAL CONCENTRATION, 1’: 30,000) 


No. of Turbidity | 


bite Time of addition of helvolic acid 
1 Simultaneously with penicillin, before | 0-31 
$ incubation ` Bos 
2. i 5 min. after incubation with penicillin“ ' 0-29 

{ 3 : 10 Try. . ©» | » ; w 0-26 
4 30 ” »» oe MET) ay) 0-15 
5 60 9 å - » »9 ” s3 0-14° 
6 ! Tnoubated with penicillin without helvolic O 014’ 

o Suspension before incubation 0-30 


* Complete lysis. 


after the organisms had been in contact with penicilin 


. for 30 min. (curve Iv) or 1 hour (curve v), the bactericidal 


and lytic effect of penicillin was no longer antagonised. 
These. experiments show that the bactericidal and 


bacteriolytic action of penicillin does not become effective. 


instantaneously but only after an induction period of not 
less than 10 minutes. | 3 | Ee 4 
' The figures in table v for turbidity measurements of 


staphylococcal suspensions after 5 hours’ incubation with 


mixtures of penicillin and helvolic acid, the latter being 
added at various time intervals as described above, 
confirm the manometric observations. They show that 


-if helvolic acid is added simultaneously with penicillin, 


or within the first 10 minutes after incubation of the 
bacterial suspension with penicillin, no appreciable lysis 
occurs. After this induction period helvolic acid has no 
influence on the lytic action of penicillin. | a: 

The results of hemocytometer- and viability-counts 
given in table vI confirm the retarding effect of helvolic 
acid on the bactericidal: action of penicillin. In the 
presence of 1 : 30,000 helvolic acid the number of viable 
organisms remained stationary for 6 hr. and increased to 


oom) 


I e=" Helvolic acid added simultaneously with penicillin 
H, +--+ =~ = Sminutes after the penicillin 
4e 10 A (Z “ " l 


oo) 30 (X9 ©.“ 


s 


I oo 
YV e—e CX) 
y ra 
YI 


- ` “ 60 ” ' 
©— No helvolic acid added 


- RATE OF OXYGEN UPTAKE (cmm.) 
AT 20min. INTERVALS 
A 
O 


S 3 3 t 
; , TIME IN HOURS 
Fig. S—Effect of helvolic acid on staphylococcal suspensions in nutrient medium 


incubated with penicillin. Initial inoculum 200 million organisms per c.cm. 
in heart broth. Final penicillin concentration, 0-1 unit per c.cm. 


about 5 times the number after 24 hr. In the presence 
of 0-1 unit of penicillin per c.cm. the number of viable 
organisms fell rapidly from 127 million to 1600 per c.cm. 
In the presence of 1-0 unit of penicillin per 
c.cm. and 1 : 30,000 helvolic acid the decrease in viable 
organisms was much slower, their number remaining 
stationary for 6 hours and falling to 15 million in 24 hr. 
That any reduction in the number of viable organisms 
occurs at all in the presence.of helvolic acid and. penicillin 
is probably due to the fact that the concentration of 
helvolic acid used (1 : 30,000) is not quite sufficient to 
suppress completely the growth of the staphylococci ; as 


r 


_ 
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they enter the growing phase they become susceptible to 


the killing action of penicillin. l 
Attempts to obtain similar results with the antiseptic 


proflavine were less successful. Only a short though 


definite retarding action of proflavine on the bactericidal] 


and lytic action of penicillin, was noticed. Proflavine is 


0-003% 


N 


TABLE VI—H-EMOCYTOMETER-COUNTS AND VIABILITY-COUNTS 


' Total of | | : 
> organisms ee 
Siaphylecscdal (heemocyto- Viable organisms 
suspensions meter) \ 
incubated 
with— . (millions per c.cm.) 
| o |3 6 j12|o |24, 6 | 12 |24rr. 
- 4 ad aaa aaa aaa 
0-003% helvolic acid |200 200/200/200 127/134, 144 |. 198 | 700 
added immed. before i | te P 
incubation. | 


| 


.. '127| 6 
| 


01 unit/e.cm. of penicilih 1200] 52| 6 
added immed. before 
incubation. 


helvolic 
added immed. . 
. incubation, 


| 


i] 
i i 


200|200:180.120 
| 

Pare ' l 
unit/c.cm. of penicillin | a | Te l 
added 30 min. after |. ook : 
- addition of helvolic | se | ! 


not a very suitable’ substance for these experiments, 


acid 
before 
and. 0-1 


12711271122 59 | 15 


since it is bactericidal in high concentration and not | 


sufficiently bacteriostatic in low concentration. . 


EFFECT OF SULPHANILAMIDE `’. 


In view of the wide _use of the sulphonamides’ in 


conjunction with penicillin therapy it is of obvious 
practical importance to establish whether the sulphon- 
‘amides which are generally considered as bacteriostatic 


agents antagonise the bactericidal action of penicillin in a ` 


manner similar to that of helvolic acid. The experiment 
recorded in table vil shows that sulphanilamide does not 
intérfere with the bactericidal action of penicillin on 
streptococci. Incidentally it confirms the observation of 
Wolff and Julius-(1939) that sulphanilamide is not merely 
a bacteriostatic agent but kills the bacteria in the phase of 
log multiplication after they have gone through a npmber 
of divisions. Recently McLeod, Mayr-Harting, and 
Walker (1944) have also reported that sulphonamides 
exert a killing action on bacteria in serum broth. 

Since sulphanilamide does not prevent the division of 
the orgahisms but acts only after they have gone through 
several divisions, it would not be expected to interfere 
with the bactericidal action of penicillin. It has been 
shown - in fact that sulphonamides exert a definite 
synergistic action in combination with penicillin (Ungar 
1943, Bigger 1944a, Soo-Hoo and Schnitzler 1944). We 


TABLE VII—COMPARISON OF THE BACTERICIDAL EFFECT ON 
Strep. hamolyticus OF SULPHANILAMIDE, PENICILLIN, 
AND PENIOILDIN-SULPHANILAMIDE MIXTURE. THE ANTI- 

| BACTERIAL SUBSTANCES WERE ADDED TO THE BACTERIAL 
SUSPENSIONS IMMEDIATELY BEFORE INCUBATION. THE 
ORGANISMS WERE GROWN IN 10% SERUM BROTH 


1 


Streptococcal suspension 
incubated with— 


Viable orgahisms per c.cm. after— 


0 3 6 | 9 dhr 
poi ANE eet eee a ne A ee | me | a | eee | ee 
| 
Sulphanilamide (0-049) » | 120 | 1705 | 2976 | 806 | 2 
0-1 unit/e.cm. of penicillin | 120 14 5 | 2 | s 
Sulphanilamide (0:04%) and |} 120 15) 4 | Di, vas 
: ! 


0-1 unit/c.cia. of penicillin 


have confirmed these findings in the case of penicillin- 
resistant staphylococci (table VIII). 


‘Discussion 


Our results show that the oxygen uptake of staphylo- 
cocca]l suspensions is strongly inhibited and finally 
completely abolished by penicillin under conditions 
favourable to. bacterial growth. In confirmation of 
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review by Henry 1943). 
and O’Meara obtained clear-cut evidence'of the bacteri- 
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earlier results no effect of penicillin on the ox ygeù uptake 
of resting staphylococcal suspensions could be found, 
Viability-counts run in parallel with the manometric 


experiments have shown that the decrease in the rate of | 
respiration of the staphylococcal] suspensions brought. 


about ‘by penicillin is due to an actual killing effect. 
The conclusion of Hobby, Meyer, and Chaffee (1942) that 
penicillin exerts a'strong bactericidal effect on bacterial 
suspensions under conditions favourable to growth has 
thus been completely confirmed. It is a remarkable 
fact that even the most sensitive staphylococcal strain 
can occur in a phase in which it is apparently com- 
pletely resistant to the lethal action of penicillin” 

There is as yet no universally accepted theory of the 
mode of action of the sulphonamides. l 
present ħeld by most investigators is that they exert a 
predominantly bacteriostatic effect (see, for example, the 
However, Colebrook, Buttle, 


cidal action of sulphanilamide as early as 1936, and 
Wolff and Julius (1939) have shown conclusively that sul- 
phanilamide exerts a strongly bactericidal effect on the 
streptococcus in the stage of logarithmic multiplication, 
whereas it has no effect on it.in the resting condition. 
Curiously enough their fundamental study seems to have 
been almost entirely overlooked, apart from a recent note 
by O’Meara, McNally, and Nelson (1944); it has cer- 
tainly not received the attention it deserves (e.g., it is not 
quoted in Henry’s review). A bactericidal effect of sul- 
phadiazine on the streptococcus in human blood was also 
observed by Rammelkamp and Keefer (1943). We have 


confirmed the experimental results obtained by Wolffand . 


TABLE VIII—SYNERGISTIC EFFECT OF SULPHAMEZATHINE IN 
COMBINATION WITH PENICILLIN ON PENICILLIN-RESISTANT 
STAPHYLOCOCCI. INITIAL INOCULUM l MILLION ORGANISMS 
PER C.CM. IN HEART BROTH. H-EMOCYTOMETER-COUNTS 
(IN MILLIONS PER C.CM.) AFTER 16 HR. INCUBATION 


Antibacterial substances added to | No. of organisms (millions 


staphylococcal suspension ' | after 16 hr. per ¢.cm.) 
= Sulphamezathine (0:05%) ! 44 
FOL unitjcem. | 410° - 
Penicillin .. a a awa o, Sou. 
0-9 ,, 5 No visible growth 
iohamnezahine a unit/c.cm | No visible growth 
(0-05%) and es n ei ian 
penicillin 0-9 ad z? 1 od ” z: 
’ 99 9% 39 99 . 99 


These experiments were made in Warburg vessels, the 
= respiratory CO, being absorbed by alkali — 


Julius. It thus appears that the mode of action of sulph- 


anilamide on the streptococcus has one essential featurein 
common with the action of penicillin on the staphylo- 
coccus—both agents kill the bacteria under conditions 
favourable to. their growth and do not kill them. in the 
resting phase. . 3 l 
There are however several important differences in 
the modes of action of penicillin and of sulphanilamide. 
One of these is observed in the fact that penicillin is 
capable of destroying the bacteria in the early lag phase 
before actual cell division has taken place, whereas sulph- 


anilamide exerts its bactericidal action only after a 


number of cell divisions have occurred in its presence. 
Penicillin appears to interfere witha metabolic function 
involved in the early stages of bacterial development. . 

- It is well established (Topley and’ Wilson 1936, 
Winslow and Walker 1939) that growing bacteria are more 
sensitive to the action of antibacterial agents such as 
heat, ultraviolet light, &c. than resting bacteria. The 
analysis of the mode of action of penicillin on the staphylo- 


` coccus and of sulphanilamide on the streptococcus has 


provided two further examples for the existence of 
profound differences between ‘` growing ” and * resting ”’ 
phases, which it may be profitable to study in greater 
detail from other aspects (immunological, metabolic, &c.). 

Since penieillin kills ‘bacteria only under conditions 
favourable to growth, it.is to be expected that substances 
inhibiting bacterial growth will antagonise the bacteri- 
cidal and bacteriolytic effect of penicillin. - That this is 


i 


The view at 
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actually the case has, been demonstrated clearly by the 
fact that the powerful bacteriostatic antibiotic helvolic 
acid ‘strongly -antagonises both the bactericidal and’ 
bacteriolytic -effects of penicillin. It is both possible 
‘and. probable that conditions occur in. the body under 
which staphyloccoci (and. other bacteria) may be in the 


. resting state and ‘thus be insusceptible to the action 


of penicillin. It is‘therefore important to give close 
attention to factors which may bring about these con- 
' ditions (disinfectants, .substances in dead tissues, 
substances. produced by other bacteria, &c.). 

The observations of Hobby, Meyer, and Chaffee (1942 )> 
of Rantz and Kirby (1944), and of Bigger (1944b), that in 
a staphylococcal suspension over 99% but not all of the. 


organisms are killed by penicillin, has been confirmed. ` 


On. the basis of these observations Bigger (1944a, b) has 


outlined. a method: of penicillin therapy (“‘ intermittént 


sterilisation ?) which is apparently based on the analogy 
with. the ‘ tyndallisation ” of sporing ‘cultures. But 
there is as yet no convincing evidence that penicillin ever 


prevents staphylococci entering the growth phase, and . 


consequently there is as yet no reason for abandoning 
the usual therapeutic procedure of giving penicillin con- 
tinuously until.the infection is sterilised. The factors 
- responsible for the survival of a small percentage of 
' organisms apparently resistant to the bactericidal action 
. of penicillin are not yet understood.. 

| ere is no. conclusive: evidence that penicillin can. 
exert a purely bacteriostatic effect under any conditions. 

Indeed it has now become probable that it owes its 
extraordinarily high chemotherapeutic activity to the 
fact that it is bactericidal and not merely bacteriostatic. 


The only other effective antibacterial chemotherapeutic. 


agents known—the sulphonamides—have also ` been 


shown to exert a bactericidal action ; in contradistinction, 


the purely. bacteriostatic. antibiotic, helvolic. acid, has 
shown relatively poor chemotherapeutic activity even 
when very small infecting inocula were used. 


In view of the fact that the sulphonamides ` allow 
bacteria to undergo several divisions in their presence. 


before exerting their bactericidal action, they would not 
be expected to antagonise the antibacterial action of 

enicillin. In fact, a synergistic action of sulphonamides 
in combination with penicillin on penicillin-sensitive 
streptococci has been observed by various workers, and 
these observations were extended to penicillin-resistant 
strains of staphylococci in this paper. . 

Fleming’s (1929) original observations and the recent 


reports of Rantz and Kirby (1944) on the lytic effect of _ 


penicillin on staphylococci have been confirmed and the 
- conditions-for the occurrence of lysis have been investi- 


gated. Lysis of the staphylococci by penicillin is depend-. 


ent on the medium and the concentration of penicillin ; 

. it occurs readily when a suspension of a density of 200 
million organisms per c.cm. is incubated with small 
amounts. (0-04-0:1 unit per c.cm,) of penicillin. The 
lysis of the organisms is preceded by swelling. 


‘Though penicillin must be regarded as a very powerful 


bactericidal agent, it differs fundamentally from the 
common antiseptics in its. mode of action and biological 
properties, and still occupies an unique position among 
the known antibacterial agents. Its activity is -very 
great ; as little as 0-04 unit per.c.cm. (corresponding to 
about 0-02 ug. of the pure substance) is sufficient to kill 
-and dissolve 200 million organisms. This is an activity 
of the same order as that of highly active enzymes; it 


suggests that penicillin is either a part of an’ enzyme or ` H 


acts by setting | m monon an enzymatic mechanism.. 


ADDENDUM 


While this paper. was in the press a EE TR, of 
.J. Hirsch. (1943—44) on the mode of action of penicillin 
came to our notice. Using manometric methods hé 


has'studied the effect of penicillin on the respiration of- 
staphylococcal suspensions. ' His results are very similar. 
far as the shape of the. oxygen uptake | 


-to our own as 
curves in the presence of penicillin is concerned. No 


hemocytometer counts were given, however, and therë- - 


fore a reliable correlation between rate of growth and 
oxygen. uptake is difficult. Hirsch has interpreted all 

results on the assumption that the rate of oxygen 
uptake strictly runs in parallel-with the rate of growth 
of the organism. This assumption is valid only under 
„strictly defined . and limited conditions. 
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His experi- | 


` £ j 
gi: F i SRD y 


wi 


[stay 26, 1945 657 | 


mental findings that. penicillin has no effect. on. the | 


respiration of resting bacteria, but affects that of growing 
bacteria in a characteristic manner, are identical with our 
own; we- disagree, however, with the statement that 
penicillin acts on bacteria only during the phase of active 
multiplication, and-that bacterial growth always con- 
tinues at its normal rate for some time after the addition E 
of pentane | 

- "Summary: ay te te 

The oxygen intake of Stephyloccacal | suspensions in 
different. phases of their culture cycle has been measured . 
‘in the presence of penicillin. During the ‘ resting ”’ 
phase even large concentrations of penicillin have no | 
effect on the rate of oxygen uptake. During the early 


` lag phase and the logayithmic phase of multiplication 
. penicillin-exerts a strong inhibitory effect on and.eventu- 


ally completely stops the oxygen uptake of the suspen- 


sions in: very small concentrations (0:04-0-1 unit per 


c.cm.). The effect is not immediate but sets i in after an- 
induction period. 


- Haemocytometer and viability counts run in ‘parallel 


\with the measurements of oxygen uptake show that . 
penicillin has a strong bactericidal: effect on staphylo- 


` coccal suspensions in the early lag phase and the logarith- 


mic phase of multiplication but no-measurable bacteri- 
cidal effect during the resting phase. The observation of 
Hobby, Meyer, and ‘Chaffee (1942) that penicillin kills 
bacteria in nutrient media. but has no bactericidal action; 


on resting bacteria has thus been fully confirmed. 


When penicillin is added to a suspension of 200 million 
staphylococci per c.cm. ina nutrient medium d the 
early lag phase, the turbidity increases about twofold 
during the first hour of the incubation but the total 
number of organisms remains constant. The increase 
of turbidity under these conditions ` is attributed to 
swelling of the organisms. 

‘Penicillin is capable of exerting a bactericidal effect ` 
on the staphylococcus before actual ęell' division has 
occurred, On the othen hand, staphylococcal suspen- 
sions gan go through at Jeast one division in the presente 
of penicillin when it is added during the logarithmic phase. 
of multiplication. Penicillin appears to interfere with a 


- metabolic function involved ‘in. the early stages of < 


bacterial development: 
The bacteriostatic antibiotic, helvolic acid, antagonises 


. the bacteristatic and bacteriolytic effects of ‘penicillin on 


thè staphyloçoccus. Sulphanilamide and sulpha- 
mezathine, which do not prevent the occurrence of at 
least several. cell divisions, have no antagonistic action 


on the bactericidal effect of penicillin on the staphylo- _ p 


coccus (and the streptococcus), but have, on the contrary, 


a aa 
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This effect is well-marked with ` 
naturally occurring penicillin-resistant strains of staphy- o 


- conflicting views. 
gated by Chain and Duthie, who have fully confirmed 
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MICROSCOPICAL’ EFFECT OF PENICILLIN 
B ON SPORES AND ` VEGETATIVE, CELLS 
OF BACILLI a 


rf A. D. GARDNER, DM OXFD, FRCS | 
PROFESSOR OF BACTERIOLOGY, .UNIVERSITY OF OXFORD 


PENICILLIN was originally described by Fleming | 


(1929) as an antiseptic because he found that his culture- 
filtrates of Penicillium notatum killed and lysed suspen- 
sions of sensitive bacteria in fresh nutrient broth. The 
Oxford team however, when they took up the matter 
ten years later and establishtd penicillin as a chemo- 
therapeutic agent (Chain et al. 1940), interpreted their 
experiments as showing an inhibitory rather than a bac- 
tericidal action, since the drug failed to stop the respira- 
tion of ‘‘ resting ” bacteria, appeared incapable of sterilis- 
ing cultures or suspensions in non-nutrient fluids, and, 


under the experimental conditions employed, gave no 


lysis. A little later, a bactericidal. action was re- 


established by Hobby et Al. (1942), who showed also- 


that it occurs only when the bacteria are multiplying, 


and this has subsequently been confirmed by others 


(see refs. in Chain and Duthie 1945). 

This limitation of the bactericidal effect, combined with 
the fact that complete sterilisation is seldom achieved, 
seemed to provide ‘a synthesis of the two apparently 
The subject was therefore reinvesti- 


this reconciliation, establishing also some important new 
facts about the mechanism of the action. At the same 


time the following observations were made with the aim 
of discovering at what stage of growth the cells are 


attacked. 


.| It had been previously suggested (Gardner 1940) that 


weak penicillin, while not entirely preventing growth, 
inhibits division. In order to see how early in vegetative 
growth an effegt could be observed it. seemed best to 
start with spores, to which the otherwise dubious term 
“ resting cells ”? can certainly be applied, and which are 


. clearly all in the same phase of life. 


METHODS 


Spores from ancient cultures with no living vegetative 


cells were spread oh the surface of a nutrient agar block 


(Med. Res. Coun. 1931) containing penicillin. They were: 
then covered with a coverslip, incubated, 4nd observed 


at intervals. In most experiments the positions of a 
number of separate spores were charted so that their 
individual response could be followed. | 


A few observations were also made on vegetative cells, | 
‘and some quantitative tests of the rate of killing of 
spores in strong penicillin-broth were made by repeated. 


platings on agar cortaining penicillinase. The species 
of bacilli used were B. anthracis, an avirulent stock 


- culture, and B. subtilis (3 R 9675), both fully sensitive 
to penicillin. 


(1) Anthrax and subtilis spores on weak penicillin-agar 
(0-1 to 1:0 unit per c.cm.).—In half an hour or so at 37° C 
spores of B. anthracis show a pregerminative change, 
losing their high refractility, and enlarging a little. 


. These small ovoid cells then swell more and more, and 
instead of growing out into rods, as they do if no peni- . 


cillin is present, they become large spherical ‘‘ coccoids,”’ 
some of which can afterwards be seen to burst and dis- 


integrate, leaving either ‘‘ ghosts’’ or a little mass of, 


granules. -This final lysis may take three to five hours 
at 37° C, and may lead to virtual (incomplete) sterilisa- 


tion, or to a variable degree of reduction of viable cells, 


according to the concentration of the penicillin. In 
subinhibitory concentrations one may see evidence of 


‘division of the coccoids before lysis, and also a few cells 


which have managed to germinate into curved and dis- 


_torted rods; some of which are doubtless capable of. 


reproducing the normal form., ~ z 
Analogous appearances were seen with B. subtilis, but 


‘the swelling into ‘‘ coccoids ° was'`much less striking. 


The spores could be seen to enlarge slightly and lose 
their high refractility, but in this condition most of them 


remained until a well-marked loss of opacity, with or 


without a visible breach of the spore-membrane, gave 
evidence of lysis, A few larger spherical coccoids could 
be seen here und there, as in the anthrax culture. 

In both species of bacilli, therefore, it is clear enough 


_ charted. 


that even the weakest ‘“‘ inhibitory ” dose of penieillin 
attacks the organism in the early stages of germination 


‘and \so disorders the process that the great majority. 


of the cells are incapable either of growth or survival. 
(2) Anthrax and subtilis spores on strong penicillin-agar 
(50 to 100 units per c.cm.),—Here neither of the two 
species showed any gross swelling of the spores; but 
they gradually lost their high refractility, and became 
empty ‘‘ ghosts ’’ perhaps rather larger than the original 
spore. To make sure that these signs of death were 
real, and to confirm the view that only self-nourishing 
cells are killed, spores were incubated (a) in 100 unit 
penicillin broth, and (b) in 100 unit penicillin saline, and 
quantitative platings were made at, intervals to deter- 
mine the survival-rates. The numbers of spores varied 
in different experiments from 75,000 to 240,000 per c.cm. 
of the suspending medium. It was found that whereas 
there was little or no reduction of viability in the peni- 
cillin-saline even after 24 hours, in ‘penicillin-broth 
80-90% had been killed in three or four hours, and in 
20 to 24 hours-90-99-9% ‘were dead. The action is slow, 
the first hour of incubation causing no reduction in the 
“ viable ” count, and the second hour only about 50%. 
Microscopical examinations showed that no visible 
germination had taken place. 
more sensitive than the subtilis, but neither was com- 
pletely sterilised. Strong penicillin can therefore. kill 
ungerminated spores; the indications: being that the 
pregerminative preparations for nutrition and growth, 
induced by the medium, make the hitherto resistant 
spore sensitive to penicillin. `. 3 ' 
(3) Vegetative cells of B. anthracis on penicillin-agar.— 
Cells from a 24 hours broth culture were spread on nutrient 
agar containing 1 unit of penicillin per c.cm., and the 
position and appearance of a number of individuals were 


a great majority of the cells showed a profound change; 
the previously homogeneous protoplasm had become 
granular and shrunken, and many cells were ‘‘ ghosts ” 


- with a few granules in an otherwise empty cell-membrane, 


\ 


‘ growth was more or less normal, the eells being much 


while the cell took on an empty and shrunken appearance. 


or were even reduced to a bare relic of debris. Here and 
there a cell, or a portion of a segmented filament, re- 
tained all or most of its original homogeneous structure. 
In another similar experiment the cells, examined 
within an hour, showed considerable swelling; a seg- 
mented filament appearing like a chain of giant strepto- 
cocci. An hour and a half later most of these swollen 
elements had practically disappeared, leaving a little 
mass of granules in their place. By the next day, so fat 
as could be seen, all had disappeared. | 
With penicillin at 100 units per c.cm. no swelling was 
seen at any time, and the first hour of incubation brought 
no definite change. But in three hours granulation 
and ghost-production were fairly widespread. Thus 
the lytic changes were less pronounced in the strong 


than in the weak penicillin. Even in the latter there was 


no evidence of real growth of cells, nor any indication 
that the division-process is concerned. | 

(4) S. typhi on penicillin-agar.—With 5 units per 
c.cm. there was good growth in the first two hours of 
incubation, but the cells were several times the normal 
length, and the formation of the numerous division- 
septa was abnormal, irregular long ‘‘ waists ° or con- 
strictions replacing the normal, neat, sharply defined 
septum. In the next two or three hours the elongation 
of the cells, without further divisioń, was extreme. 
Many of them showed spindle-shaped swellings, and in 
many cases herniation of the protoplasm through the 
membrane gave rise to large balloons attached to the 
cell. These could be seen to swell gradually, and later 
on to lose their opacity and become ‘*‘ ghosts.” . Mean- 


‘This was clearly a manifestation of lysis. 
With weaker penicillin (1 unit per c.cm.) the early 


The anthrax strain was. 


When re-examined after two hours at 37°C . 


the same size and form as those in the controlpreparation. . 


ut in five or six hours most of the cells were abnormally 
ong, and many showed the disturbance of division 
described above. No definite lysis was to be seen, and 
nothing to suggest that the cells were not still living. 


- 


SUMMARY l oY 


Strong penicillin in a nutrient medium kills spores 
slowly, without inducing or permitting germination. 


d 
. 


‘directly they begin to feed. 


Chain, , E., Duthie E. S. (1944). 
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But a pregerminative chadge probably occurs under 
stimulation by the culture-medium and makes the spores 
‘sensitive to penicillin. A few of the spores may survive 
for 24 hours or more. 

“Ami al inhibitory. concentration | ‘permits. ‘the 
earliest phase of germination to occur, and then gra ually 
destroys the swollen and distorted germ by lysis. But 
sterilisation is generally incomplete. 


In a non-nutrient medium spores are little, if at all, | 


affected by strong concentrations of penicillin. 
The action of penicillin is on feeding bacteria, and begins 


no particular connexion with multiplication or division ; 


. though in the semi-resistant S. typhi a disorder of division 


seems to be the minimal effect of oo antibacterial 
_ concentrations. | 

ADDENDUM | 
` Since writing this paper I have heard from Dr. J. M. 
Barnes that he had already done some (unpublished) 
experiments which showed that spore-cultures of 


~B. anthracis in penicillin-broth underwent a progressive 


loss of viability at about the rate described above. [| 


have also made some further observations on the visible . 
effects of penicillin on individual cells of Staph. aureus - 


and Strep. pyogenes en nutrient agar. They show that 


adequate concentrations check and kill the great majority | 


‘ of the cells before any visible Brow th or division has 
set in. 

My thanks are due to Dr. E. S. Duthie for provilling me 
with penicillin and penicillinase solutions. 


REFERENCES . 3 
This issue, p. 652. 


— orey, H. W., Gardner, A. D., Heatley, N. G., Jennings, 
M. A., Orr- Ewing, J., Sanders, A. G: (1940) Lancet, ii, 226. 
Fleming, A r. Brit. J. exp. Path. 10, 226 
Gardner, A. D. (1940) Nature, Lond. 140° 837. 


Hobby. G. L., Meyer, K., Chaffee, E. (1942) Proc. Soc. Seb: Biol. 
NY, 50, 277 and 281. 


Medical Research Sp. STH 


A System of Bacteriology. 
London, vol. IX, p. 


a 


METAL ANASTOMOSIS TUBES IN TENDON 
SUTURE 
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Cut tendons show a strong tendency to unite, and 
although this is desirable it is very liable to lead to 
adhesions to, surrounding tissues, even if the ends of 
the tendon are approximated. The more accurate the 
approximation the less the adhesions, but if any un- 
opposed cut. surface of tendon remains a firm ‘band of 
fibrous tissue will form at this site. 

' In some situations, where the surrounding tissues are 


` Joose, these adhesions do not matter much. “Even if the 


tendons are in synovial sheaths, the adhesions may not 
cause much limitation of movement provided the sheath 
is loosely attached tò the surrounding tissues. In the 
case of the fingers and thumb, however, the digital 
sheaths are firmly attached to the phalanges, and 
adhesions between the tendon and its sheath in this 
situation mean fixation of the tendon to the bone and 
gross interference with movement. Moreover, in the 
case of the fingers the mechanism is very intricate as one 
tendon passes through another, and adhesions between 


the two tendons interfere with the free movements of 


either of them. ` 

Most lesions of the flexor icndons: occur in workmen, 
and unless good movement and a good return of power 
can be obtained the finger is best amputated. A stiff and 


In sensitive species it has' 


nexions with surrounding tissue. 
technique have been used for this purpose. ` 
Accurate approximation and ' fixation by Burnell’s 


- method of suture is often advocated, and will give firm 


union, but the suture is an intricate one and often leads to 
fraying of the tendon during its insertion. Even with 


an. accurate suture adhesions will still arise and opinions: 


about after-treatment ‘differ on this account. Some 
surgeons suture the sheath; some open it laterally and 
leave it open. Light active movements from the start 
without any splinting are sometimes employed, whereas 
other surgeons advocate fixation in plaster for three 
weeks or more, and then vigorous active movements. 


`- With early movements the suture is liable to give way; 


with early ‘splinting adhesions are liable to form—conse- ` 


quently most of the cases, whichever method has been 
employed, have resulted in failures. The principle of 
fixation of the tendon ends until firm natural repair has 


taken place, and the principle of maintenance of function | 
by active movements seem to be opposed to one another. 
‘An attempt has been made to reconcile the two by the 


use of a metal anastomosis tube and a two- "stage 
procedure. 


TWO-STAGE SUTURE WITH METAL ANASTOMOSIS TUBE 
The tubes, into which the cut ends of the tendon can be 


inserted, are made of fine gaugé malleable non-corrosive 


metal. They are żin. Jong and usually 3/16 in. in diameter. 
The tube is split in its whole length so that it can be 


removed later, and it has several holes perforated ses x 
he 


sides through. which sutures can be passed (fig. 1). 
tendon-can be anchored within the tube by sutures passing 
through the perforations on one side, through the tendon 
in the tube, and then out through the perforations on the 
other side of the tube. 
with kick-up spikes in its lumen has been used so as to 
avoid the use of sutures altogether (figs. 2 and 3). 7 


Under ‘general anesthesia an Esmarch bandage and | 
pneumatic tourniquet are applied to the arm, and then the - 
wound is thoroughly cleansed and the surrounding skin . 


shaved. An adequate exposure is essential. The tendon 
ends are located and then the proximal portion is pulled down 
as far as possible with the wrist and fingers fully flexed, and 


transfixed with a straight needle as far proximally as it is 


. exposed. This seems to be the best way of holding the 


proximal end with a minimum of trauma ; forceps are liable 
to cause considerable damage to the tendon. The profundus 


The sublimis tendon is cut away so as to avoid adhesions be- 
tween the two. The sublimis tendon apparently only gives 
additional strength and firmness of grip to the finger. 


In this way the tendon-ends are approximated and 
held together in a metal tube. The straight through-and- 
through sutures or the projections prevent fraying of 


the tendon and the encasement in the tube to some 
extent prevents undesirable adhesions to :surrounding — 
tissues. ` 


The tendon ends unite readily in the tube by 
fine linear scars, and after the tubes have been removed 


- the union is so accurate that it is difficult to make out 
=- where the tendon has been severed. Bands of fibrous i 


tissue actually grow out through the perforations in the 
tube, and these have to. be divided at the second stage 
of the procedure which is undertaken some five weeks 
later. The original tubes had multiple perforations in 


Many varieties of 


Lately a modified type of tube. 


t 


-tendon is essential and this is the only one.that is sutured. 


them, but the number of holes have now been reduced — 


weak finger, the usual result of an attempt at repair, 


is a source of danger to many workmen. There are, 
however, some instances where successful tendon repair 
is of particular value. In some occupations (musicians, 
&c.) the use of all five digits is essential, and in some 
’ cases, where the lesion is of the thumb or of more than 
one finger, amputation gives rise to considerable dis- 
ability ; an attempt should then be made to repair the 
‘tendon. 

The problem we have to solve is to attain accurate 
approximation and union of the cut ends of the tendon, 


_ and at the same time to Stop: the tendency to form con- 


1 Z tao 


to four so as to diminish these adhesions. During the 
interval of five weeks between the two stages the finger 
is kept splinted i in a light plaster for the first three weeks, 
so as to allow union to tane place without any strain on 
the suture line. 

The second stage of. the procedure simply consists in 
exposing the tube, removing the sutures (if sutures have 
been used), and then opening the tube along the line of 
the slit and removing it from the site of anastomosis. 
The adhesions that have formed around the tube are 
divided and the tendon is left completely free. The 
adhesions are often surprisingly dense, but the encircle- 


ment of metal around the tendon does keep the site of ` 


anastomosis free. The digital sheath is not sutured at all 
and the wound is closed by suturing the skin only. 
Active movements are started next day. At this stage 


these can.be done quite vigorously, without fear of the | 


tendon ends coming apart. 
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Bi 7a PRELIMINARY CASE-REPORTS _ 
So far only. recent injuries have been dealt. with by this 
method and full passive movements of 
present before the operation. . 


_ Two tases of cut flexor pollicis longus tendon opposite the . 
proximal phalanx of the thumb have been sutured by this 


~S 


t - 


the digits were 


. 


‘method. At the removal of the tube six weeks. 


_ later adhesions were growing through the small 
perforations of the tube; these and some fairly 
dense adhesions around the tube were divided. 
Flexion deformity of the terminal joint of the 

thumb developed in. 


persisting with 
vigorous active 
movementsand wax 
` baths, a half normal 
range of movement 


full range of move- 
ment in the other. 


was of a lacerated 


Fig. eel original method w to iig a us split palm where the 
tube with perforations init, through which sutures ` se . : 
could be passed to anchor the divided ends of the sublimis and pro 

a fundus tendons of 


tendon. í 

theindex finger were 

- completely severed, along with the digital vessels and nerves 
_ just proximal to the digitalsheath. Thesublimistendon of the 
middle finger was also completely severed, and there was only 
one strand holding the profundus tendon of this finger. The 
suture of the profandus tendon of the index finger by a metal 
tube was carried owt, the sublimis tendon being cut away. 
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both cases, but after — 


- was obtained in one ` 
= case, and an almost — 


The third case. . 


_ The recovery of function in this case was slow and some per- — 


` manent stiffness of the index finger remained, but it must be 
appreciated that this injury was accompanied by an extensive 

- laceration of the soft tissues around. | 
The fourth case was of a cut wrist where all the tendons 
were severed except the profundus tendon to the 5th finger. 
The median nerve was also divided. The tendons were 
identified as far as possible, and the profundus tendons 
united by the use of anastomosis tubes. The median nerve 
‘was also approximated by a similar method, the tube being 
used to surround the nerve, but the sutures did not perforate 
through the nerve; they were put in with very fine small 
curved needles, passed through the edges of the Sheath of the 
nerve and then out through the adjacent perforations of the 
tube on the same side, and then tied outside the tube. A 
plaster cast was applied, and at the second stage five weeks 
later the nerve had united well. The profundus tendons to the 
middle and index fingers had joined by linear scars, so fine 
that the actual site of union was difficult to make out, but the 
tendon tó the ring finger had pulled out to some extent, so 
. that the ends were joined by a band of fibrous tissue. The 
~ ultimate result of this case was very satisfactory for the index 
and middle fingers. | 
The fifth case was of a cut profundus ‘tendon of the 5th 


‘ 


_ finger, opposite the middle phalanx—the site where adhesions - 


are most troublesome; 
At.the second stage 
union was found to 
have taken place and 


fibrous tissue growing 
through the perfora- 
tions were ‘divided so 
as to free the tendon 
completely. The 
functional ` recovery 


quite full. 

The sixth case was 
of a cut wrist, where 
- all the flexor of 
g tendons had _ been 
Bl Sera Twos iietubes have been usedwhichcan severed with the ex- 

be 4 | I 

remain there by reason of the small pointed ception, of a few 

strands of the pro- 


projections (kick-ups)inthelumen, Thetwo 

| pubes an chen be connected together ang so fundus tendon of the 

old'the tendon ends approximated. his index finger The 
‘method was not sf i ee 8er- 

not very satisfactory owing to divided tendons were 

sutured with the 


the clips, which cause quite a bulge at the sides 
of the tube. 


the minute bands: of. 


was good but is not 


° 


to the use of | We’ 
forced pas- ==) 
“sive move- , 
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stainless steel anastomosis tubes. The median nerve had 


also been severed and was sutured with a ‘Tantalum ’ tube. 
A plaster was applied for 3 weeks but there was some delay , 


‘in removing these tubes because the patient lived a long way 


away., She did obtain full movement of the index finger and- 
full passive movement. of the other fingers before the tubes 
were taken out. At the removal of the tubes the tendons had 
united so well that the line of union could hardly be made out, 
except in two of them where some separation had taken place 
and the ends. . . l POTS 
were united f 
by a band of 
fibrous tissue. 
This was. 
probably due 


ments by the 
patient. The 
mediannerve 
had united 
well, without 
any swelling 
and without 
the line of 
union ‘being 
visible. Since 
then an, in- —. = ae 
creased range of active movement has been obtained, but 


Fig. 3—In the latest method two short split tubes with ` 
kick-ups are connected by a narrower band. The tendon 
etds are simply laid in the opened tubes which are then 
closed around them. They remain anchored by reason of 
the kick-ups. - In this way all sutures and clips are avoided, 
and thetubesare readily removed at the second stage of the 


operation by opening up the slit. : 


although useful it is not nearly full. S 


Materidls used.—In the first two cases, stainless steel 
tubes and sutures were employed. In some of. .'the 
others. tubes and sutures of tantalum were employed. 
The sutures are very fine, being 0-006 in. in diameter, and 
are fixed to a fine straight needle without an eye so as to 
make an atraumatic suture. Where tantalum was used 
it was noticed that there was some discoloration of the 
tissue around. the metal and the adhesions were more 
dense than they were in the cases where stainless steel 
was employed. The cause of this is not definitely known, 
for.tantalum is supposed to be highly resistant to corro- 
sion, but its undesirable effect here suggests that some 
ionisation has taken place. Consequently stainless steel 
has become the material of choice. . 7 7 

CONOLUSIONS 

The return of function in this small series of cases 
treated in the last 18 months has been fairly good. . One 
of the cases of division of the flexor pollicis longus was -a 
complete success and the other a partial failure. ` 

The technical details may require slight modifications 
in the future. Probably the sutures will be dispensed 
with and the split tube with little sharp points projecting 


into its lumen (fig. 3) will be used instead, so as to cause,- 


the minimum of trauma to the tendon and prevent any 
surrounding adhesions from forming near the site of 
anastomosis. The ideal material has not yet been found, 
but further experiments are being made with various 
types of stainless steel and other alloys. 
this method has been used to unite the median nerve at 
the wrist, and the line of union was a fine one without any 
expansion of the proximal portion, although it is still too 
early to give details of functional recovery as far as the 


nerves are concerned. ~ _ yon 
= I should like to thank Sister Strudwick of the Norfolk and 
Norwich Hospital for her help in dealing with these cases and 
also Mri Drew of Messrs. Down Bros. Ltd. for making the 
tubes. The illustrations were drawn - by Mr. Butler of 


Cambridge. | 
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scientific problems ; but it would be essential to arouse or keep. 
at high pitch the present spirit of collaboration and intense 
application. ‘The synthesis of half a dozen sciences is in 
a single puff of DDT powder.” _ : | 


- 


In two cases — 


~ 


p 
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volume (1-2 oz.) by May_3. 
visable to do a rib-resection under łocal anæsthesia on that. 
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SPONTANEOUS PNEUMOTHORAX AND 
_ |... STAPHYLOCOCCAL EMPYEMA ` 
| IN AN INFANT OF 18 DAYS | 
. ELIZABETH LUND, MBBELF. — ! 


LÁTE HOUSE-PHYSICIAN TO THE HOSPITAL FOR SICK CHILDREN, 
Ho ee GREAT ORMOND STREET 


THE following case is of unusual interest in view of the — 


rarity of the condition and the patient’s unexpected 
recovery.’, if | ' 


A female infant, 18 days old, was admitted to hospital on 


i April 8, 1944, with a history -of one day’s cough, difficulty in 


breathing, pallor, anorexia, and vomiting. 


4 


On admission, the baby was dyspnesic and slightly cyan- 


osed ; temperature 101-2° F, pulse-rate 146,.and respirations 
40 per min.. There was diminished movement. with absence 
of breath sounds ovor the left side of the chest.. Radiography | 


showed gross displacement of the heart and mediastinum to 

the right, the left lung collapsed against the vertebral column, 

and & large'collection of air in the left pleura (see figure). 
‘The baby was placed in an oxygen tent and given sulpha- 


mezathine 0-5 g. followed by 0-25 g. 4-hourly. The general, 


condition gradually deteriorated and cyanosis and dyspncea 
increased, so a needle was inserted into the pleural cavity 
through the 7th left interspace in the midaxillary line and a 
large amount of air under tension was slowly released. There 
followed great improvement in the general condition. How- 
ever, the next day there was well-marked dullness at the left 
base and an X-ray film showed a fluid level rising up into the 
axilla, with air above it, and gross displacement of the heart 


-and mediastinum to the right. On the llth there was a 
sudden attack of acute cyanosis and distress, and the baby . 


seemed about to die. An emergency pleural tapping was 
performed ; 10 c.cm. of air was first removed, then came 60 


.c.cm. of turbid yellow fluid. During this operation the 


general condition improved dramatically. On the same 
evening a de Pezzer catheter was inserted into the left chest 
through a small intercostal incision under local anesthesia. 
The pleural fluid grew a pure culture of Staphylecoccus aureus, 
so the baby was given 6 g. of sulphathiazole during the next 


48 hours and 0-25 g. 4-hourly for 4 days, with gr. 7$ of sodium — 


citrate and gr. 2} of sodium bicarbonate with each dose of 
sulphonamide. ` | ; . 

-~ The general condition improved steadily from now on. and\ 
nutrition remained good, although the thick pus draining 
through the catheter had shown no diminution in daily 
It was therefore thought ad- 


day. The evening temperature remained from the first 
between 99° and 100-8°.F, although the respirations fell 
gradually to 40-45. On May 12 the hemoglobin was 57% and 
on the 13th a transfusion of 4 oz. of fresh whole group O IV 
blood was given. ' This raised the hemoglobin to 72%. The 


‘pleural cavity was washed oug with eusol through the drainage- 


tube every second or third day, according to the ease with 
which drainage was seen to be occurring, until on May 25 some 


Chest on admission. 


- 


eusol was coughed up during a washout; the cavity was not 
-washed out again after this. The temperature still remained 


4 up -14,days after rib-resection although drainage appeared to ' 


be. adequate,.so a further short course of sulphathiazole 9-5 g. 
was given from May 18 to 21, after which the rectal tempera- 
ture never rose above 99:4° F and gradually settled to 99°, F. 
The daily amount of discharge gradually lessened, and on 
June 16 the drainage-tube was removed. 7 ae 

The wound healed rapidly and the baby continued to gain 
weight .satisfactorily, being.fed at first on expressed breast 
milk and put.to the breast after drainage ceased. She weighed 
7 lb. 10 oz. on admission and 10 Ib. 3 oz. on July 5, when she 
was'sent home. She has been seen regularly in outpatients 
since then. Her left lung has. re-expanded, she has gained 
more weight, and the scar is sound. , ae a 7. o 

The most likely sequence of events- in this case seéms 
to be a primary staphylococcal lung infection with 
rupture of a subpleural abscess into the pleural cavity, 
leading first to the formation of a pneumothorax, and 
then to empyema. Leigh ‘Collis and Foster-Carter + 
reported a somewhat similar case in which at autopsy 
multiple small staphylococcal abscesses were found in . 
the lung, and one of these was actually seen to com- 
municate with. the pleural cavity. It seems probable 


that in the present case the baby’s chances of recovery 


were greatly increased by her being fed entirely on breast 
milk., | l 

I am indebted to 
this case. 


© - Medical Societies — 


Dr. W. G. Wyllie for permission to publish 
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MEDICAL SOCIETY’ OF THE LCC SERVICE. 


A MEETING on May 3, with Mr: G. F. STEBBING, the 
president, in the chair, was devoted to 

p" Hematemesis | 

Mr. J. R. M.’ WHIGHAM thought the surgeon must 
hesitate to operate’ without a clear-cut diagnosis, but 
this could rarely be made at the time of the haemorrhage. 
The amount and rate of blood loss were difficult to gauge, 
especially where there was coexistent shock or fright. 


Ill health due to the ulcer, malnutrition, and associated. . 


disease of the heart, lungs, or kidneys had to be taken 
into account, and he laid stress on. the prognostic 
importance of the patient’s age. The prerequisites 
for operation were a tolerably fit patient, a known ` 
and operable lesion, and the’ availability of expert 


‘surgery. He recommended excision, cauterisation, in- 


folding, or ligation as the most useful procedures, the 


aim’ being always to find and deal with the bleeding 


point. In some cases the cause of the bleeding could 
not be found or might prove inoperable. AtSt.Andrew’s - 


Hospital there had been 27 deaths from hematemesis— 


over that age. 


in the last ten years; 15 of these cases were considered 
inoperable because of associated disease, and-of the 
remaining 12 the diagnosis was unknown at the time of 
the hemorrhage in 8, and known or thought to be known 
in 4. Of these last one man of 59 had been treated for 
six years for cirrhosis of the liver but was found post 
mortem to have bled from a large chronic gastric ulcer. 
In conclusion Mr. Whigham suggested that the ulcer 
that had bled should be viewed later with a bias towards 
surgery. 

Dr. B. GOTTLIEB spoke of a series.of 113 cases of 
gastroduodenal hemorrhage treated by him during the 
last 24 years at St. Alfege’s Hospital. They formed 1% 
of the total admissions, and he noted a sharp increase 
in incidence during the flying-bomb attacks. By barium 
meal or at post-mortem examination the diagnosis was 
made of gastric ulcer in 34 cases, duodenal ulcer in 40,- 
and acute peptic ulcer in 14, with 1 case each of anasto- 
motic ulcer and aspirin gastritis and 23 cases not certain. 
He was interested to find that of the 9 cases of acute 
ulcer examined, 6 had histamine achlorhydria, and 2 
were hypochlorhydric ; this deficiency might explain 
why the ulcers did not become chronic. The deaths 
numbered 11, giving a case-mortality of 9-7% ; the rate 
was 2:4% for patients under fifty and 13-9% for those 
Of 10 post-mortem examinations $ 
showed chronic gastric ulcer, 1 a duodenal weer, and 1 
numerous superficial ulcers in the pyloric region., Of 


/ 1. Leigh Collis, J., Foster-Carter, A. F. Lancet, 1940, i, 815. 
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the fatal cases 7 had confluent bronchopneumonia, and 
in 2 of these the bleeding had ceased. Bronchopneu- 
‘monia was present in 3 other patients who recovered ; 

it might be hard to diagnose in the exhausted patient. 
He recommended sulphamezathine in these cases. 
Mental confusion, whether due to pneumonia, cerebral 
anoxia, or vitamin. deficiency, he regarded as a very 
serious complication. Ansemia was not considered an 


indication for transfusion unless severe shock was 


present as well. In his‘opinion surgery was indicated only 
in. one pe eens from a chronic gastric ulcer. 
Mr. N. TANNER reviewed 391 cases of hæmat- 
emesis ads melena treated at St. James’s Hospital since 
May, 1941, of which 90% were due to peptic ulceration 
or gastritis. The severest form of bleeding came from 
erosion of a large vessel; a pulsating clot was seen in 
such cases at operation.. A more general ooze came 
from an acute ulcer, and the surrounding mucosa some- 
times bled when brushed. About half the patients with 
gastritis had achlorhydria, and these showed a speckled 
congestion in a thin mucosa; he believed that small 
erosions in such cases could open a submucosal vessel. 
Gastroscopy was of great value in diagnosis. -As regards 
blood-transfusion he was inclined to keep a slow drip- 
Although transfusion 
might cause a fresh hemorrhage, especially if a reaction 
took place, there was great urgency, which might not 
be apparent, for transfusion in cases of repeated hæmor- 
rhage. He had standardised the treatment of hemat- 
emesis at St. James’s Hospital in three distinct periods : 
in the first (193 cases, 10 operations, 19 deaths) operation 
was avoided whenever possible ; in the second (60 cases,. 
9 operations, 12 deaths) operation was undertaken 


- earlier, with a predilection for gastrectomy ; and in the 


third (105 cases, 11 operations, 9 deaths) early operation 
was readily undertaken .but the simplest’ method . of 
stopping the bleeding was chosen. Although the 
second period contained a greater number of aged and 


- unfavourable subjects he considered that the third series, 


in which the average age of the patient who died was 66, 
represented the best results, and he intended to continue 
on those lines. One recent operative success was in an 


‘old man of 79 in extremis from repeated duodenal 
- hemorrhage. 


Dr. H. E. S. Pearson spoke first about hematemesis 
asa symptom of portal obstruction. 
gastric form of bleeding seldom seemed to endanger life, 
-but hemorrhage from ruptured oesophageal varices 
in. long-standing cirrhosis was almost always fatal. 
‘The effortless cesophageal type of vomiting was an aid 
to recognition, and a Miller-Abbott tube could be used to 
compress the varices if the diagnosis could be made. 
In hemorrhage from ulcer a statistical distinction should 
be made between the cases in which the bleeding stopped 
after the initial fall of blood-pressure and those in which 
it continued or relapsed after cardiovascular reaction 
. had set in. Those in the first group almost always 
recovered. Of 67 consecutive fatal cases of hemat- 
emesis from ulcer studied in the LCC Central Histological 
Laboratory a chronic ulcer containing an eroded artery 
was found in 61. Hezmatemesis of this nature was 
‘essentially a surgical problem. Speaking of the import- 
ance of early diagnosis in cases of continued bleeding. 
he mentioned the fallibility of the pulse-rate and especi- 
ally of the. hemoglobin percentage as guides. The 
collapsing pulse and early mental changes were valuable 
signs of lowered blood-volume. The needs of the patient 


and of his ulcer were in conflict, and it was the patient 


who had gained by recent advances in treatment. 
It should be the ulcer’s turn now, and he recommended 
operation as soon as the diagnosis of continued bleeding 


` was made. 


Dr. F. AVERY JONES (Central “Middlesex County 
- Hospital) emphasised the value of gastroscopy of the 
healing process following hematemesis. 
this examination in 250 cases and he showed illustra- 
‘tions of rapid healing, including an ulcer. which had, 
disappeared in five days, as viewed by the gastroscope. 
He was in favour of operation in recurrent bleeding 
from chronic gastric ulcers in patients over fifty.—Mr. 
I. I. Price did not believe that ligation ef the bleeding- 
point was likely to stop the hemor rhage permanently, 
and recommended a partial gastrectomy, if rapid, or 
excision and gastroenterostomy.—Dr. A. KAHAN thought 


/ 
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The common slower . 


He had made. 
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the place for surgery to be a small one. In a series of 


113 cases treated: medically he had had only 6 deaths. — 


He doubted if anxiety hae a large part in causing 
hæmatemesis.—Mr. G. DORLING described a case of 
repeated severe hzematemesis in which the patient’s life 
was ‘apparently saved by partial gastrectomy.—Dr. 
W. W. Kay mentioned a case of fatal cesophageal 
hemorrhage occurring only 18 weeks after acute hepatic 
necrosis. Investigation and correction of disordered 
blood chemistry ,were of great importance .in hæmat- 
emesis, and rectal glucose was useless for malnutrition. 
He recommended parenteral] administration of thiamine 
and nicotinic and ascorbic acids. 


` Mr. WHIGHAM, replying, said that he thought that any 


general conclusions as to ‘procedure should be within 
the attainment of all and not too much influenced by 
the results of individual brilliance. 


i es 


Reviews of Books ~ 


Year Book of Radiology, 1944 oe 
C. A. WATERS, MD; Ira I. KAPLAN, mp. (Year Book 
: Publishers; H. K. Lewis. Pp. 448. 3ls. 6d.) 
` As usual, this volume ,is equally divided between 
diagnosis and therapy. The material is abstracted 
almost entirely from American and English work, though 
European radiological journals for’ 1943 have been 
available, in England at least, for some time. In the 


‘diagnostic section bone diseases occupy an unusually 


small place, the most interesting series of abstracts 
dealing with fatigue fractures. The respiratory and 


cardiovascular systems are well done, with good sum-. 


maries on atypical pneumonia. Much new work on 
angiocardiography in acquired and congenital diseases 
of the heart is summarised. In the gastro-intestinal tract 
the numerous papers on abnormalities of the small 
intestine reflect the increasing importance of radiology 
in the diagnosis of many obscure abdominal conditions. 
Dr. Kaplan again contributes a long valuable intro- 
‘duction to the radiotherapeutic section. He is a pro- 
digious worker and his critical survey covers not only 


the abstracts in this volume but other unabstracted | 


papers. The most important series of papers deals with 
the treatment .of prostate cancer by orchidectomy, 
diethylstilbcestrol, and. radiation. Endocrine therapy 
in carcinoma of the breast is also well represented. Dr. 
Kaplan still has hope of the egg-white (avidin) treatment 
of cancer and there are many papers on this subject. 
Lysozyme, a basic protein of egg-white, is now being 
considered as an anti-cancer agent. It is a relative of 
hyaluronidase and it is suggested that this substance is 
elaborated by the. erysipelas streptococcus, and may 
account for the spontaneous disappearance of malignant 
tumours following an attack of erysipelas. Inthe section 
on chemical agents it is stated that penicillin has a 
specific action on cancer cells’in vitro. 


Colorimetric Analysis 
NoEL L. ALLPORT,’ FRIC, research chemist, British Drug 
Houses. (Chapman and Hall. Pp. 452. 32s.) 


COLORIMETRIC methods often afford the most con- 
venient, and sometimes the only analytical approach to 


biological problems. <A large number of colour tests 


have been recorded, but many fail to come up to expec- 
tation, sometimes because unsuitable apparatus is used 
or because limiting conditions are not recognised. This 
book is orthodox and competent on the inorganic side, 
and in biochemistry and pharmacy up to date and 
judicious. It is divided into five sections: metals, 
acid radicles, substances of biochemical and clinical 
significance, alkaloids, hormones, and vitamins, and 
miscellaneous substances. Mr. Allport has probably 
been wise not to devote space to the description of appara- 
tus, though the advent of photo-electric colorimeters 
and spectrophotometers of moderate price is already 
affecting the assessment of colour tests. 


- TRANSPORT OF WHOLE Bioop.—The United States Army 


_ is now using expendable ice-boxes for exporting whole blood by 


airto Europe. Made of metal foil oh cotton insulating board, 
they measure 21 x 2] x 25 in., and weigh only 105 Ib. when 
carrying 24 bottles each of which contains about 14 pints of 
blood. ' 
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` Disability after Head Injury 


ALL practising physicians and surgeons: are familiar | 
with the postconcussjonal syndrome, in which a. 
head injury is followed by chronic and seriously 


-disabling -ill health which seems to continue indefi- 
- nitely.. Headache, giddiness, nervousness, depres- 
sion, and loss of mental capacity are prominent 
‘symptoms difficult to relieve. It is not surprising, 
therefore, that both doctor and layman are often 
highly apprehensive ‘of. the possible results of head 


injury and that many lines of treatment have been. 


designed to lessen the likelihood of chronic disability. 
There is a fallacy in judging the effect of head in- 
jury by the surgeon’s personal impressions; for he 
tends to see only, those patients who develop chronic 
| disability, and has no ready means of knowing what 
proportion of cases make a quick and complete 
recovery. But head injuries from traffic, accidents 
and falls—not to mention two:-wars—have become sO 
common during the present century. that it is now 


comparatively easy to find out what, the expected’ 


prognosis after head injury really is, and to aSSess the 
value of various forms of treatment. 

In recent years several studies 1 have been made 
of the subsequent progress of unselected cases of 
head injury admitted to a general hospital. 
usually include all cases severe enough to cause even 
a short period of unconsciousness, and therefore 
contain a majority of slight and moderate injuries. 
These follow-up studies have all shown that the prog- 
nosis for the average case of head injury is much 
better than was at one time thought, and that on the 
whole. quick methods of rehabilitation are advan- 


tageous while long periods of rest and inactivity 


do more -harm than good. Thus, Denny-Brown °? 
found that 80% of the patients returned successfully 
to their normal occupation within two months of the 
injury, and over 90% within six months. The figures 


for cases with skull fracture were 63% returned to > 
work within two months and 87% within six months. 


‘ Though the early return to normal life and activity 
may thus be confidently anticipated and stressed’ for 
the average case, it does not follow that these patients 


are entirely free of symptoms when they return. to, 


work. Drnny-Brown, indeed, found’that just over 


© half of his patients complained of symptoms during 


convalescence. Headache, dizziness, and minor psy- 
chiatri¢ disorders were the usual complaints, but 
they were seldom severe or disabling, and 60% of 
the series had no headaches at all. A complete 


absence of postconcussional symptoms is commonly 
These figures 


observed even after severe ‘injuries. 
correspond closely with those of other workers, and 
it is important that the generally favourable result 
of moderate head injury should, be widely | known ; 
for apprehension, whether in his medical attendant or 


his relatives,..has unfavourable repercussions on an- 


anxious patient. ; 


1. Symonds, C. P. , Russell, wW. R. Lancet, 1943, i, 7. Gukenann E. 
Brit. neS J. 194 43, i, 94. pe 


2. Denny-Brown, D. J. Amer. med. Ass. 1945, 127, 429. 
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' tests, 


They ` 


“worse. 


sonal life.. 


i These follow-up studies; - thoügh they put the 


prognosis after head injury in its proper perspective, 
‘do not, explain the severe disability which follows in 
a stall proportion .of cases. / DENNyY-Brown, for 


_ example, found that mental symptoms related tọ 
anxiety were. the predominant. disability whether 
the injury was mild or severe, but in his series there ` 
were few severe casés—only 23 were disorientated for | 
His conclusion, therefore, that, 
intellectual . disorder played — no significant part in: 
prolonging disability is misleading.- It may be true 

of mild and moderate injuries, but in severe injuries + . 


more than 24 hours. 


a general loss, or slowing and fatiguability, of memory, 


power of concentration, initiative, and mental ability - 
are highly important and commonly observed, while 

personality disorders may be prominent and dis- _ 
tressing.. Many of these patients lose all pleasure | 
in life and can only be employed on simple tasks: E 
They may not unnaturally develop anxiety, depres- , 
Herein 


sion, and the associated somatic symptoms. 
lies the danger that these patients should be regarded 


- purely as neurotic, and. the full extent of the under- 
lying physical disability overlooked. The accurate 
. diagnosis of intellectual impairment after head injury 

is by no means easy, but the gross cases can probaby 
be recognised by the use of psychometric tests in the 
way that REYNELL ° has described. Mild examples. 
of traumatic dementia show the same: features as 


normal old age.. Vocabulary, general information, and 
comprehension tend to be retained, while arithmetical 


fatiguability, change of personality, and the common 


his relatives or employer about a year after injury 


probably provides the best basis for assessing the - 


effects of head injury, and there is room for further 
study of this kind. Even so, the correct balance 
between the organic and psychiatric effects of injury 
often becomes a matter of personal opinion. 
observer is unduly influenced in favour of organic 


damage by the long duration of loss of consciousness 
or the severity of associated skull fractures, while 


another lays stress: on symptoms of anxiety or 
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‘ relational thinking,” and ability to recognise — 
abstract relationships are impaired. It is, however, 
‘difficult to recognise loss of initiative, mental slowing, 


complaint that memory for names has become much © 
A personal interview with the patient and’ 


One — 


depression, or an unsatisfactory personal or family | 


history, in labelling the. disability chiefly functional. 
It is obvious that every combination of organic and 
psychiatric disability may be observed, while a`- 


further complication ‘is the likelihood that in some 


people damage to the highest cerebral functions will 


unleash an underlying mental instability and thus 


lead to a psychoneurosis or Peyenows directly . pro- 


duced by neuronal damage.. 


‘It is only by appreciating | these many facets i in the 


clinical problem that fair assessment and guidance of 
the ‘individual case can be achieved. The patient 


with severe intellectual impairment gets little sym- 


pathy, for his only easily observed disability is general 


inefficiency in his work and inadequacy in his per- 
This busy world has‘ little patience for ` 


his sort, and he should not turn in vain to his doctor . 


for help. and advice. On the other hand, the severe 
sequelz in these relatively unusual cases should not 


lead the doctor to give a discouraging prognosis in 


the general run of head injuries: 
3. Reynell, W. R. J. ment. Sci. 1944, 90, 710. 


nurses,’ 


. patient’s feet ; 
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SQN AND SRN.—PERTUSSIS NEXT ? 
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SQN and SRN 


Many young women who have had practical 
training of one kind or another will shortly be leaving 
the Forces. If we fail to attract substantial numbers 


_of them into nursing we shall have lost an unrepeat- | 


able opportunity. How can it be done ? 


= A nursing course could be a first-class preparation 
for marriage and the care of a family, and many girls 
- might be willing to consider it in this light provided 


it did not commit them to four more years under 


' conditions as restrictive as those they are leaving. 


In order to overcome the shortage ‘of nursing staff 
the Government have decided to recruit “assistant 
’ and in our view the present grave situation 
can best be overcome by making their occupation 
genuinely and widely, attractive. Obviously if it 
is to attract women from the Forces who do. not 


. necessarily mean to make nursing their life-work the 


course must be both interesting and practical. The 


new entrant must learn from the start how to make 


a patient comfortable, and how to perform the nursing 


tasks which she w ould have to undertake for a aek 


person in her own home ; 'there must be no paralysing 


three months in the sliice-room to spoil keenness, 


and no boarding-school discipline-in the nurses’ home 
to breed discontent. As a student, she should live 
in a hostel’ like other students, and come to the 
hospital not to do the dull chores but to get her 
training. If there are to be assistant nurses in suffi- 
cient numbers, they must not be: engaged merely to 
“help with the rough.” 

A modicum of theoryi is of course necessary to anyone 
working in a modern ward, and the training might 
begin with a preliminary course in fundamentals ; but 
all the theory should be related as closely as possible 
to practice. At this stage of her training the student 


-= will herself often play the part of the patient,. learning i 


much from the mistakes of her fellow learners. She 
will discover how it feels to be given a blanket-bath 
by a novice; she will cook invalid dishes and eat 


. them herself. She will become adept at recording 


pulse, temperature, and respiration. She will learn 
the principles underlying asepsis by examining under 
the microscope a smear taken from the ward dish: 
cloth, from the. towel she has just been using, and 
from ‘the skin of her own scrubbed hands. She will 
be taught the proper care of the nurse’s, as well as the 
and she will learn as much physiology 
and anatomy as she needs for a straightforward 
course in first-aid—about as much, that is, as appears 
in, the Red Cross first-aid manual. When she enters 
the wards it must be under a. ward sister whose 


backing of trained and competent staff suffices to 


release her for teaching. From the first the girl 
must be taught to handle patients, and to carry out 
all the usual nursing procedures again and again until 
she is proficient. 


how to give an enema, how to turn and lift a patient, 


‘how to prevent bedsores and dropped feet, how to 


cleanse and sterilise the bedpan, how to avoid in- 
fection when nursing the tuberculous, and how to 
dispose safely of their sputum, how to lay infected dust 
and sweep it up, how ‘to give an injection and put 


drops in an eye or ear, how to barrier-nurse an infec- 


tious disease, how to assist at a minor operation: 
+ P * ' r t l . f i s 


rigid abdomen. 


She will learn bed-making—especi- 
ally how to make a bed comfortable though neat— 


for all these are things she might sometime have to 
do for her family. She must also learn to recognise _ 
danger-signals—pain in a child’s ear, or colic with a 
If at the end of two years of this © 
kind of training a girl of average intelligence is not 
a competent and handy nurse the fault must be with 
her teachers. 

Is it not possible to carry this principle. a little 
further? The name “assistant nurse” has given 


. pleasure to, none and seems to be a hindrance to re- 


cruitment to the new grade. Might not this two years 
of practical nursing constitute the “ basic training ” 

for all nurses, suggested by two senidr members of the 
nursing profession and supported in a leading article 
in the Times of May 16 ? 'The practical examination 
at the end of it could then entitle-the successful 
candidate to’ the title of, say, State-qualified nurse 
(SQN)—to distinguish her from the four-year- 
trained SRN. If at the end of her two years’ training 
the SQN decided to go on and take her SRN examina- 
tion, fresh opportunities might be opened to her. 
The girls who will wish to take the higher qualification 
will presumably: be those with academic and adminis- 


_ trative ability, who are ready to face examinations 


more exacting than a practical test. Some hospitals 
might be ‘set aside to train these senior students : 
for example, some of the medical ‘teaching schools 
might be staffed only with SRNs and with “SQNs in 
training for the SRN. (This would. incidentally 
have the advantage of ensuring that medical students 
see and learn from skilled nurses.) These schools - 
for senior nursing students might be affiliated to 
universities so that the SRN became a university 
diploma. Moreover, in her final year of training 
the nurse should be at liberty to specialise in theatre 
work, tutoring, tuberculosis nursing, orthopedics, 
or whatever branch appeals to her. 'A central 
nursing body might so regulate the prospects in the 
various branches that there were candidates for all. 

This may seem a revolutionary proposal, but in fact 
it merely realises the possibilities latent in the decision 
to train a second grade of nurse. The danger at the 
moment is that the stigma attaching to nursing in 
the eyes of many prospective candidates will be carried 
over to the new grade, along with a disparaging 
name. Only a bold and imaginative stroke can 
reveal nursing to our young women, now thinking 
of their future, as the adventurous and satisfying 
experience it can and should be. 


| i Pertussis Next ? 


ANY mother who has had to nurse a child with 
whooping-cough is intensely interested in the possi- 
bilities of protecting her family against this pro- 
tracted and damaging infection, and when she reads 
in American “ digests’ of the wonders of prophy- 
lactic vaccination, she naturally asks why more is 
not being done in that way over here. „Pertussis is 
the most crippling and today also the most fatal of 
childhood fevers, taking its heaviest toll in the first 
year of life. Thus. in the two years 1938-40, over 
10,000 children died from pertussis in America ; two- 
thirds of them were‘under a year old and nearly half 
of them under 6 months. Thus if propliylactic 
vaccination is proved to be worth while and is put 
into practice, it‘must begin with the 2-3 months-old 
infant, even though only 10-20% of cases of whooping- 
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cough.occur in the first year of life. But, it may be 
asked, even if vaccination is effective in older children,. 
will it-protect the very young infant whose entinocy, 
mechanism responds poorly to antigenic stimuli ? 


‘Some answer to this question has lately come from 


America. 

The efficiency of an, immunising agent may be: 
assessed either by testing its protective value among 
large and properly controlled groups of exposed 
susceptibles, or by demonstrating the production of 
specific antibody in the blood of a fair sample of the 
inoculated. community. - The first method is the more 
reliable but is much the more difficult. Both methods 
have been used to test the potency of diphtheria. 
antigens, arid both are being applied in studies of 
pertussis: immunisation. American field trials have 
shown that large doses of plain pertussis vaccine’ 
injected at 3 or 4 weeks’ interval can give a con- 
siderable degree of protection, -while BELL, in a 
classical investigation, found that two doses of alum- 
precipitated vaccine with a. month between them 
significantly reduced both the incidence and severity 
of infection.. However, data were needed about such 
` points as optimum dosage and spacing of doses, the 
relative value of plain and alum-precipitated vaccines, 
the effect of mixing pertussis vaccine with diphtheria 
toxoid; and the immunisability of young children. 
These problems could best be solved by the demonstra- 
tion, preferably quantitatively, of antibodies in the 
blood. of inoculated children. Thus SAUER, and his 
colleagues,? using the complement-fixation test, found 
that three doses -of plain pertussis vaccine (total 
dosage, 90,000 million organisms) evoked a better 
response in infants of 7 months and upwards when 
given at 3-weekly intervals than when given weekly ; 
_ that the titre of antibody reached its maximum six 
weeks after the last injection ; and that a mixed APT 
and pertussis vaccine (10,000 million organisms per 
c.cm.) given in three doses at intervals of 3 or 4 
weeks was- the best immunising agent. .An observa- 
tion which may be related to the greater potency of 
combined diphtheria toxoid and pertussis vaccine is 
the claim by TURNBULL ® that 61 children, intimately 
exposed to whooping-cough and already presumably 
in the incubation or catarrhal stage of the infection, 
were either protected or developed an abortive attack 
of the disease as a result of 2 or!3 weekly injections of 
alum-precipitated diphtheria toxoid alone. 

Although SAVER ‘ reported that only 27°% of infants 
under 3 months of age developed antibodies to plain 
pertussis vaecine, compared with over 70% in older ` 
infants, Sako and his co-workers *® now record more 


“promising results from three doses (0-2, 0-3, 0-5 c.cm.) 


of an alum-precipitated vaccine containing 40,000 mil- 


lion organisms per c.cm. given monthly to 3793 infants ` 
aged 2-12 weeks. In a follow-up of 1834 infants, and. 


using the slide-agglutination technique,® they found 
that 78-2°% had demonstrable antibody 2—4 months 
after completion of the course, while tests on 500 in- 
fants over a longer period showed that 63% of them 
still had agglutinins after 2 years. These young 
_ infants tolerated the inoculations very well; only8-6% 


1. See Cruickshank, R. Control of Common Fevers, London, 1942. 

2. Sauer, W.. Tuc er, W. H., Markley, E. J. Amer. med. Ass. 

i 1944, 125, 949. 

3. li, J. M. Amer. J. Dis. Child, 1945, 69, 5. ' 

4. Sauer, W. Amer. J. Path. 1941.517, 719. 

5. Sako, W., Treuting, W. L.. wW itt, D. B., Mickamin, S.J. J. Amer. 
med. dss. 1 1945 $ 379. 

6. Powell, H . Jamieson, W. A. J. Immunol. 1942, 43, 13. 
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“parties. 


‘a danger signal. 


exclude serious trouble within. 


of 6600 injections were followed by local reactions 
and 06% by sterile abscesses. Systemic reactions 
occurred after 7-1°% of the injections but only 3-4% of 
them were classified as severe. A paroxysmal cough 
occasionally developed soon after the injection but 
disappeared rapidly. Nodulation and sterile abscesses 
from alum-containing antigens is well known and ` 
can be minimised by deep subcutaneous or intra- 
muscular injection of -the reagent. Sako Also 
recommends a different needle for the injection from 


- that. used to aspirate the fluid, so as to avoid intro- 


duction ‘of the - alum intradermally. These local 


, reactions are more likely to worry the injector than 
the injected, and ‘parents, if warned about them, will 


regard reactions as a small price to pay if in return 


. both they and their children are saved from weeks 


of misery—and perhaps worse. As with diphtheria, 


‘there is no claim that vaccination against pertussis 


gives complete protection ; but, with a potent vaccine 
properly used, infection, if it occurs, is attenuated 
and deaths are rare. The present and urgent need 
is for a reliable biological test for assay of pertussis 
vaccines, for with increasing demand there is the risk 
that poor antigens may appear on the market, Any 
wide campaign for the prophylaxis of pertussis must 
start from this point. The country which gave us 
APT will surely ‘not fail to. find a potent pertussis 
antigen ; the need is as grea! for pertussis as ever it 
was for diphtheria. 


Annotations 


DEMOBILISATION AND CALL-UP 

WE publish this week an important letter sent by the 
Central Medical War Committee to all doctors serving - 
temporarily with the Forces. The committee has 
evidently rejected the proposal, canvassed in our leading 
article of April 14, that junior men wishing to continue 
their hospital training should be released if they will 
accept direction (temporarily) to suitable hospital posts. 
It will be best in the long run, in the committee’s opinion, 
if (apart from a small “number of teachers and others 
urgently needed at home) doctors are released according 


-to age and length of service as laid down in the Govern. -° 


ment’s white-paper for reallocation of man- -power.. 
This policy has the merit of being relatively fair to all 
On the other hand the profession has been | 
warned that doctors will not necessarily be released in 


- ‘their proper group, because it may often be impossible 


to dispense with their services. Reallocation of medical.- 
man-power will in fact be negligible unless a great many 
civilian doctors are called up to replace those due for 
release. The committee proposes to call up not only the 
recently qualified but.also many more senior. men, and 
the age-limit recommended for recruitment is between 
35 and 40. 
l SMALL-GUT OBSTRUCTION 


IN many cases the diagnosis of obstruction of the 
small intestine is obvious, but in others the small intestine 
begins to pool its contents insidiously, without early 
vomiting and with only fleeting pain and moderate 
distension ; in others again the continued action of the: 
large bowel may lead the surgeon to exclude intestinal 
obstruction as a cause, of the symptoms. In the post- 
operative varieties the clinical picture is seldom clear 
enough to render additional aids to diagnosis superfluous. 
Thus in the patient with a recent incision abdominal 
pain, tenderness, and soft distension are not necessarily _ 
Moreover, the absence of pain and 
tenderness in a recently. opened abdomen does not 
- This is particularly so 


- tion. 
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with the paralytic intestinal obstruction associated with 
peritonitis, which may present itself with signs referable 
to the diaphragm, rather than the abdomen; a raised 
pulse and respiration rate, associated with poor use 
and even a little congestion of-the base of the lungs, 
and accompanied by a cyanotic hue probably of toxic 


origin, may lead the unwary to diagnose an imepiga, 


bronchopneumonia or a' patchy atelectasis. 

With the passage of time may pass the life of the gut, 
and. it is the loss of viability which determines the fatal 
issue. To reduce the interval between the onset of 
symptoms and their interpretation as far as possible 
Koch 1 has made clinical and radiological studies of a 
series of casés of acute obstruction of the small intestine 
_due to adhesions and bands, and his findings are encourag- 
ing» In his hands plain films of the abdomen have 
given to all intents and purposes a 100% correct diagnosis 
-~ in any case with a history of 6 hours or more. The 
diagnosis is based on the demonstration of gas-filled 
loops of small intestine in the supine position with 
fluid levels in these loops in the.erect position. The 
normal small intestine shows no gas shadows. With a 
_ shorter history than 6 hours the X-ray picture is often 
negative, but many doubtful or incomplete cases should 
nevertheless be spared further delay by this simple and 
speedy method of a couple of bedside films. 
pretation of the radiograms is not so simple that it 
should be carried out without reference to the- clinical 
findings, as other workers such as Wangensteen ? who 
constantly. employ this manœuvre join Koch in em- 
phasising. Levitin and Trauner ? suggest that a negative 
radiogram is sometimes found in serious strangulation. 
It may be that such cases, owing to the Severity of their 
symptoms, present themselves before demonstrable 
gas has formed, but fortunately a. strangulation should 
not cause as mueh clinical indecision as a simple obstruc- 
With strangulation the onset is more sudden and 
the patient, more ill; there are signs of peritoneal irrita- 
tion, tenderness, and resistance; there may be a mass; and 
there may of course be an obviously strangulated hernia. 
‘Levitin and Turner observed that out of 20 symptom- 
‘less- patients who had had laparotomies for various 
purposes 17 showed gas shadows in the small intestine. 
On the X-ray evidence they-can distinguish between 
mechanical and paralytic obstruction; in mechanical 
obstruction afew large loops are continuously distended 
. from the site of obstruction backwards, whereas in the. 
‘paralytic variety there are multiple scattered small 
loops of both large and small bowel. Using these 
criteria they found that many cases of postoperative 
distension were in fact mechanical in origin, probably 


_ due to thin adhesive bands which give way or resolve. | 


Two among their 17 symptomless cases gave such a 
“picture, while of 22 cases of definite postoperative 
distension 15 showed mechanical obstruction. Six of 
these were confirmed by operation, 1 by autopsy, and 8 
relented (to use Wangensteen’s picturesque word) with 
the Miller-Abbott tube. 

The cause of death in intestinal obstruction has been 
the subject of much experimental work, which Besser 4 


has reviewed. The exact nature of the damage to the ` 


gut wall in obstruction without strangulation, and the 
part played by intraluminal pressure have yet to be 
decided, but it seems clear that toxic substances are 
absorbed into the blood-stream as the result of such 
` damage. 
18 impaired, which is one of the cogent reasons for haste 
in diagnosis. When the obstruction is high, fluid and 
chloride loss are important factors, while in long-loop 
strangulations blood loss into the loop may play a lethal 


1. Koch, F. Acta chir. scand. 1944, 90, suppl. 88. 
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‘cannot be assumed to have escaped infection. 


These substances do not form until viability — 


‘ waugenstcen, O. H. Intestinal Obstructions, Springfield, ‘TL, | 
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part. .From these facts the, principles of treatment 
emerge. There is of course the relief of the obstruction. 
Suction-on the Miller-Abbott tube may relieve it tem- 
porarily, or, as in some postoperative cases, permanently; 
but surgery is usually necessary afterwards, and although - 
the tube may deflate and help surgery by rendering 
the field less crowded time should, not be -wasted in’ 
passing it if delay may bring disaster. If there is a 
suspicion of strangulation operation should wait for 
nothing beyond essential resuscitation. This will take 


the form of biood-transfusion to: replace plasma lost in: the 
‘loop, with chlorides in high obstructions associated with 


much vomiting, and fluids. in all cases,- usually most 
satisfactorily administered inttavenously. Other forms 
of tube than the Miller-Abbott require less experience 
and time for their passage. _ Some drainage, of the upper 
reaches can be maintained by even gastric suction, and 
though it will not decompress the whole obstructed 


length a Ryle’s tube will empty the stomach before 


operation and if continuously used after operation wilk 
ease the postoperative course. 


INFLUENZA INVESTIGATIONS IN AUSTRALIA 


TuE latest report! of the Walter and Eliza. Halt 
ga at Melbourne is the first to be signed by Dr. 

F. M. Burnet as director, and, as might be expected, the 
account of the work of the virus department is of parti- 
cular interest. As in, previous years during the war, 
this department has been coöperating with the army. 
We have already mentioned ? the field studies on influ- 
enza in the winter period as being,remarkable for the 
record of sporadic cases of proven influenza A and B 
during a season of generally low incidence. of respiratory 
infection. Absence of an actual outbreak of influenza ` 


prevented any conclusion. as to the efficacy of the 


immunisation by intranasal inoculation with attenuated 
virus strains. Beveridge’s observations on repeated 
subcutaneous inoculation With influenza virus prepara- 
tions were designed to illuminate the known fact that a 
second inoculation, given within a few weeks of the initial | 
dose, does not induce any further rise in antibody levels. 
This phenomenon of, unresponsiveness was seen even 
when the interval between the two doses was extended 
to some months, and failure of response to a first dose 
was similarly found after a second or third inoculation. 
Satisfactory explanation of these facts is not forthcoming, 
but their effect on the interpretation of the results 
of immunisation is important. Thus it is pointed out 
that inoculated persons exposed to infection during an 
outbreak, who may show no further serological ‘change. 
Their 
immunisation may have protected “ against their ability 
to show an antibody rise rather than against the dis- 
ease.” This difficulty in interpretation of events does 
not affect the results of some recent trials of subcutaneous 
immunisation, including that carried out in the United 
States in 1943 by the Commission on Acute Respiratory 
Disease,’ which was judged on a clinical basis ; but it does" 
have a bearing on the serologically negative cases of 
clinical influenza in other localised or mixed outbreaks 
and possibly affecting immunised persons.’ The intra- 


‘nasal influenza vaccine used in Australia has also, thus 


far, been considered potent because a single nasal 
inoculation protects against a second spraying, as shown 
by antibody response; and it is clear that ability to 
protect against natural infection can no longer be argued 
from a response of this kind. 

In the laboratory, observations have continued on the 
changes in human influenza -strains soon aftér initial 
isolation in the chick embryo. The yolk-sac, though less - 
1. Walter and Eliza Hall Institute of Research in Pathology and 

Medicine. Annual report, 1943-44. 
2. Lancet, 1944, ii, 756. 
J. Amer. med. Aas. thy 124. T 


. Horsfall, F. L., Len , Rickard, E. R., Hirst, G. K. 
Pub. Hlth Rep. Wash. atin s5 1863. 
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susceptible than the amnion to virus present in garglings, 


is apparently less likely to induce phasic modifications. . 
The change from “O” (original) to “D” (derived) 
phase has also been encountered with an influenza B str ain, 
but apparently. occurs less sharply than with influenza 
A. . Other work with chick embrygs has been directed 
towards a study of factors concerned. in susceptibility to 
infection which would have a bearing on the problem of 
isolating new viruses. 


In addition to influenza-and the common cold, atypical | 


pneumonia and psittacosis are being studied at the 
institute, with special reference to penicillin. Other 
subjects of investigation are gas-gangrene, scrub typhus, 
_ the effects of heat, and the estimation of carbon monoxide, 
all of which are important to the war effort i in Australia 
and elsewhere. 


' POLIOMYELITIS IN MAUTA Ea 


From. June 1940 till late in 1942 the islands of Malta, cc, 
were bombarded from the air with the:utmost ferocity. 
In the areas of concentrated attack. large numbers of 
people were obliged to. huddle in-tunnels and basements, 
and later in deep shelters hewn out of the rock ; and in the 
reception areas refugees filled schools, churches, and any 
other places that could offer protection against the 
weather. ` Relief obtained from the building of shelters 
was counterbalanced by the spreading destruction of 


homes. In the summer and autumn of 1942 the life- 
lines became s0 precarious that the food-supply fell to a 


dangerously low ‘level.- Relief came at last in mid- 
November. A few days after the people had returned to 


their ‘homes an epidemic of poliomyelitis broke out.: 


Prof. H. J. Seddon and his co-workers! can now, tell the 
. story of this outbreak and discuss its epidemiology. The 
first known cases occurred among civilians in Malta on 
Nov. 15, and in Gozo on the 21st. The first Service case 
was on the 27th. The epidemic reached its peak on 
Dec. 20 (108 cases), and came to an end in the beginning 
of March, 1943. It is fortunate that Professor Seddon’s 
experience of the Malta epidemic has already been 
applied ; he has gone to Mauritius to advise on measures 
to deal with a corresponding epidemic of considerable 
severity, now mercifully on the wane. In Malta there 
- were in all 426 civilian and 57 Service-cases ; 82% of the 
total occurred in children under five years of age. Of the 
61 adults affected only 4 were Maltese ; and a noteworthy 
point is that no Maltese troops were ‘affected, although 
“they were in close contact with their allies. In the 
civilian list the mortality was just over 6%, but there 
were 11 deaths among the 57 Service men. 

Poliomyelitis was not a new visitation in Malta ; there 
was a small outbreak in 1902, and between 1921. and 1942 
a few sporadic cases appeared nearly every year. The 
islands are densely populated (Malta 2551 and Gozo 
1087 persons to the square mile), and in the special cir- 


cumstances overcrowding was rife in the autumn of 1942, . 


although the worst period had passed. Nevertheless, 
there were only seven homes in which more than one 
child was affected, and none with more than two cases. 
Theré was no overcrowding to Speak of among the Service 
men. During the summer and autumn of 1942 the daily 


adult civilian calorie value of food was never more than’ 
In the more fertile Gozo, however, | 


1500 and often less. 
overcrowding was relatively low and food fairly plentiful; 
but the incidence was about the same as in Malta. In 
considering the mode of spread Seddon and his colleagues 
point out that the men in the Services did not enjoy "the 
same degree of immunity as the civilians and suggest 
that this group had not acquired immunity to the strain 
of virus responsible for the epidemic. There is no evid- 
ence that the infection was brought to the islands from 
without. It was not possible tọ trace the geogr aphical 


march of the epidemic and there was no regular connexion . 


between the date of onset in one town and its near neigh- 


1. Seddon, H. J., 
Quart, a Med. 1945, 14, 


1 


Agius, T., Bernstein, `H. G. G., Tunbridge, R. E. 


. bour. The evidence of case-to-case infection: was rare . 


and uncertain. Studies were made of the possibilities — 
of excremental spread, especially in view of the sanitary 
difficulties and of the direct use of sewage on the land. 

The crime-sheets of water and food (especially milk) were 
carefully analysed, but in vain ; and flies were'non-stited : 
because of their scarcity at ‘the time. As the outbreak 


„occurred more or less simultaneously in Malta and Gozo, 


‘one is forced to the conclusion that the disease. was 
taken from Malta by one or more carriers.” But why 
need one postulate the carrier from Malta to Gozo ? 


' The virus was no doubt widely dispersed through both 


islands before the disease assumed the paralytic form, and . 
many, though by no means all, outbreaks have taken: 
precisely the same course, affecting in most instances only 
one member of a family. The virus is constantly with us, 
constantly infecting us, but onlyrarely getting through to 
attack the central nervous system. And the circum- . 
stances in which it loses its temper, so to speak, and gores ` 
us to the marrow we simply do. not know. 


“THE CRYING BABY 

THE cry of the newborn baby has long. been recog- 
nised as valuable in securing the initial expansion of 
the lungs, and in the subsequent fortnight its repetition 
secures full inflation. But the cry is also a warning 
signal, and Aldrich ! thinks there is a tendency to forget _ 
this in the teaching that to. pick up a crying infant is 
likely to promote “spoiling.” The young baby turns 


' on‘ his cry whenever “he is hungry, cold, wet, under 


the influence of pain; when he hears loud sounds or ~ 
loses his equilibrium ; and probably when he. feels the ~ 
need for fondling.” The early compulsive cry may 
therefore be classified with other disappearing reflexes, 
like the startle, tonic-neck, grasping, and swimming 
reflexes, all of which go after a few months and. persist 
only with cerebral retardation. Thus a baby whose 
early reflex crymg persists will come under suspicion 
as mentally retarded. (So also should the excessively 
“ good ” baby who cries very little.) But Aldrich’s 
point is that since the highest, mortality-rate in -life 


` occurs during the first two weeks anything which will 


throw light on the best- ‘management of this period is 


- worthy of close study. He is worried by the’ ‘‘ unre- 


sponsiveness and even indifference’? shown to the 
fundamental physiological needs of babies which has 
undoubtedly grown up in the professional groups caring 
for them. He makes, in effect, yet another plea that 
babies need, more mothering than the best institutions 
give them. The baby who is startled, hungry, or cold | 
satisfies his basic needs through the mediation of his 
cry. He is not to know, as the adults around him know, | 
that modern civilised conditions of life give him more 
basic secutity than his predecessors many centuries ago. 

Modern work among children is rightly putting this 
sense of security as the most important of all the child’s 
rights. But the newborn still’ cries, being largely a 
creature functioning on a subcortical level. A close 
study of ęrying | in a newborn babies’ nursery might yield 


instructive results and give scientific support to the ` | 


mother’s instinctive se pone of ada! the infant's 
more pressing | needs. 


p . TYPHUS IN GREAT BRITAIN. 


Typuus has been diagnosed in 8-10 cases in prisoners- 
of-war returning to this country. There have so far been 
no secondary cases, but practitioners are asked to consider 
the possibility of typhus in any patient with pyrexia of 
unknown origin who has been i in contact with arepatriated 
prisoner. 


On Thursday, June 7, at 3 PM, at the University Union, 
Leeds, Brigadier J. A. MACFARLANE, consulting surgeon 
to the Canadian Army Overseas, will deliver the Moy nihan 
lecture for 1944. He is to speak on the management 
and results of war wounds of the abdomen. 


“4, Aldrich, c. A. Proc. Mayo jo-Clin. 1945, 20, Go. 
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RELEASE AND RESETTLEMENT 
A LETTER TO SERVING OFFICERS : 

Tue following letter is being issued by the Central 
Medical War Committee to all doctors ‘serving tempor- 
arily with the Armed Forces. It is signed by Dr. 
CHARLES HILL as secretary of the committee. | 

DEAR SIR oR MapsamM,—This letter is written to you, 
and to all your medical colleagues serving temporarily 


in the Forces, with the object of explaining what we 
_ in the Central. Medical War Committee are doing and 


planning in connexion with your release from service. 


and resettlement in civil life. 


What many of you are thinking and feeling about these . 


things, especially those of you with long service overseas, 
is fully appreciated. For years’ you have endured 
separation from your homes and ‘families.’ For many 
of you the years have been largely wasted so far as 
gaining clinical experience is concerned. If you were 
recruited a few months after qualifying you may have 
to relearn your medicine before you start in practice. 
How, you ask, are you to doit ? Ifyou are now married, 
how can you afford to do it ? 3 
_ Perhaps you left a general practice which has dwindled 
sadly in your absence. You are anxious to get back 
to save what you can from the wreck, although you may 
well need a clinical brush-up first. You know that 
many GPs who are liable and fit for service, and perhaps 
younger thar “yourself, have never been called up. 
Now, possibly,. you have received notice of posting to 
Burma. Does this mean that your hope of being released 
' when your turn comes must be altogether abandoned ? 
` If so, what justice is there in this, when there are so 
many at home who could replace you ? | l ert 
If you had your foot on the first rung of the ladder 
leading to consultant practice, how are you to get ‘it 


back there? What prospects will you Have in competi- | 


tion with.those who have remained at home and taken 
the higher diplomas ? And why cannot you be allowed 
to get on with your career now ? Why not let the stay- 
at-homes in the EMS and elsewhere get into uniform 
and give you a chance to get out of it ? | 
. You may have been in one of the public services and 
may have anticipated that in the normal course you 
would have secured advancement to a more important 
post. You may perhaps think that with increasing age 
your prospects of such advancement are diminishing. 
Will those who have remained behind have secured, or 
have a better chance for, all the good posts ? 

We realise-that such questions have been troubling 
many’of you, and although some of your criticisms seem. 
- based on insufficient information or even conjecture we 
want you to know that our sympathies are entirely with 
you and that it is our sincere intention to do everything 
we can to help you. . 

We cannot solve all your’ problems. can 
restore to you the lost years; nor even arrange equal 
shares of sacrifice for all. You will not expect that. 
What you rightly expect is that, so far as lies in our 
power, we shall prevent any avoidable addition to the 
hardship you have already suffered and see that you 
get a fair deal in regard to release, re-education, and 
. * re-employment. | r pS 

pat RELEASE . 
You know about the Government’s reallocation of 


in groups determined by age and length of service. 
These releases (class A) will be possible partly owing to a 
reduction in the strength of the Forces, but partly also 
as a result of continued recruitment. The white-paper 
states that one of the objects of continued recruitment is 
“to increase the releases in class A.’’ In short, the 
release plan involves an element of replacement. The 
plan provides also for the retention of a member of the 
Forces, where necessary for military reasons, beyond the 
date on which his age-service group is due for release. 
When a start has been made with class A releases 
arrangements will be made for the transfer to civilian 
employment, out of their turn and with their consent, 


of a limited number of members. of the Fofces whose - 


N 
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‘total number of new recruits. 


‘tion of released Service doctors. 


We cannot — 


pi 


' .Tmay: 26, 1945 


services are urgently needed for work of -national 
importance (class: B).> The number of class B transfers 
will be small in proportion to the number of class A releases. 
Persons transferred will not enjoy. the same benefits 
as ‘those released. They will be liable'to recall to the 
Forces if they leave the work for which they were 
transferred, and they will receive only three weeks’ 
leave with full pay in place of.the eight weeks granted 
to those in class A. Arrangements for compassionate 
release and for discharge on medical grounds will con- 
tinue as at present. +. é 

No doubt hard cases will occur, but it is generally 
agreed that the reallocation scheme is as fair as any such 
scheme could be. We believe that if the Government’s 
plan can be made to apply to doctors as to other members 
of the Forces you will not ask for more than that. - 
Indeed, we think that, even if the plan could not work 
completely for doctors, you would accept that position 
without complaint if you.were convinced that we had 
done everything possible to make it work. | 


_ THE DIFFICULTIES - 
= What then are. the difficulties ? First, the medical 
requirements of the Forces for the war in the Far East 
will be such as to make impossible a reduction in strength 
of the medical branches proportionate to the reductiowr 
in strength of other branches. It follows that the 
replacement element must enter more largely into the 
arrangements for the release of doctors tlian into the 
general release plan; otherwise, a disproportionate 
number of doctors will find their. return to civil life 
delayed on the ground of military necessity. In short, 
the key to the problem of releasing Service doctors lies;in — 
the recruitment of civilian doctors. | . 

But it is not merely a question of finding a sufficient 
A large proportion of the — 
medical officers with a high release priority in’ class A 
are senior specialists. If they are to be released in their 
turn many junior specialists will be needed. to replace 
them. We must therefore find recruits both sufficient 
in numbers and with the requisite experience in the 
various professional categories. . ae ~“ 

Finally, the problem is complicated by the class B 
transfer arrangement, which will be a continuation of 
the present procedure for release on the ground of urgent 
civil need. We think that a number of medical teachers: 
will have to be transferred in class B in the interests both 
of undergraduate teaching and of postgraduate imstruc- 
There will be others 
whose . transfer in.class B will be urgently necessary 
—general practitioners, for instance,, and tuberculosis 
officers. And for each officer transferred a doctor will 
have to be recruited. Our task, then—apart from. any -: 
necessary continuation of the ordinary recruitment now. 
proceeding—will be to find a large number of recruits, 
including many junior specialists, to facilitate class A 
releases ; and still more recruits to'compensate for class B 
transfers. 3 , is . #3 i 

. \ PRESENT RECRUITMENT POLICY 


Meantime Wwe are sending to the Forces every man 
and woman who can be spared. The main source of 
supply is the pool of young practitioners. who have 
completed A or B2 posts! in hospitals. We are con- 
tinually rejecting applications from these practitioners 
for further deferment. We rarely allow them, for 
example, to accept even short-term’ engagements in 
general practice, although we receive many urgent 
appeals for their services as assistants ; nor do we grant 


| y € “deferment to enable them to take examinations for 
man-power scheme, under which releases will be arranged l 


higher degrees or diplomas. Because of the importance 
of keeping up a sufficient flow of recruits to the Forces 
we examine with great care the applications from hos- 
pitals for additions to their establishments of house 
officers. For the same reason we refuse to sanction 
new ‘appointments of other kinds, however important, 
unless they are absolutely necessary in the public interest. 


1. “A”. posts are occupied for 6 months by newly qualified practi- 
tioners, a proportion of whom then. pass on to “ B2 ” Posts, 
which callfor previous professional experience and are normally 
held for 6 months only. Similarly, a number of young practi- 

; tioners on completing ‘“ B2 ” posts, are appointed to senior 

f resident posts—such as that of RSO—designated “Br.” 
The duration-of ‘‘ B1 ” posts varies. Some ‘“ B1 ” officers are 
recruited when they have held their posts for one year; the 

. others are recruited, whenever possible, after two years. 
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° We keep a watch on appointments to medical posts | 
overseas. We are doing all this at the cost of very heavy 
strain, on the already dangerously depleted civilian 
medical services. Many of your colleagues at home are 
carrying almost intolerable burdens and there arè some, 
both old and ill, who in truth are being worked to death. 

-~ We have spent ‘much time in a laborious examination 
of the general practitioner position throughout the 
country, the results of which prove conclusively the 
impossibility of obtaining further recruits from this 


source until releases of general practitioners from the 


Services can take place. The public health medical 
services have been drastically curtailed. The Ministries 
‘of Health and Education, by control of appointments, 
have effected numerous economies in staffing, and these 
services are now operating under considerable difficulties. 
The EMS, unfortunately, is not the limitless reservoir of 
Pen recruits so often pictured in letters from the 

attle-fronts: It is staffed largely by. part-time con- 
sultants—many of'them above military : age—with other 
important commitments. ? 

It is true that in the hospital service as a whole, 
although not mainly in EMS hospitals,? there is a con- 
siderable number of whole-time residents of the B1 
category. Some of these are medically unfit; others 
are senior members of municipal hospital staffs, com- 
parable in status with the visiting staffs of voluntary 
hospjtals-and irreplaceable at .the present’ time ; others 
again, although younger, have had to be retained because 
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‘military necessity is kept minimal. We think that, even 

if you are now bound for Burma, you need not conclude’ 
that you will have to stay there beyond the proper date 
for your release. Our task is certain to be difficult,. but 
we have no reason’ to believe that the difficulties will 
prove insuperable. We promise that, by every possible 


means of recruitment, we shall do our utmost to see 


that both repatriation : and release take place at the | 


appointed times. 
POSTGRADUATE TRAINING 


£ Credit is due to the British Medical Association for | 


having urged the Government, so long ago as the autumn 
of 1941, to arrange suitable postgraduate training 
facilities for medical officers ‘in need of professional 
re-education on release from the Forces. More recently 
we have done our best to reinforce the efforts of the 
BMA. The Government have now announced their 
proposals, and we understand that details are being 
issued through Service channels for the information of, 
all serving doctors. _ ; 

The plan provides for bee classes of medica! officers. 
Class I comprises those who joined the Forces within 
a year or so of qualification. If you are in Class I, you 


will probably wish to obtain some further hospital 


of the difficulty .of finding sufficiently experienced | 


substitutes, particularly for those engaged in’ more 
specialised work such as neurosurgery. and plastic 
surgery. There has been, however, a continuous flow 
of B1 officers to the Services and every effort is now 
being made to obtain additional B1 recruits ; but there 
is no ddubt that until the return of men from the Forces 
begins we must continue to depend mainly on the young 
practitioner pool. 
officers retained in civilian practice have made a valuable 
contribution to the war effort, in the treatment of 
Service sick and, wounded and. of air-raid casualties and 
in other ways, and that their retention in this country 
pes ar the most pàrt not,been a matter of'personal 
~ choice. 


FUTURE RECRUITMENT POLICY 


So much for the present position. What ofthe future ? 
When the reallocation scheme comes into operation the 
regular supply of young practitioner recruits will still 

continue. Our aim then will be to arrange the necessary 
replacement of officers released and transferred by 
recruiting not only young practitioners but doctors in 
all forms of medical work whose continued deferment 
will. be rendered unnecessary by the return of colleagues 
from the Forces. No class of practitioner will escape 
our attention. We shall: call up younger gencral 
practitioners at present considered indispensable and 
younger consultants on the staffs of voluntary hospitals. 
So that this may be possible, it has been recommended 
to the Government that the limit for age of continued 
recruitment of doctors should be between 35 and 40, 
although the Government have announced that recruit- 
ment generally will proceed only up to the age of 25 or, 
if necessary, 27. We have every hope that the Govern- 
ment will accept this recommendation. The replace- 
ment of returning specialists will be. arranged by the 
. recruitment both of young consultants and of the Bl 
officers referred to above, many of whom are of graded 

specialist status. . 
= Transfers in class B will be recommended only in 
circumstances of ‘urgent necessity. At- present we 
reluctantly reject many appeals for release on the ground 
of civil need which we should much like to support. 


It should be recognised that medical 


. junior B1 category for a period up to six months. ° 


training. We thought that you would welcome some- 
thing more than a course of lectures and demonstrations 
or an opportunity of attending the practice of a hospital 
as a clinical assistant. We recommended.that you should 
be given a responsible’ hospital appointment at a suitable 
salary. The Government’s plan offers you & post of E 
you were recruited after obtaining a diploma and wish 


. to proceed to a university degree, you will be placed if 


ance in lieu at the rate of £100 a year. 


_ex-Service men and women generally. 


possible in a teaching hospital. You will be paid at the 
rate of £350 a year, with board and lodging or an allow: 
This is not 
generous pay for a man with family commitments, 
but: such a man may apply for financial assistance 
under the “ Further Education and Training Scheme ” 
arranged by the Ministries of Labour and Education for | 
We tried to get a 
considerably higher salary for you but we hope that this 
plan for supplementing the salary when necessary will 
mean that no man.will be prevented from accepting _ 
one of these posts for financial reasons. A class I Officer 
studying for a qualification such as the DPH and not 
holding a salaried post may apply for a grant under the 
Further Education and Training Scheme. 

Class II consists of those who were established in 
general practice -before joining the Forces. If this is 
your position you will be offered a-refresher. course, 
which you may take at any time within a year of your 
release. No fees will be charged; and travelling and 
subsistence expenses will be refunded by the Ministry 
of Health, together -with the expense of paying a locum 
where necessary.’ The courses may be either concen- 
trated into a period of two. weeks or spread over.a period 
of about three months on, say, two afternoons a week. 
Here again the plan falls short of what we wanted. We 
strongly recommended that you should be offered a 
longer course, but the length proposed is all that the 
Government consider practicable. ; 

In Class IJI will be those medical officers who were 
training for a specialist career when they joined the 
Forces or are regarded as suitable for such training on 
their release. For them there will be posts of the 
“ registrar” type in teaching and other hospitals. 


_ These will usually be posts in the senior B1 category, at 


We shall continue to scrutinise all such applications , 


with great care and approve them only when a very, 
strong case has been established. Class A releases will 
be our first concern. 

We are determined to do everything possible to ensure 
that retention of individual medical officers because of 


_In the EMS in England and w alen there are at EINT approxi- 
mately 110 “ B1 ” officers, liable and fit for military service, 

-who have held their posts for two years or longer; and about 
half as many again who haye held their posts for one year but 
less than two years. 


\ 


-nough report. 


a salary of £550 a year, with board and lodging or £100 
in lieú. Many of them will be new posts, spenally created 
to facilitate your specialist training. ` 

All the arrangements will be made by the universities 
in aecordance with the long-term policy for post- 
graduate medical education recommended in the Goode- 
If you wish to avail yourself of the 
facilities offered you,should apply, on your- release, to 
your university or medical school, or to the university 
nearest to where you are living or to one of two central 
offices to be set up in London and Edinburgh. Further . 
details will be announced later. 

Some class III officers gained higher diplomas before 
they’ were recruited or have done so while serving, 
but many have had no oppor tunity of taking the exam- 
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 inations. 
consider the possibility of modifying the existing exam- 


ination regulations for candidates now serving overseas ~ 


and, in particular, to do everything possible in the way 
of recognising a candidate’s medical’'work on service as 
satisfying the Fequirements for admission to the exam- 
inations. 

SENIOR APPOINTMENTS 


In 1939 the BMA urged all hospital authorities to 
adopt the policy of making appointments to the con- 


sultant and specialist staffs on a temporary basis during ' 


` the war and for one year thereafter. We believe that 
this is the right policy, although we are well aware of the 
fact that it does not completely protect the interests of 
the Service doctors. The BMA recommendation has 
been adopted to a very large extent. So far as voluntary 
hospitals are concerned, even temporary appointments of 
younger men to the visiting staffs have been infrequent, 

for such appointments would usually be made by pro- 
motion of B1 officers and our policy has been to recruit 
these officers on the termination of their B1 posts. It 
recently came to our notice that a considerable number of 
permanent appointments had been made to senior posts 
in the mental hospitals service. We have made repre- 
sentations about this to the Board of Control and the 
‘Mental Hospitals Association. 

It has been the’ consistent policy of the Ministry of 
Health to encourage local authorities to make temporary 
appointments, and since May, 1943, the filling of vacan- 
cies in the public health and school medical services has 
required the approval of the Ministry of Health, ‘which 


sanctions a permanent appointment only in the most 


exceptional circumstances and has not in fact sanctioned 


any permanent appointment of a senior nature during ° 


the past two years. A similar policy has been adopted 
by the Department of Health for Scotland. : 


While we think that a permanent appointment may be | 


justified in exceptional circumstances, we have sug- 
gested. to the BMA the desirability of repeating its 1939 
‘recommendation at this stage and of urging that, when 
a- permanent appointment is regarded as necessary, the 
time allowed for the receipt of applications should be 
such as to permit.of candidates serving in the Forces 
Overseas being considered. The BMA is acting on this 
‘suggestion. We. have considered the possibility of 
recommending rejection of advertisements of permanent 
appointments not available to Service doctors but we 
are advised that legal considerations make this im- 
a a 
SUMMARY 


‘To sum up——we believe that the fair way of arranging 
the release of medical officers is the way proposed by 
the Government for the Forces as a whole. In the 
special case of medical officers a disproportionately 
large number of new recruits will be required to enable 
releases to be effected in accordance with the Govern- 
ment’s plan. For this reason we hope to obtain authority 
to continue recruiting civilian doctors up to a limit of 
age between 35 and 40. Our intention is to call up, not 
only the recently qualified practitioners, but also many 
older practitioners (including general practitioners, 
junior consultants, and B1 hospital officers) who cannot 
be spared at present but will become available in ex- 
change for returning Service doctors. We shall do our 
utmost, by the widest possible measures of recruitment, 
to facilitate both repatriation and release at the proper 
times. We have tried to secure for you a generous 
provision of postgraduate facilities, and we hope that the 


Government’s proposals will go a long way towards `. 


meeting your need for further’ professional training 
although in some respects they fall short of what we 
asked for on your behalf. We are: doing what we can 
to promote your interests in connexion with higher 
examinations and senior appointments. We shall 


welcome any practicable suggestion as to how we can . 


do more. 

CHADWICK Trust.—At 2.15 pm on Tuesday, May 29,- at 
26, Portland Place, London, W1, Sir William Collins will 
present the Chadwick prize of £100 and a gold medal to 
Surgeon Captain Š. G. Rainsford, RN. Afterwards Mr. Eardley 
Hollahd, preoc, will give a lecture on the inportance of a 
maternity service in the life of the nation. 
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We are asking the examining bodies to a 


the armies and other armed forces. 
that the many millions of displaced persons—more 


Greeks ; 


. Poles, Czechs, Slovaks, and Yugoslavs. 


` brought to them. 
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RETURN FROM. GERMANY Ak 
'FROM OUR OWN CORRESPONDENT 
` (Concluded from p. 636) 


THE plans for the Military Government of Germany 
after military victory were made ` some considerable 
time ago. The main duties of that government are 
concerned. with the control of German industry, with the: 
administration of’ local and national government, 

and with the problems arising out of the surrender of 
But it was known 


l 


quickly and equally accurately described as slaves— 
would present great 'and immediate difficulties. In-. 
dustries, public works, military works, and agriculture 
were carried on very largely by slave labour. 

Displaced persons—DPs as they are usually called— 
fall into two main classes (1) those needing repatriation to 
the west (the French, Belgians, and Dutch) and (2) those - 
needing repatriation to the east (Russians, Poles,: Czechs, 
Slovaks, ‘and Yugoslavs). There were of course slaves 
of other nationalities, including, for example, a few 
deported Britons from the Channel Islands, and some 
but. the numbers were relatively small. It 
was calculated at the end of April that there were in all . 
zones over 2 million French DPs requiring repatriation 
to France, 365,000 Belgians, and 336,000 Dutch. 

Of these west-bound nationals about a million were in 
the British zone of occupation, roughly corresponding 
with the area under the control of 21st Army Group. 
And in 21st Army -Group area there were also thought 
to be 14 million east-hound nationals—Russians, 
In the Russian 
zone further east the number of east-bound nationals 
must be very great, as also in the American zone to the 
south. | ; 

The problem for 21st Army Group area was to send 
west-bound DPs home as ‘quickly as possible and to_ 
create permanent camps east of the Rhine in which 
east-bound nationals could be housed pending arrange- 
ments for their transport to their countries òf origin. | 


ARRANGEMENTS FOR DISPLACED PERSONS 


The collection, accommodation, and housing of the 
2} million people in the 21st Army Group area was a 
very big problem and an urgentone. Especially as it was 
expected that epidemic.diseases would be found. Before 
military conquest was achieved, it-was very hard' to 
estimate what food: stocks and what camps, houses, or- 


shelters would be “available. 


Before our armies moved across the Rhine it was 
anticipated that pari passu with our advance there 
would be a mass. movement of displaced persons, 
released by military operations, towards and over the 
Rhine wherever crossings could be made. Obviously, 
an uncontrolled mass movement might have so con- 
gested roads and bridges as to hamper seriously all 
military operations by interfering with our train of 
supply. An uncontrolled mass movement might also 
threaten disorder and the spread of epidemics in Europe 
west of the Rhine. 

To prevent. this mass movement thousands of leaflets, l 
in the languages required, were dropped by air and issued 
by -every other possible means, urging the displaced 
persons to stand fast until food and help could be 
It was realised that this exhortation 
would not entirely stop mass evacuation, but it was 
hoped it would lessen it ; and probably it did so. 

Nevertheless preparations were made to deal with 
mass evacuation on a grand scale.. In the first period 
of our operations, when the area conquered was on the 
other side of the Rhine, a series of posts was established 
on the line of the rivers Rhine-Ijssel immediately after 
our troops had themselves crossed over. The rivers 
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were patrolled, the bridges were guardéd, and the DPs — 
were directed to one or other of eight camps at eight: 


of the main crossings where they could ‘get food, shelter, 
and any necessary medical attention. i 


As the armies moved forward they had to cross other ` 


river bagriers, the Dortmund—Ems canal, the Weser, and 
finally the Elbe. 


. Toutine was followed—patrolling of the waterway, 


- -duty . of controlling DP traffic. 
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- guarding of the crossings, and sending of DPs to collec- 
‘tion camps. It is quite true that a. determined DP, 
intent. on avoiding any control, could in one way or 
another avoid the camp and rampage around by himself. 
But why? When slaves: were first liberated some 


naturally turned on the masters who had brutalised 


them. Farmers were murdered, women raped, food 


stolen, cattle injured or killed.. But the surprising thing - 
is not that these incidents occurred, but that they . 


did not occur on.a very big scale. Probably most of 


the: slaves were too devitalised by deficient feeding to 


have the energy for vengeance. 

‘Once the Rhine had been crossed, military jli 
controlling Army trafic were instructed in the further 
Notices in many lan- 
` guages were posted up telling the DPs which way to go. 
And at each assembly centre they were assured of 
something to eat and somewhere to sleep. 

When the assembly centres were first established, 
immediately after an area had been cleared by fighting, 
they’ had to be improvised; but the administrative 
kernel of Military Government personnel was available, 
and there were the resources of Army Medical Services, 
Engineers, Ordnance, and other services to call on. 
‘These centres grew steadily by provision of sanitation, 
‘supply of water, procurement of accommodation— 
sometimes by taking over buildings, sometimes in tents 
—and procurement of stores. When each centre had 
expanded to what was considered its maximum capa- 
city, then satellite centres were set up on the same lines. 

DPs generally run their own camps, with the minimum 
of military help, under the control of the Military 
Government detachment. Where possible, DPs of 


each nationality are grouped together; and usually 


formed into sub-groups of about 30 persons under a 
leader appointed by themselves to act as a nanne of 
SP MINNICA NON: 


MANAGEMENT OF DP CAMPS 


Food. —The Germans on the spot, in town or village, 
are made to provide food. Where this is physically 
impossible, food is issued from Military Government 
stores on a minimum scale of 2000 calories a day. 

Accommodation.—Blocks of accommodation are. made 
available by evacuating Germans and by making them 
double up in what is left. If this is impossible tents are 
provided. 

. Blankets.—Civil Affaire supply some, the Germans 
‘supply more. The Germans also supply straw on which 
DPs in transit ‘can sleep. Whenever possible, bed- 
frames with straw covered with sacking are provided. 

Cooking. —Sometimes the cooking arrangements have 
to be improvised, but some mobile kitchens are available. 
German baths are removed from their owners’ houses 
and used as boilers, and kitchens of institutions are 
taken over. 

Eating utensils.—The Germans are made fo provide 
these. Failing this they are improvised. 

Medical assistance.—A. medical officer is attached to 
each Military Government detachment; some Red 
Cross teams are available ; and there are doctors among 
the DPs themselves. The resources of.local German 


' hospitals. for civilians are employed when necessary. 


Language difficulties are solved by use of liaison 
officers'and by use of polyglot DPs themselves. Many 
have earned some German. | 
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REPATRIATION 


| ' The million west- bound DPs in the British zone ae 
very anxious to return to their own countries, and many 
thousands of them have been evacuated already. The 
only limiting factor: is the provision of transport to get 
‘In many cases during military operations i 
lorries going forward to the troops with. supplies of food 
and petrol and ammunition were loaded with DPs for . 
their return journey. 

` The formalities were x medical inspection: to. guard 
against the spread of jnfectious disease, a security 
examination to prevent the enemy escaping disguised | 
as a DP, and special precautions against typhus—routine 
dusting with DDT powder. As he is evacuated each 


-DP has a card bearing his name; nationality, and par- 


ticulars of his examination; and he is not allowed to 
cross the Rhine unless these formalities are complete. 
Over the Rhine there were ‘Army railhead transit 
camps established as soon as the DP organisation got 
working, and with the carrying of the railway further 


forward into German territory DPs will be collected at 


other points in the British zone. At the end of April 
the maximum rail lift ‘was 4000 DPs a day. TIt has now 
been increased. 

In Holland, ‘Belgium; ‘and France aaa seesption i 
centres. have been set up, and here again the DP has to > 
undergo a complete medical examination and. a security 


examination, and to be provided with identity documents. 
‘The complete evacuation of DPs is expected to occupy 


more than six months. 7 
The return of Russians, Poles, Czechs, Yugoslavs, and 


other east-bound nationals presents a different problem. 


Arrangements for these DPs in the British-zone are made 
in camps in which they can live in reasonable comfort 
for whatever period may be necessary—certainly it. 


will be months. . Corresponding arrangements are being 


made by the Russians for collecting the west-bound 


‘nationals—chiefly French, Belgian, and Dutch—who 
‘will be found in their zone. 


It.is expected that large 
areas in the British zone adjacent to the boundary with 
the Russians will be- set aside for reception camps for 
east-bound — nationals; and that similar. collection 
camps will be established by the Russians near to the 


same point for the west-bound. Evacuation of west- 


bound displaced persons to France, Belgium, and Hol- 
land will probably be by train, but air lift may be called 
in; Evacuation of east-bound-DPs may very probably 


be by air lift on a big scale because of the oe distance 
involved. , 


l VISITS To DP CAMPS 


The Wani camp. Í visited near to the German bordei 
not far from Venlo was a typical example of a DP camp 
in action. The OC, a British major, had at his 
disposal a. detachment. of 8 other ranks and 2 non- 
commissioned officers, 2 police, 2 administrative officers, 
2 medieal officers (Allied civilian), 2 other ranks from a 
field-hygiene section, and a civilian staff of Russian 
DP volunteers who were doing the cooking and all 
camp orderly work.. He was enthusiastic about their 
good work, order, and cleanliness. 

The small town in which the transit camp was estab: 
lished was a good deal knocked about, but a large | 


proportion of the buildings were standing. One building 
-with a large hall in it, probably a school, was used as a 


centre for meals as it had a good,‘ or goodish, kitchen 
with large boilers, &c., all of which were-in charge of the. 
Russians. The Dutch DPs had three buildings in the 
town for their.accontmodation, and there was a 40-tent 
camp to relieve congestion. A small hotel had been 
taken over to house DPs' who were there as families. 

The percentage of families I was told had fallen, and 
was now under 10%. The entrance to this hotel was by - 
way of a much bomb- damaged entrance to a large hall- 
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like room used for meals and for lounging about. — 
the entrance to this place stood a queer piece of furniture 
up-ended, from the back of which proceeded eerie and 
ethereal sounds of the plucked strings of a harp. In- 
vestigation cleared up the mystery by discovering a 
small Dutch boy, behind a damaged piano with its back 
‘ wrenched off, plucking at the strings. 
grimy, damaged, and untidy, but its hotel rooms provided 
furniture and (above all) privacy for the families of 
DPs temporarily housed there.. . 

I was informed that there\were about 2000 French 
in and out of this camp daily, and over 500 Dutch had 
arrived on the day of my visit. There were also some 100 
Italians scooped up somewhere by the Germans, and the 
Russian volunteer staff were a little pocket (and a very 
welcome pocket) who just ‘‘ happened along.” 

Attached to the camp was a British Red Cross hospital 
of 50 beds, and there were 35 beds in a German civil 
‘hospital. Some DPs who had come out of a concentra- 
tion camp had to be kept in hospital. As far as medical 


supplies were concerned the camp was living off German 


stuff, of ‘which there had so far been a sufficiency. 
White bread from Army supplies was available for the 
hospitals, and also chocolate, and dried, milk.- The 
“ hard ration scale ” for May 1 was.biscuits 6 oz., tinned 
meat 3 oz., tinned milk 20z. The food issue for the train 
- journéys when DPs were evacuated was biscuits, 
15 lb. box, and meat 6 lb. tin. - Other food required was 
obtained by requisition on the burgomaster. Potatoes, 
vegetables, and meat supplies were coming in well. 
’ The mainstay of the diet was a meat stew. The Germans 
here, and at other places in Westphalia where I made 
inquiry, produced the food punctually and at Once. 
There did not appear to be any shortage, and the ap- 
pearance of adult Germans was that of well-nourished 
people. The high standard of the nutrition of the 
“children was even more striking: red-cheeked, smooth- 
limbed, bright-eyed, and very active were those I saw 
in every place I passed through ‘in a two days’ motor 
drive. I- heard of only one burgomaster who made any 
difficulty about furnishing food on requisition. He was 
informed that if he did not comply with the order he 
-would be charged before the military court in | the next 
town. This intimation was enough. 

=~ To return to the description of the. facial camp. 
‘There were three large groups’ of tents for French 
nationals. A factory had been taken over to accom- 
modate families with children on its first floor and 
medical examinations on the ground floor. A recreation 
room was in process of being created and the top. floor 
of the factory was an overflow dormitory for men. 
There were other buildings in the town, and more tents ; 

‘but with everything there was not enough to deal with 
any sudden influx. And the sudden influx might come 
at any time. -The hours of work were all the hours there 
are, and for the three nights before my visit the staff had 
not got to bed until 3.30 am. 

The day of my visit was a very crowded Way. A 
large number of DPs had come in and the emergency 
‘accommodation had to be used. This accommodation 
was simple rather than primitive ; for the remains of a 
beautiful-old church, with practically no roof and almost 
-all its glass windows out, is not primitive—perhaps 
stark is'the word for it. On the floor of this church 
was spread straw, a blanket or so here and there, and 
amid the litter of some old carved pews still remaining 
and chipped stone columns supporting roof-beams, a few 
. DPs squatted or lay or talked as they felt inclined. An 
adjoining chapel, also ruined, was also in use. In the 
paved churchyard outside the church doors was a 
collection of DPs of many nationalities. Three of them 
had built up little fireplaces from rubble and had lit 
fires with splintered wood, and two of them, were boiling 
buckets. One bucket was filled with eggs—I estimated 
about 100—and another was boiling chicken. 


At 


The place was ` 


‘Isaacs, 


THis emergency accommodation certainly produced the 
impression of picturesque brigandage, and was in reality 
part of the wholesale picnicking of a horde of slaves 
marching out to liberation. 

All the DPs were examined, medically inspected, ` 
‘and dusted with DDT and had their papers with them. 
The DP index card headed “ Allied Expeditionary 
Force ” has on it the registration number of the DP, his 
family name and other given. name, and his signature. 
Thisisform DP1. The AEF assembly centre registration 
card has more particulars on it, 
nationality and precise destination. l 

The medical officers exercising gene sral hygiene 
supervision over the area and general medical adminis- 
trative control” belonged to a hygiene section of the 
‘British Liberation Army.. Théy were assured that no 


_ epidemic conditions existed and that any possibility 


of typhus infection spreading was controlled by the 
medical examinations and by the dusting with 
DDT.. 

Another centre F veda was controlled by a lieutenant ~ 
of an English county regiment who had been sent to the 
place in an emergency with orders to “ get on with it.’’- 
He was doing remarkably well and had acquired an 
UNRRA unit, some British Army personnel, and an 
ample food-supply' for his DPs from the burgomaster. 
In this case, buildings and . accommodation generally 
were easier because there had been less shelling. 

Another place visited was a semi-permanent camp 


for Russian DPs; this was a.tented camp in beautiful 


wooded country. I arrived there on May 1, and the 


Russians—men, women, and children, looking ‘fit— 


had cut down small firs to make avenues in their camp 
as a decoration.for the festival of May Day. In this 
camp a large proportion of the beds were wooden frames 
laid on the ground and filled with straw. . The tents 
-were comfortable, the arrangements for food satisfactory, 
and sanitation good. The whole camp was under the 
control of a Russian officer who*had been a:DP.' The 
inhabitants of the camp had two requests—to get back 
to Russia as soon as possible, and to have Russian news- 
papers and books sent them. There was no official 
interpreter, but I found a Russian girl DP who had 
learned German during her captivity and through whom. 
I could talk to the others. Apart from the desire 
to get back home to Russia quickly, the whole camp had 
a happy air. os 


CONCLUSION 


The problem of the displaced person and his disposal 
has been solved only by good planning to begin with 
and excellent improvisation on tap of the good planning. 
The vast operation of moving millions of DPs from one 
part of Europe to another has proved more manageable 
than was thought possible., As regards disease, there 
does not seem to be anything to fear as far as our know- 
ledge goes at present. When the time comes to sum up 
the results of this emergency operation of Military 
Government in Germany, it is likely that the verdict: 


will be. that all was and is well under control. . ` 


. DISABLED PERSONS EMPLOYMENT CORPORATION’ LrD.— 
The Minister of Labour and National Service has appointed 
the following to be directors of this corporation, set up under 
thes Disabled Persons (Employment) Act 1944: Viscount 
Portal (chairman), Brigadier A: C. Baylay, Sir Brunel Cohen, 
Mr. Samuel Courtauld, Miss Caroline Haslett, Mr. G. A. 
MP, Lieut.-General Sir Ronald Weeks, Mr. Frank 
Wolstencroft, and Mr. S. H. G. Hughes (financial director). 
The corporation will make: provision for severely disabled 
people who are unlikely to get employment on their own 
account. It will join forces with voluntary organisations 
‘and local authorities which are already helping them, 
but it will also be able to establish special workshops 
with hostel accommodation and provide facilities for home 
workers. 


~~ 
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In England Now. 


A Running Commentary by Peripatetic Correspondents 

THE members of the Boys’ Club are very interested in 
the BBC series ‘‘ To start you talking.” The local dis- 
cussions which followed improved rapidly in the first few 
weeks. At first they were flippant, and speakers relied 
on cheap cracks at each other. To correct this we 
started giving five-minute talks on clear thinking, and 
logical argument (or at least, a bona-fide attempt at it) 
- became a point of honour. One of their greatest faults 
‘ ‘was the boys’ tendency to use for-their premises not 
accepted ‘facts but their seniors’.opinions. Now, how- 
ever, they challenge: unsupported statements with 
admirable promptitude. With a few exceptions they 
argue without prejudice, more concerned to establish 
` principles than to impress opinions. The older they are 
the more they are prejudiced, and it is rather pathetic to 
‘see a member trying to put over the Party Line unob- 
trusively. They talk with; more sincerity and a far 
greater ‘attempt to be constructive than many of their 
- elders, but they have a set of principles which seem 
fundamental. Coming from a.poor district, they are 
more concerned witha fair deal for ever ybody than with 
personal liberty. _This is understandable, because they 
teel that they have never experienced this liberty—thecon- 
trol which stifles them is not bureaucratic but economic 
and social. They feel they have a chance of influencing 
the local authority, but none of influencing the local 
‘private enterprise. They do not.put it like this, of 
course. They do Mot yet associate their fundamental 
wishes about these matters with the policies of the various 


parties (they support. the Labour party as one supported: 


Ore n, the Boat Race when at school, bocaue it was 
sé one 2) 

There are, naturally, exceptions to this. We have a 
‘sombre Communist and a suave: Conservative. The 
_ former says ‘‘ Well, look at Russia ” in answer to almost 
any question, and the latter confines himself to generali- 
‘ ties. Unfortunately, the Communist is popular and the 
“Conservative is not, so it is difficult to decide how. much 
of the sympathy or hosfility to their statements is 
generated by their personalities. There is another boy 
who says nothing except, once in every discussion, ‘‘ It’s 
all very well talking about housing ’’ (or elections, or 
prison reform, or standard. English, as the case may be) 
“ but who’s going to pay for it all? °” It would not be 
difficult to guess which paper his father reads. Although 
‘the BBC has rigorously (and successfully) avoided poli- 
tical controversy as such, these boys feel that almost all 
reform depends on social change.- They are not inter- 
ested in accents and dialects. They are dissatisfied with 
life and think it is unfair. Philosophical discussions can 
wai 

The boys want nitormiation: on current topics. They 
even asked me, spontaneously, for a talk.on the proposed 
national health service. At the same time they are very 
conscious of the fact that they have left school, and resent 
being taught ; most of the BBC’s “‘ guest experts ” make 
them restless. Is it so difficult. to give information to 
Youth without talking down to it ? 
. x * 

'As a medical E R one has to find suitable cases 
‘for’ examihations—a thankless task at any time, but 
enough to turn one’s hair grey during bombing epi- 
-demics. 
,Conjoint medicine looming ahead, racking my brain to 
think of a really suitable case. 
: cases have to be so * classical ” that murmurs can be 


I remember about a year ago, with another 
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As you know, Conjoint , 


: heard across the room, as well as felt, and stethoscopes 


. are ,quite. optional. Suddenly I remembered a vision 


seen in: outpatients; with a localised rumbling apical . 


: diastolic murmur that hit the ear—a real sport of Nature 
. just waiting for these glorious Technicolor ‘medical 
films we are promised, for she was 23 and an artist’s 
model. I pictured the old faithful, unable to diagnose 
her condition, thanking the examiner for showing him 
such an interesting case! She readily agreed to go to 
Queen Square, and’I forgot all about her until I read 
about her in your-peripatetic correspondence of Feb. 17: 

' “For my fifth shot at Medicine I was determined to leave 
nothing to chance... . y examiner left me alone with an 
-attractive young woman in. bene corner wane gave her age | as 
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23 and her secupation as artist’s model—an advance on the 

usual hoary old .tabetic, anyway. She was an excellent ní 
conversationalist... We chatted about the weather for a little, o 
and the number of times both of us had been up for this ` ue 
particular examination. Was I a Cambridge graduate, by 
any chance . . . we talked about the Backs in the autumn 

e - e we discussed the ‘perfection. of King’ s. chapel . . the 
punts lethargically slipping along the river at its foot. ‘ Did ; 
you ever hear them sing Madrigals under King’s Bridge?’ ` 
I found myself asking her, as the bell snatched me back to 
the sordidness of life. ‘I’m afraid I shall. have to examine 
you,’ I apologised. ‘I’m a heart case,’ she explained, un- | 
doing her bedjacket. ' you needn’t bother to look at anything 
else.’ “I don’t suppose I shall be able to hear anything,’ 

I told her sadly, ‘I never can.’ Nor could I: I was already 
resigning myself to another three months in the non-wage- 
earning class when she whispered ‘Did you hear my. low _ 
rumbling diastolic ? You can only bring out my presystolic 
by turning me on my left side or on exercise—I’ve never had 
rheumatic fever, but I had growing pains as a child. i 
‘I would have sent her some flowers, but she wouldn’t give me 
her address. ‘They often ask,’ she told me sweetly, ‘ but I 
never give itaway. Youdon’tneed it inthe history, anyway. ” 


This was Vicarious pleasure indeed—it was increased 
when the examiner asked me whether I had seen the 
article, and’ when I asked him whether he had' spotted 
her loquaciousness, his reply was ‘‘ Oh yes, as a, matter 
of fact I generally use her as a short case myself.” 
Surely nobody can complain of our examination system 
when such innocent pleasure is had by the patient, the © 
candidate, the examinet; and even the poor registrar. 
* * . 
How shall. we know the green-brown birds by note, - 
that sing in copses, banks, and rustling sedge ? Ei 
Know first the Willow Wren—no English scene 
without his liquid cadence is full fair, 
“Spring’s minute bell, high Summer’s echoing grace. 
Know too the Chiffchaff, he who calls himself; i 
the Blackcap’ s sudden burst of bubbling notes ' E 
like a boy’s laughter, golden, unreserved. 
The Garden` Warbler always seems to me 
to argue as though in some floral court, 
his full-toned voice seems pleading as in love ; 
the Whitethroat’s hurried song, bft on the wing ; ; 
the Lesser’s noisy rattle, preluded 
by’ soft, subdued, yet sweet melodious lay ; : 
the Wood Wren’ s silvery trill, like choristers 
in sylvan temples, hallowing their aisles ; . 
the Warbler of the Reeds who does not know 
whether to scold or chant a tuneful ‘song 
and mixes both ; the bird. whose voice is liked ` 
to anglers’ winding reels, grasshoppery, - © | 
and calls his name at dawn and dusk ; the Sedge 
who learnt his chatter from the grating reeds 
and gurgling river. Then above them all 
the Maestro of the Copse, the Nightingale, 
whom cockney bards like Milton, Keats and such 
make feminine. O Master, what a slur ! 


- Thy virile notes have such distinctive charm 


that if you think you’ve heard them, then you’ve not. 
These are the vagrant singers in our land . 
and God be thanked for gora; P “eek 

* 

The CO and I had | gone dowa in the jeep for a ae 
bathe in the river. The air was very still and hot. | 
we went, the clear blue sky darkened over with ree 
‘black clouds, and long jagged streaks of lightning flashed 
across from one dark mass to another. Away up the 
river, what at first appeared to be a low. cloud could be 
seen, dark against the white pagoda on the nearby hill, 
and then we realised that it was moving quickly towards 
us-and. that it was not a cloud at.all but a solid. bank of 
dust. We sat in our bathing costumes on the hot sand 
and watched. There was a dead silence all around. 
Even the birds had stopped their twittering. 

A hot wind blew up, stifling and dry, and the river was 
lashed into miniature waves, which broke whisperingly 
against the bank. Then came the dust, driven hard by 
the rising gale, blanketing all vision and stinging our 
unprotected bodies like needles. Broken branches of 
trees hurtled past and an occasional empty carton whisked 7 
by, spinning as it went. Loud cracks and the heavy 


_ crashing which followed told us that some of the palms 


were blowing dowr. We ran up .to our necks in the 


x 


`~ 
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water and covered our exposed heads with | our “towels. 
For ten minutes it blew, hotly suffocating, then the dust 
thinned out and big splashes of rain began to fall. 


Bigger and faster: they came until it was a deluge, and 


the spray from the splashes was whipped violently away 
by the wind and blown down the river like a mist. 
Another ten minutes and like a tap turned off the deluge 


ceased, the sky cleared, and the sun once more blazed - 


down. The air smelt invigorating and .clean, and the 
dusty bushes and drooping palms looked fresh and alive 
and intensely green again. The birds returned to their 


incessant twittering in the trees and the storm over 


Burma ‘was over. ay. Ng * 


Not even our best friends could describe us as high- 
class ; nevertheless, and in spite of Ourselves, we are being 
steadily forced up. the social ladder by the gardener. 
_ When he told us that he intended to put in seakale this 
year we were all for it, for like most sensible persons we 
are partial to a bit of seakale just as we don’t turn up our 
noses at asparagus or spinach or even strawberries. 
But our personal likes and dislikes had nothing to do 
with the gardener’s reason for planting séakale. -“ I 
don’t like to see a gentleman’s garden wi’out seakale 
growin’ in it ” was how and why we got it. By-the same / 
authority, we are disallowed : radishes. - 
workin’ class: vegetable,” he says firmly, and that. closes 
the conversation. The fact that social ‘distinctions 
extend to the vegetable kingdom is new to me, though I 


have once heard winkles, cockles, and muscles snobbishly 


referred to as ‘‘ poor man’s fish.” 


— On Active See 


CASUALTIES ` - 
DIED ` A 
Squadron-Leader Jo OHN NoRMAN WILLIAMS, MRCS, RAFVR 
WOUNDED. | 
Captain W. F. CALDWELL, Lieut. -Colonel G. E. ‘Qrp, 
‘MB GLASG., RAMO MB ABERD., BAMC 
Captain GORDON Houseman, . Captain W. H McN. WILSON, 
MRCS, RAMC ' MB GLASG., RAMC ` 


r 


; / AWARDS ` K 
Ti MENTIONED IN DESPATCHES 
- Brigadiers— | W. MICHIE j 
H. L. GARSON R. O. G. NORMAN 
R. H. Lucas | I. D. PATERSON 
© Colonel ` : | G. F. PETTY 
= B.J. Daut — pe | S. F. RAISTRICK 2 
ate ae. - N. L. RUSSELL . 
Lieut.-Colonels— “L. B. WEVIHI 
_ K. H. CLARK E. G. WILBRAHAM 
M. DE Lacy i : 
A. W. GARDNER Caplains— 
J. A. D. JOHNSTON | I. H. Baum 
H. B. LEE | . C. J. CHAMP 
W. R. LOGAN : J. CLARK 
H. Sissons -° a Wi Dicey, 
J. ANNON 
sk eee | H. L. GARDNER 
"A. W. Box | = a 
D. A. G. Brown | GF apes i 
-. T. J. BROWNLEE p ad eS TON 
J. A. ELLIOT | = To 
AG a | A. B.. ROBERTSON 
I. C. GILLILAND a = ee 
J. M. HENDERSON A. Youxu a 
S. T. HENDERSON ° ote 
J. KERR >| Lieutenants— - 
J. M. LEGGATE R. A. CONDIE 
W. R. McRae Ei E. J. ROGERS 
| MEMOIR `` , 


- Squadron-Leader, J. N. WiLiiaMs, who was born in 1915, 
studied medicine at Guy’s Hospital and qualified in 1939. 


After holding house-appointments at Belgrave Hospital, the | 


Seamen’s Hospital, Greenwich, and King George’s Sanatorium, 
Liphook, he was appointed to a commission as flying-officer 
in the medical branch of the Royal Air Force Volunteer 
Reserve in 1941., He died on May 10 of injuries received in an 
accident while serving as medical officer at an airfield wing 
‘headquarters in NW Europe. 
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Letters to the Editor 


: TRANSFUSION SERVICE a 

Sm, —Through the generosity of blood donors during 
the war, ample supplies of whole blood and plasma have 
been available for the treatment of civilian patients in 
hospitals, with the result that the staff has grown accus- 
tomed to unstinted supplies. During the past two years, 
we have used at this hospital approximately 1000 pints 
of blood and 1000 pints of plasma annually; this 
works out at 2-5 pints of each per occupied bed, involving 
the bleeding of approximately 4000. donors per annum. 
And the amount steadily increases. - “ 

Whilst it is possible that a substitute for placa may 
be forthcoming, ‘it is difficult to imagine a future when 
whole blood would not be required., Blood-transfusion 
is one of the most valuable therapeutic measures avai)-. 
able, but (like other treatment) it costs money and must 
be paid for. Questions to which I would like an answer 
are these: 

(1) Can an adequate supply of blood "donors “be obtained 
without payment ‘and/or’ pressure ` on: relatives and 

= friends of patients to supply blood ? 

(2) How far should the personnel employed in bleeding, 
_ grouping, and administration `of the service be on a 

voluntary basis ? 

(3) Are we to continue to enjoy the valuable aid of the 
Ministry of Health in the processing of plasma and the 
supply of apparatus ? Can we rely in the future on the 
help of special laboratories, such as the Galton Labora- 
tory at Cambridge, to help in elucidating grouping. 
problems ? 


These are questions ‘which must be in the minds of 
many transfusion officers, and now with peace in Europe 
demand an early and satisfactory answer. = <3 


E. BIDDLE, 
‘Transfusion Officer, East Suffolk and Ipswich Hospital. 


THE MEDICAL SUPERINTENDENT 
Sir,-—Sir Frederick Menzies does weil to point out the | 
difference between special and general municipal hos- 
pitals, for herein lies the crux of the problem of admini- 
stration. The special hospital employs as a rule only one 
team, firm, or unit of doctors, the senior member of which 
is. not only the head of the hospital but also the chief 
administrator. In practice he delegates much of the 


- day-to-day administration to a lay secretary. 


But nowadays quite a different state of affairs exists 
in the more enlightened municipal general hospitals. 
‘In these there are now full-time or part-time specialists | 


-ìn charge of the different departments, who are of equal 


status ; and the medical superintendent, who until a few 
years ago’ was the only “ specialist’ in the hospital 
(apart from oceasional visits from odd visiting ones), it. 
now one of many. Should he under these altered con- 
ditions continue to exercise a ties powers ? Should 
he continue to be the ‘ boss ” “ captain ” of the 
hospital? Or should these Da be surrendered to a 
committee of the responsible specialists ? 

On this point the recommendations of the Goodenough 
report on medical schools (p. 67, paras. 19-21) are clear 


and concise. 


Leicester. | l T. M. J. DOFFAY. | 
PSYCHOSOMATIC MEDICINE AND THE. 
‘BIRTH-RATE |. 
Srr,—I should like to express my appreciation of the 


- article by Dr. J. L. Halliday in your issue of May 12. 


‘The fact, and the widespread incidence, of social disinte- 
gration need: emphasis, especially in these days of wishful 


' thinking ; though, to be sure, the history so far of the 


present century is sufficient proof for all with eyes to see. 
I particularly agree with Dr. Halliday’s tracing of the 
pathology of the condition to the loss of the individual 
person’s,sense of belonging to some society greater than 
himself, with consequent isolation, insecurity anda nxiety, 
frustration, and resentment. 

' But are Dr. Halliday’s remedies, as fag as he has stated 
them, sufficient ? . Doctors are notoriously chary of 
venturing outside the scope of their science and art into 
wider philosophical issues ; but inasmuch as health truly 
means wholeness, and that of the personality in all its 
aspects, in this particular matter they can hardly avoid 
doing so. The failure of a purely secular solution to this 


~ 


N 


problem of membership ‘of an organic society has been’ 


demonstrated by the conception, growth, and downfall 
of National Socialism in Germany. Communism shows 
no likelihood of providing anything more satisfactory. 
Both these low-grade attempts at finding a cure for man’s 
isolation have been and are of the nature of a church, and 
effective membership! of a better sort of church would 
seem to'be the right answer, as Dr., Halliday ‘would prob- 
ably agree. Can any other Foundation be laid than is 
laid already 2? - JosEPH V. WALKER, 
Ramsgate. © ° | _ Medical Officer of Health. 


aoe THE: NURSING ‘SYLLABUS - 


‘Sm,—I- think many must have, read with some con- 
siderable apprehension. the revised syllabuses: for both 
the preliminary and final State examinations, especially 
since on’ the front page appears the ‘statement, ‘‘ As 
l approved by the General Nursing Council for England 

Wales.” I can ‘hardly believe that they are 
approved by either the medical and nursing profes- 
sions or the hospitals who will have to administer them. 

In my opinion, many of the subjects have nothing 
= whatever to do. with ‘the training of a practical nurse. 

‘For instance, on'p. 7% of the subjects for the final State 

examination appears a paragraph: ‘‘ Structural defects 
of houses unfavourable to good domestic management.” 
_It would be interesting to know exactly what this means. 
In. both syllabuses appears | the word ‘‘ lighting;”’ 
but nowhere has any provision: been. made for some 
instruction in electricity. : Although there are many 
and ‘varied electrical appliances used in hospitals, faw, 
if any, student nurses know the diffèrence between 
alternating and direct current, why an earth is necessary, 
or the meaning of voltage. Nor, as a rule, is any in- 
struction, given in the proper use of electrical heating ` 
pads, *surgical: diathermy. machines, electric cradles, 

' &c. Surely some simple instruction could be given 
on these matters, and on the simple precautions which 
must be taken when using electrical appliances. . Un- 
fortunately, there have of late been several accidents 
in hospitals, caused entirely by this lack of knowledge. 

I feel that the time has now come when a firm stand 
should be made against the arbitrary manner in which. 
the General Nursing Council treat both the nursing 
profession and the hospitals. Almost daily in the press 
there are paragraphs complaining of the‘ shortage of 
nurses, but instead of making matters easier, the General 
Nursing Council seem intent on making it more difficult | 
for a girl to train as a nurse. 

Royal Hospital, Richmond, Sarrey. AUCKLAND. ` 

GENERAL PRACTICE A SPECIALTY ? l 

Sır, —Whilst I. find myself in general agreement 
with the views of Mr. Douglas Robb, and particularly 
with his statements that the attempt to combine general 
practice with a [different] specialty results in both fields 
suffering, I should like to comment briefly on two points 
from his article quoted in your annotation of May 19. 

First as to scientific method. The good general 
practitioner must be an artist, but he must also be a 
scientist : the scientific method is just as: necessary in 
the extraction, evaluation, and comparison of his 

atients’ histories as it is in any laboratory proċedure. 
Where the mistake lies is not, I submit, in trying to work 
“ under the discipline of modern science ” but in trying 
to learn and use the techniques of other specialties. 

The second point is the question of “ dull” work. 
Now, Sir, work is dull when it does not make us stop 
and think: -this may occasionally be due to the fact 
that there is nothing to think about, but nearly always 
to one of two causes—either, as in the case of the over- 
worked and underpaid panel doctor, to sheer lack of 
time, or, in the case of most of us, to inadequate and 
unsuitable training which fails to make us realise the 
need to think. How many of us could say that we 
have completely | solved all the problems which any: one 
patient’s illness presents to us ? 

The inauguration of the new National Health Services 
provides a unique opportunity for raising the status 
of the general practitioner: an intelligent community, 
which believed that prevention was better than cure, 
would seek to have its best doctors go into generalfpractice. 
The question is, are we an intelligent community ? . 

London, SW18. y ca a F. Gray. 


' GENERAL PRACTICE A SPECIALTY ? © 


- the hospital 


~ 


‘to speak extempore. 


‘with a lively expectation of` 
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- STANLEY WOODWARK. 
ia KT, CMG, CBE, M D LOND., FR Cc P, JP, DL. 


Sir Stanley ‘Woodwark was not a great physician i in ‘the _ 


academic sense, but he was certainly an ‘outstanding 


member of the profession, notable’ in any medical. - 


assembly. In some ways his mental gifts were the coun- 


' terpart of his physical attributes; and with: a clear ` 
appreciation of his natural advantages he rose to success. 


in his undertakings. - 
“I first saw him,” writes A. A., 
curator of the museum at St. Bartholomew’ s and medical 


tutor at King’s College, he was closely in touch with the. 


students, by whom he was recognised as an exceptional 
and highly successful coach. I recall his addressing a 


large audience of the Abernethian ied on the Bublect: . 


of general practice and the 
impression—one might say the: 
sensation—he created by his 
fluency, his elocution, his sense 
of the dramatic, and his ability 
in the subsequeht discussion 
I had | 
written an editorial article in. 
journal upon 
Clinical Education, and sub- 
mitted it to him for an opinion 


approval.. ‘It’s mud,’ le said, 
as he handed it back, adding as. 
an afterthought, ‘ No. There’s 

some sort of substance in mud; 
it’s just ditchwater.’ That was 
hardly a propitious start of a 
friendship and professional 
association which was to con- , 
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tinue uninterruptedly for 34 years, yet within wen . 


hours he had invited my coöperation in a literary venture. 
For this was characteristic of the man of that time. 
Generous in appreciation when he approved, he found it 


. difficult to refrain from. indulging his love of: logical 


exposition and his ability for pungent criticism. There 
is reason to suppose that he prejudiced his early career 
by his outspokenness, by, alienating those in authority. 
And although to somé extent this propensity persisted 
_ throughout his life, he mellowed considerably and few 


men can have had a wider circle of friends and no man a -. 


wider circle of acquaintances. He had been a diligent 
student who passed his examinations with ease, and with 
a certain degree of distinction (honours in MB,-BS Lond. 


_and subsequently MD) but he was conspicuous more for 


character and capability than cleverness. He did not 
take a house appointment at his own hospital but filled 
several resident posts at the Royal Free, , After some 


experience of general practice ‘he decided to embark < 


upon a career as consultant ; and although disappointed 
of election to the staff of a teaching hospital he was fully 


occupied in practice and with a great deal of tuition 


when war broke out in 1914. 


‘ 


In a short time he was engaged in multiple official duties 
aş deputy. assistant director-general, deputy assistant 
director of medical services for London, and consulting 
physician to Queen Alexandra’s Military Hospital, and 
he early reached the rank of colonel. After the Armistice 
he was chiefly concerned with demobilisation of the 
RAMC. For his services he was awarded the CMG ‘in 
1918 and the CBE in 1919 (he was knighted in 1932). 
On his return to civilian life at the age of 45, he considered 
his future with a certain degree of anxiety, and his election 


to the staff of Westminster Hospital gave him consider- . 


able satisfaction, especially as the simultaneous office of 
dean tò the medical school provided an outlet for his 


organising enthusiasm. At the time of his election the 


clinical school had fallen to the lowest possible number 
short of complete extinction. When he resigned after 


- 14 years in office, it was full to capacity. 


“His consulting practice was considerable, but: his 
heart was never in clinical medicine. In his earljer days 


he wrote a Mannal of Medicine, but this was designed 


} 


‘in 1911 Shak as’ 


** Almost ‘remarkably his organising and administra-. 
tive ability became speedily recognised at the War Office. | 


676 THE LANCET]. 


OBITUARY => 


. [Day 26, 1945 . 


more with a view to examination requirements than as a 
serious contribution to medicine. Subsequently he 


= Wrote very little, and clinical meetings made no appeal 
: to him ; but he found'his chief interest in'‘insurance work, 


and as a medical witness in compensation cases. In 
these his approach was distinctly forensic. He would 
have been a first class advocate and indeed his natural 
propensity in this direction manifested itself in his 
approach to all discussions, and even in intimate conversa- 
tion. At committee meetings he welcomed a polemical 
atmosphere, though he was careful subsequently to relax 
and.explain that the heat of debate bore no relation 
to his persona] regard for those with whom he had. 
disputed. | : . 

“He was essentially an extrovert. Shortly after 
qualification, he took a long. voyage as ship’s surgeon, 


- and he frequently referred to the misery he had endured 


through lack of congenial conversation. Solitude was 
torture to him.. He had, he said, on occasion taken `a 
tram ride merely to have fellow mortals in proximity. 
It is not surprising that ‘such clubs as the Savage, the 
Knights of the Round Table,’and the City Livery wel- 
comed him as an agreeable and congenial spirit. And 
among his many admiring friends of the Savage, George 
Belcher, George Stampa, and other artists found him an 
ideal subject for illustrations in Punch. His tempera- 


- ment and his ability also explain his devotion to the City 


companies. He became master of the Society of 
Apothecaries, of the Worshipful. Company: of Barber 
Surgeons, and of the Worshipful Company of Turners. 
He was president of the Royal Institute of Public Health 
and Hygiene; he was on the council of such varied 
interests as the British Health Resorts Association, the 


- Medicolegal Society, and the Medical Defence Union, and — 
And while with a strict sense of 


a number of others. 
duty he was a regular attendant at all committees, there. 
is no,doubt that formality of procedure gave him a real’ 
pleasure. : ` 

“ Although the most ‘delicate of all, he was the last 
survivor of a coterie of distinguished Bart’s men in the 
early years of the century that included R. B. Ethering- 
ton Smith, H. E. G. Boyle, and Harold Pritchard. Never 
astrong manand completely lacking in outdoor interests, 
he was often in indifferent health, yet contrived to pre- 
serve an unremitting application to his numerous obliga- 
tions until a coronary thrombosis compelled a long rest in 
his 60th year. Thenceforth he fought courageously; 
defying prognosis by manifesting unexpected resources 
for recovery, but during the last twelve months his 


‘friends and advisers were saddened by the spectacle of 


his pathetic struggle against the inevitable. Time after 
time he rose from a sick-bed to take the chair-on special 


occasions ; one’ by one he abandoned regretfully. but 
Even to the end | 


resignedly his various official positions. 
he clung to the activities that meant everything to his 
enjoyment of life, and only a few minutes before his death, 
which came with merciful swiftness,-he was discussing 


with his most intimate friend the prospect of resumption 


in the near future.”’ 

Sir Stanley Woodwark died in London on May 11, aged 
70. At the memorial service at St. Margaret’s, Westmin- 
ster, on the 16th, a large and representative gathering paid 
tribute to the multiplicity of his interests and activities ; 
to the contacts he had established ; and to the friendships 
he had cultivated and sustained. | | 


SAMUEL INGLEBY ODDIE 
- M B EDIN. l 


Mr. Ingleby Oddie, perhaps the‘ best known of all 
coroners, died on May 8 at his hone at Croxley Green,” 
Hertfordshire,.at the age of 76. He had had a full and 
varied life, and had thoroughly enjoyed it. At sixteen 
he left school to be “ crammed ” for the Indian Civil 


_ Service, but the examiners’ insistence on higher mathe- 


matics revolted him and he turned to medicine. Jn 1891, 
when still only twenty-one,, he graduated MB at 
Edinburgh University. Passing first in thesevere exam- 
ination for a medical commission in the Royal Navy, he 
spent severa] years in that service, before jvining a general 
practice at Malden in Surrey. But in the midst of this 
work ;Oddie found time to read for the Bar. He passed: 


, his examinations with ease and distinction, and was 
. called by the Middle Temple in 1901. 


ae 


‘coroner’s court. 


‘ The work of a London coroner attracted him, and he` 
trained in Dr. Danforth Thomas’s court while he carried 
on a mixed law practice at the Old Bailey, the courts of 
the South-eastern Circuit, and the North London sessions. 
In his new profession his medical background stood him 
in good stead, and he was already deputising for a London 
‘coroner when he appeared as Sir Richard Muir’s junior 
against Crippen and later against Steinie Morrison, the 
Clapham Common murderer. In 1912, he was appointed 


~ 
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coroner for Westminster and South-west London in place 
of Dr. Henry Troutbeck. He was the last coroner for 
the city and liberty of Westminster to be appointed by 


the dean and chapter of the Abbey, before this S00-year- 


old office was transferred to the LCC in 1926. 

During his 27 years of office Oddie held nearly 
30,000 inquests on bodies found between the Temple 
and Putney, between Oxford Street and Clapham : 
Common. ` i 


His practical experience in the law-courts proved of 
value to him in handling cases and witnesses in the 
But he always maintained that he 
found his medical knowledge of far greater use than his 
legal qualifications, and he held that every coroner should 
have a medical qualification. He was noted for his 
punctuality, his rapid conduct of cases, his sympathetic 
attitude towards witnesse$, his concentration upon the 
real object of his inquiry, and his impatience with irrelev- 
ance. In the inquest on the ‘Charing Cross railway 
accident, in which six people lost their lives, he aroused 
the admiration of the electrical engineers and other 
technical experts by his quick and precise comprehension 
of the intricacies of their craft. He was equally efficient 
in probing the many cases of murder that. came before 
him,’ for these mysteries always excited his keenest 
enthusiasm and called out his greatest ability, arid his 
fascinating autobiography, Inquest, published in 1941, 
is full of famous and infamous names: Brinkley who 
murdered the old German widow Blume for her money, 
and three other people by accident ; the young actress 
Billie Carleton, whose death revealed the alarming 
prevalence of drug addiction in London in 1918; Sir 
Henry Wilson who was murdered by Irish political 
assassins; and Mrs. Bonati. whose rémains were discovered 
in a trunk af Charing Cross station. 

Oddie retired in 1939, and he found his last few years 
pleasant despite the war, sitting in his country garden, 
strolling in the woods and fields, and reading; for books 
delighted him through the whole of his life. . 
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. KociaListT MEDICAL Associariox.—On Saturday, June 2, 
at 3 PM, at the London School of Hygiene and Tropical Medi- 
cine, Keppel Street, London, WC1, Prof. J. A: Ryle will speak 
on health problems of British India. Prof. J. M. Mackintosh 
will preside. Admission ls. =e 
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-~ Medicine and the Law 
Convicted Doctor and Contempt of Court - 
Dr. Delbert-Evans} who was sentenced to- five years’ 


penal servitude at the Old Bailey last October for con- 


spiring to perform ‘illegal operations, gives his name fo 
. what will be a leading case in the law of contempt of 
court. He made an unsuccessful appeal to the Court of 
Criminal Appeal; but meanwhile the News of the World 
published. an article on the Old Bailey trial. The article 
was headed. ‘‘ Doctor’ Unmasked—Scotland Yard were 
after him for Twenty Years ” ; it referred, to.a ‘‘ missing 
fortune ” which it suggested the doctor had accumulated. 
These references were not justified by any evidence 
given at the trial. 
when the trial was still pending, it would have been a 
contempt, of court inasmuch as it tended to interfere 
with the chance of a fair hearing ; it might well influence 
the mind of someone summoned to act as juryman. The 
question in the Delbert-Evans application to the King’s 
’ Bench Division was whether it would be a contempt 
of court if-the article were published after conviction 
and sentence (when the jurymen had given their verdict) 
but before an appeal had been heard by the Court of 


Criminal Appeal. Would there be any danger that the . 


judges in the Court of Criminal Appeal’ would be 
influenced ? ` ae 


The answer is that the judges, though their task 


is to decide the criminal appeal upon the law and not 
the facts, are technically.equipped with jurisdiction to 
award a new trial. And judges are human, like jurors. 
Mr. Justice Humphreys says it is a fallacy to assume that 
the presiding judge is not a person who can be affected 
by outside information ; it is embarrassing ‘for a judge 
to- hear of things which would make it‘ more difficult 
for him to do his duty; jurors are not the only people who 
. should be protected from the annoyance of: having 
matters presented to them which would be quite inad- 
missible in evidence. oe | 
Looking at the facts of the Delbert-Evans case, the 
Divisional Court, though it thus declared the legal posi- 
tion, doubted whether the News of the Wor{d publication 
contained’ anything which amounted to. contempt of 
court. Judges do not lightly interfere with the press. 


No harm had been done to anybody. Dr. Delbert- ° 


Evans’s application was therefore dismissed with costs. 
The lesson of. the case is that newspaper editors must 
reserve their comments on a criminal case till the last 
word has been said by the Court of Criminal Appeal. 
One wonders whether even that is the end. The con- 
~victed doctor goes to prison for five years; but the 


' Home Secretary could conceivably shorten the sentence 


or advise a pardon. 


Is not a Home Secretary human 
too ? : Mas 


! 
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ON THE FLOOR OF THE HOUSE 
' l MEDICUS MP 


ON Thursday Lords and Commons assembled in the 
Royal Gallery of the House of Lords to present their 
loyal addresses of congratulation on the end of the war 
to the King and to hear His Majesty deliver his speech 
in reply. The simple dignified ceremony was significant 
of the foundations of our constitutional practices. 

- We are moving swiftly now from war organisation to 
that of peace. Demobilisation starts soon, industries 
are turning over towards peace production, and .there 


t 


.« was an important debate on the resettlement of Service 


personnel and war workers.’ On the orderly unwinding 
of. the great war machine ‘we have built depends the 
smoothness of the transition period. Sir George Schuster, 
who opened the debate, was sceptical of the practical 
value of some of the abstract theories as regards full 
employment.” But he thought our main jobs for the 
next few years were plain. 
priority, and second the lay-out and equipment of basic 
industrics—coal, iron and steel, textiles, transport. 
Third ‘in priority comes exports of the right kind to 
buy our imports, and fourth the necessary consumption 


|; - goods to carry on our lives.: These priorities demand a 


planned agricultural production. ` 


If this.publication had appeared_ 


-tecting the lips from abrasion and infection 


He put housing as the Al © 


Mr. Bevin, Minister of Labour, presented his problem. 
to the House as ‘‘ a two-stage ending of the same war.” 
-Demobilisation starts on June 18 and includes men from 
all theatres of war, including Burma. Between then and 
the end of August groups 1 to 11 will be demobilise 
‘Mr. Bevin wants to leave as few ex-soldiers as possibl 
as general labourers and to have as many as possible. 
trained for other kinds of work. His schemes provide 
for every class of ex-Servicemen and cover a wide 
range of occupations. He thinks we shall have national 
service of some kind for a number of years and this will 
take one age-group out of the general labour market.— 
The raising of the school age will take another, and . 


‘ there are at present in industry a million men ‘over 65 


and women’ over 60, while women with. household 
responsibilities would probably leave industry in sub- 
stantial numbers. For these reasons he expected that 
for some time there would be a labour shortage. 

Mr. Beyin spoke of his anxiety about the nursing | 
profession. He is to make every effort to persuade 
women coming out of the Forces to join it, and he is 
ran to give financial help to build up a strong nursing 
Orce. : | E 
. From a question to Mr. Willink as to his meetings 
with the Medical Negotiating Committee nothing definite 
emerged. But the House certainly feels the urgency ` 


of a decision to implement the National Health Service 


white-paper, and hopes 


for a statement when the House 
reassembles. a 


Notes and News 


‘ CHINA’S HEALTH PROBLEMS 

` THE new edition of this handbook,! first produced in 1941, 

brings the account of China’s health problems up to date and 
adds descriptions of plans for combating tuberculosis, venereal 
disease, and leprosy,.and for meeting nutritional deficiencies. 
China, with its vast population, is largely overrun by enemy 
troops ; communications are poor, and there are but 12,000 
trained doctors instead of the quarter of a million that are 
needed. The death-rate is 25 per 1000 living, the maternal- 
mortality rate 15 per 1000 births, and the infant-mortality 
rate about 200 per 1000. Many of the excellent plans which 
have been formulated are bound to remain mere blueprints for 
many years to come, but it is encouraging to note how much 
emphasis is laid on the spread of health education, the develop- 
ment of medical schools and hospitals, and the obligation of 
all new medical graduates todevote a fixed period after gradua- 
tion to health work for the State. The service of the medical 
missions, which still maintain 235 out of China’s meagre total 
of 370 hospitals, as well as some of her leading medical schools, 
is gratefully acknowledged ; so is the generous contribution ot 
the United Aid to China Fund and of the British and American 


va 


Red Cross organisations. 


PROTECTION FROM CHIPPED DRINKING VESSELS 
Mr. W. P. Alexander hag invented a simple device for pro- 
by chipped or 
cracked cups and 
glasses. It consists 
of a roughly oval 
disc of ‘Cellophane’ 
or similar plastic 
material, moulded 
to the shape of the 
rim of the cup or 
glass, which can be 
clipped on before 
drinking, as ilus- | 
trated. The clips | 
would be sterilised 
in manufacture and 
issued in air-tight 
cellophane bags. 
They can be made 
very ‘cheaply, in a 
variety of sizes, and a ' 
Mr. Alexander suggests that teashops, restaurants, canteens, 
and public houses should provide one with every drink 
ordered; Service men and women might also find them use- 
fil, at home or abroad. Manufacture is being arranged. 


Only one will normally 
d A 
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Te China’s Health Problems. Szeming Sze, MB CAMB.. general secre- 
tary, Chincse Medical Association, PO Box 6096, Washington, 
DC, USA. Pp.76. $1. fe 
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| A LARGER AMBULANCE - 4 

AN improved ambulance, which will carry 12 instead of 4 
stretcher-cases,' has been developed by the United States 
-Army. It has an aluminium body with‘ a front-wheel drive 
which allows the floor to be placed lower; making it easier to‘ 
move patients in and out. It rides more smoothly than the 
old type and includes such refinements as a heater for use in 
cold. weather, ventilating fans,’ window shades to provide 
privacy in traffic, and. individual ‘electric lights over each 


A Director of : Research l = = 


Sir Jack Drummond, D so, FRS, chief scientific adviser to the 
Ministry of Food, has been appointed to the post of director in 


_ charge of the scientific research of Boots Pure Drug Co. Ltd. 


‘stretcher. Both attendant and driver sit enclosed with the | 


“patients. N | eine os, 


University of Glasgow Be 
Dr: W. J, Hamilton, professor of anatomy in the University 


of London at St. Bartholomew’s Hospital medical school, has” 


been appointed to the regius chair of anatomy in the Uni- 
versity of Glasgow. i : 


' Dr. Hamilton, who is 42, was educated at Queen’s University, 
Belfast, where he took his BSc with first-class honowrs in 1926. 
Three years later he graduated in medicine, again obtaining first-- 
class honours, and passing out first of his class. After holding 
house-appointments at the Royal Victoria Hospital, Belfast, he 
went to Glasgow as university demonstrator in anatomy and in 
1932 became lecturer. The following year he was awarded the 
Struthers. prize and gold medal in anatomy and obtained his DSc 
Glasg. in 1934. In 1935 he came to London as deputy director of 
anatomy at St. Thomas’s Hospital medical echool. The Royal 
Society of Edinburgh, to whose fellowship he was elected in 1936, 
awarded him the Neill prize in 1938 and he has published in. their 
transactions memoirs on embryology and related subjects. He is 
also one of the authors of a Tert Book on Surface and Radiological 
Anatomy (1938) and this year with J. D. Boyd and H. W. Mossinan 
he has produced a textbook on Human kmbryology. 


Royal College of Surgeons of Edinburgh 
At a meeting on May 18, with Prof. R. W. Johnstone, the 
president, in the chair, the following were admitted fellows :— 


F. E. D. Hallon, H. A. Hashemian, Abdul Wasi Khan, Walter 
Laurence, M. R. Liddell, C. B. Limerick, J. W. Peden, A. L. Schoficld, 
D. M. Sheppard, Betty V. Slesser, I. J. Thomas, M. E. Winston. 


Extra Milk and Eggs for cepatriated Civilians . ~ 
The Ministry of Food has arranged for repatriated civilians 


_. whose health has suffered from an inadequate diet to obtain 


extra milk and eggs. On production of a medical certificate 
at the food office, stating that he is suffering from malnutri- 
tion, the patient will be authorised to obtain 14 pints of milk 
and 3 shell eggs weekly for one month. The grant may if 
necessary be renewed for a further month.on submission of a 
fresh medical certificate. Separate arrangements have been 


4 


made for returned Service and Merchant Navy prisoners-of- 


war. 


Award of Lister Medal ` ; aa d 


The Lister medal for 1945 has been awarded to Sir Howard > 


Florey, FRS, for his work on’ penicillin and its application. 


He will deliver the memorial lecture later this year. This is | 


the eighth award, which is made by a committee representa- 


tive of the Royal Society, the Royal Colleges of Surgeons of 7 


England and. Ireland, and the Universities of Edinburgh and 
Glasgow. - 


Royal Society of. Medicine 


At the section of odontology on Monday, May 28, at 
4.30 pm, Mr. E. A. Hardy, tps, will read a paper on epithelial 
inlays in the mandible, and Flight-Lieutenant H. Mandiwall 
on visual education in dentistry- At the meeting of the 
section of medicine on May 29, at 5 PM, films will be shown 
illustrating conditions.in German concentration camps and 
there is to be an .exhibition of photographs showing the 
physical condjtion of victims. Afterwards Dr. H. E. Magee, 
“Dr. D. P. Cuthbertson, and Dr. Hugh Stannus will open a 
discussion on protein hydrolysate. On Juné | the sectiori of 
epidemiology and state medicine will meet at the RAF 
Station, Halton, Bucks. At 3 pM, anvaddress will be given by 
Sir Harold Whittingham, director-general of medical services, 
and afterwards Wing-Commander T. Macrae, D sc, and Squad- 
ron-Leader Smart will speak on nutrition in the RAF. The 
combined simmer meeting of the sections of laryngology and 
otology will begin on the same day at 10.30 am when Air 
Commodore!E. D. D. Dickson will give a demonstration of 
RAF hearing-tests for use in the selection of flying personne]. 
At 2.30 pm, Wing-Commander G. H. Bateman will read a 

aper on sinus barotrauma, and Mr. Norman Patterson on 
ethmoidal operation. 


LUTWYCHE, VIOLET U., MB CAMB.: 


Gooppvy.—On May 12, in Edinburgh, to Dr. Edda Go 


He has resigned the chair of biochemistry. at University 
College, London, which he has held since 1922, but he will not 
yet take up his new appointment. o ESE 


N 


A Town’s Blood Donors i | 


On VE-day 103 volunteers, out of a total of 105 invited, . 


attended a blood donors’ session at Leighton Buzzard, 
Bedfordshire, under the Emergency Transfusion Service of 
the Ministry of Health and the Medical Research Council. 
In relation to its size (pre-war population :7050) Leighton 
Buzzard is believed to have set up a record for blood dona- 
tions for Service and'civilian needs. Of a panel of 500-600 
donors, 220 have each given ten or more donations, and 
410 five or more. Over 5500 bottles of blood have been 


collected in the town since 1940 by mobile‘ units from the 


NE London Blood Supply Depot, Luton. 


Freeman of Paddington 3 = 


On May 17 the freedom of Paddington was presented to 
Sir Alexander Fleming, Frs, “‘ as a token of the high esteem in 
which he is held by the civic authority of the borough in 


which he carried out, at St. Mary’s Hospital, his scientific ` 


researches, and in which his discovery of penicillin was made.”’ 
Mr. Brendan Bracken, Ministerof Information, who described 
Sir Alexander as a `“ back room boy of St. Mary’s,”’ said that 
the future of England depended’on our scientists, doctors, 
teachers, and clergy, and made a plea for greater financial 
encouragement to the professional classes. Sir ‘ Almroth 
Wright, rrs, also paid tribute to Sir Alexander’s work, and 
the new freeman after signing the roll expressed his hope that 


‘the borough council might help the hospital to obtain some 


more ground for its reconstruction. 


Appointments : 


médical registrar Elizabeth. 
Garrett Anderson Hospital, London. . 


ROSENTHAL, R., MD PRAGUE: RSO, Coventry and Warwickshire 
Hospital. | 


Births, Marriages, and Deaths 


l na BIRTHS K . 
Coonr.—On May 15, at Newton Abbot, Devon, the wife of Surgeon 
Lieut.-Commander C. D. Coode, RN—a son. 


DovuGLas-WEBSTER.—On May 12, in London, the wife of Surgeon 
Lieut.-Commander E. M. YDouglas-Webster, RNVR—a 


to 


daughter. 


DuNcAN.—On April 27, at Birmingham, the wife of Dr. Néil A. 


Duncan (CMS. St. Helena)+-a son. 


GARDHAM.—On May 15, in London, the wife of Mr. John Gardham, 
rRcs—a daughter. y . 
ooddy (née 


Deas) wife of Dr. William Gooddy, RAMC—a son.” ’ 
LAWTON.—On April 27, at Murree, N. India, to Captain Ann Lawton, 
IMs, wife of Captain H. W. D. Lawton, RaMc—a daughter. 
O’RFILLY.—On May 15, the Wife of Dr. E. O’Reilly, of’Chacewater 
—f son. 
PAYNE.—On May 14, in London, to Dr. Margaret Payne, wife of 
Captain Anthony Payne, RAMC—a son. 
RICHARDSON.—On May 15. 
Richardson, RcaAMC, of Sherborne St. John, Hants—a son. 


MARRIAGES | 


Dons-BRowN—WRIGHT.—On May 9, in Belginm, John Lawson 
Dods-Brown, captain RAMO, to Elsie Mary 


BM, to Marjorie Gooding. ne a 
STAMMERS—PEEL.—On May 8, at Cambridge, F. M. G. Stammers, 
surgeon-licutenant RNVR, to Elizabeth Mary Peel. i 


\ 


DEATHS | p 


STEEDS-BIRD.—On May 16rat Southsea, Elliott Beverley Steeds- 
Bird, DSO, LRCPI, FFR, licut.-colonel RAMC, TA, retd., aged 6t, 


~ WHICHELLO.—On May 16, at Chester, Harold Whichello, MRCS, 


aged 75. 
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The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken, 
as an indication that they are necessarily available for export. 


‘ 


the wife of Lieut.-Colonel. J. Cc. 


cilia Wright, BRcSs. 
Harrison—Goonine.—On April 30, at Oxford, Ronald G. Harrison, ` 
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MEDICAL PROBLEMS OF SOUTH-EAST 
ASIA COMMAND * l 


- H. L: MARRIOTT; MD LOND., FROP 
BRIGADIER; CONSULTING PHYSICIAN, ALLIED: LAND FOROES, 
SOUTH-EAST ASIA, COMMAND; FORMERLY CONSULTING 
p PHYBIOIAN; INDIA COMMAND; ASSISTANT 

e ' PHYSICIAN, MIDDLESEX HOSPITAL 


For the past three years. I have been fortunate in- 


occupying posts which have provided the opportunity 
for a perspe ective view of the medical problems of this 
theatre. uring that. time one has seen an enormous 
growth’ of the medical services. ALESEA and India 
now have an establishment of 351 medical specialists ; 
three years ago the figure was 19. Even greater than 
the change in magnitude of the medical organisation has 
been. the change in its working conditions. 1942 marked 
the phase of supreme difficulty—near chaos—of the 


retreat out of Burma, when our army and nearly a. 


quarter of a million civilians poured back into Assam. 
Those were the days typified by a 500-bed jungle 
hospital having somehow to cope with 3000 patients 
with most of its own staff suffering from malaria. The 
medical services were stretched to the limit but did not 
crack. From then onwards the steady -build up has 
continued and now we haye a huge PTERA serving 
& great and victorious army 
e biggest single lesson Tanad 

of the last three years has been the tremendous import- 
ance of disease in. wasting man-power. No, figures 
of value are available for 1942. In 1943 the admission- 

rate to hospitals and other medical units was just under 
- 1200 per 1000 per annum. In. 1944 it was just under 
1000 per r 1000; this is equivalent to every man in the 
force being admitted. to hospital in the course of a year. 
Disease has played’ an enormously greater part in man- 
power wastage than has enemy action. :The ratio of 
casualties from sickness to casualties from. wounds in 
1943 was 121:1, and in 1944, a year of heavy fighting, 
it was 19:1. : 

The effect of disease in wasting man-power is not 
to be measured merely by arithmetical calculation of 
man-days lost—gigantic as has beer this total. Theré 
must also be reckoned the effects due to disruption 
| of units and to influence on morale. 
campaign in 1943 some units were losing their entire 
personnel,: with replacement by reinforcements, every 
six/to eight weeks. Imagine the task of commanders 
trying to operate forces, in the face of the already 
fearful difficulties of climate, terrain, and supply, 


io the seneniaries 


with all their officers, NCOs, and men constantly © 


changing. The potentiality of a heavy incidence of 
disease will continue all the way to Tokyo. Our 
path will run through regions as unhealthy, and in 
some places more unhealthy, than any we have, yet 
experienced. 

An obvious corollary of the importance of disease is 
the importance of the medical services, which can play a 
match-winning part. We need to realise this fully and to 


keep it constantly in mind. Medical specialists can make ` 


a valuable contribution towards winning the war in south- 
east Asia if they will take a wide view of their function. 
This is not merely. limited to giving opinions on: cases 
referred to them. Their job, as the best qualified 
physicians, is to assume medical leadership. They must 
. act as teachers and organisers, taking particular pains 
to train general duties officers, nurses, and nursing 
orderlies. Always they must try to see the medical 
war effort as'a whole and to escape from a narrow, 
purely hospital outlook—natural legacy of civilian days. 
An army exists to fight, not go to hospital 


| PREVENTION OF SICKNESS 


In war in the tropics the hygiene branches of the 
medical services are the most important of all. 
hygienists have done a great job. We have only to 
look at the results accomplished by the anti-malaria 


s Partly based on a paper given at a conference of the Medical 
Specialists of Allied Land Forces, SEA, in February 1945. 
por security reasons figures are stated in somewhat vague 

rms. 


6353 


: ORIGINAL ARTICLES 


It is a piece of good fortune that our “Director 


In the Arakan © 


Our. 


[JUNE 2, 1945 


units. 
of Medical Services is a hygienist by training. 

The present allocation of personnel, as between the 
preventive and curative sides of the medical’ services, 
is still largely governed by a tradition and organisation 


based on the experience of temperate climes or the 


civilised cantonment. The relative ratio of hygiene 
personnel to the rest of the personnel in the Army 
Medical Service has been increasing. I hope this trend 
will continue with the utmost rapidity. At least four- 
fifths of our sickness: casualties have been due to diseases 
capable of classification as ‘‘ preventable.” 
the case it would seem rational to employ a very much 
higher percentage of our personnel in the business of 
prevention. Any men given up to the hygiene side by 
the hospitals and other curative units do not represent 
loss to those units, because the diminished incidence 
of disease will result in much less work for them. One 
medical officer engaged jn hygiene can save the work 
of ten medical officers in hospitals. ' 

What-has been said is not a criticism of our heene 
branch but a plea for its strengthening so that it may 
greatly increase the good results already achieved. 

The extent to which disease can be prevented depends 
on the extent to which medical advice is actually fol- 
lowed by officers and men. This, in turn, depends on 
the degree of belief and acceptance in their minds. 
In this respect it has become obvious that with the 
modern soldier mere orders are not enough. He must 
be convinced ‘of the vital importance and soundness of 


preventive measures advocated before he will reaHy — 


carry them out. And he needs constant. reminding. 
The required technique of persuasion and reiteration is 
allied to salesmanship and advertising. These methods 


are beginning to ay employed but could be much more 


effectively used with corresponding reduction i in sickness. 
I would urge that a medical directorate in the tropics 
should have as one of its sections, perhaps its most 


important, branch, a section of. propaganda staffed by’ 


experts in all forms of publicity including film and radio. 


RAPID CURE AND RETURN TO DUTY 


After disease prevention, the most important function 
of the medical services is the rapid çure and return to 
duty of all sick and wounded. In this respect the value 
of diagnosis and treatment at the earliest possible 
moment cannot be overstated. The diseases wit 
we mainly deal—particularly malaria, diarrhoea, the 
dysenteries, and skin diseases—have in common that 
their response to treatment is proportional to the speed 
with which it is applied. What is. done at once matters 
much“more than what may be done several days later. . 
_ It is essential that our dispositions and organisation 
should be shaped/with the paramount aim of effective 
early treatment: kept always in view. The Indian 
malaria forward treatment units were a great step in the 

‘right direction. They ‘have treated tens of thousands 


> of men forward and returned them to their nits in two 


or three weeks instead of in months as happens when men 
get into the great evacuation machine. 

If good work is to be done forward, then good medical 
personnel must be forward. We must get more of our 
best physicians in front. There’ they will be ` mére 
valuable than in the best base hospital. 

'Our job is to get men back into the line in the shortest 
possible time. 
sick as soon as they become ill and cure them at once. 
We will not do it by waiting until their illnesseg become 
really bad and then treating them, albeit in excellently 


‘appointed hospitals, hundreds or thousands of miles 


away. This is not an attack on the policy of evacuation, 
which of course is necessary for major sick, and which 
in this theatre has been marvellously accomplished by 
the air route. 
by the elimination of cases, at present a large number, 


which 


,We can only do this if we deal with the’ 


It is a plea for the restriction of evacuation. 


This being - | 


- 


~“ 


who need not be sent back because they will be ill for 


only a few days if dealt with immediately. 


THE REGIMENTAL MEDICAL OFFICER 


Regimental medical officers, after hygienists, are the 
most important medical officers in the army. A really 


good RMO can do wonders for his unit in the way.of- 
organising preventive measures and by the immediate . 


Y 


4 


Cd 


ri 
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680 THE LANCET] BRIGADIER MARRIOTT: MEDICAL PROBLEMS OF SOUTH-EAST ASIA COMMAND [JUNE 2, 1945 


treatment of such as fall sick. He can make a difference 


. of at least 1- per 1000 per day in the admission-rates 


taken over the year. Multiply this through only a 
een and it means the elimination of one 400-bed 
ospital. | | 


The good RMO must be a good doctor and have a: 


good personality if he is to carry weight with his OC and 
the regiment. The bad doetor, or the man with a poor 
personality, is a misfit. Qur attitude towards RMOs 
should be adjusted until we regard them as the pick of 
the bunch—a corps d’élite in fact. : Though there are 


. many good ones, we have a long way to go before this 


ideal is attained: We cannot avoid having some inferior 
medical] officers but the hospitals should carry them, not 
the regiments. In a hospital there is the commanding 
officer, there are the officers in charge of medical and 
surgical divisions, and there are specialists, all of whom 
can supervise, guide, or coerce a.bad general duties officer. 
In a regiment the RMO is on his own—for better or 
worse. Higher rank would be'a great advantage. Our 
directorate has been trying to secure majorities for at 
least a proportion of RMOs. - 

Regimental medical officers must be good material in 
the first place, but steps must be taken to enhance their 
quality. Their enthusiasm must be maintained and their 
knowledge increased. There are various ways of doing 
this—an important one is to have periodic courses or 
conferences at which the importance of their rôle is 
stressed and very practical instruction given. 


IMPORTANCE OF PATHOLOGY 


Tropical medicine is founded on pathology, and good 
medicine cannot be done without the backing of good 


. pathology. For a long time this theatre has been very 


, Of all cases. 


short of pathologists and technicians. 
been here have worked splendidly. With the European 
war in its closing phases, there is now hope of strong 
reinforcements. In the past a laboratory has often had 
to be shared by two, or even three, hospitals. It is 
now our policy that all hospitals, including malaria 
forward treatment units, shall have their own labora- 
tories and that each army corps: shall have a mobile 
laboratory to serve the casualty clearing stations and 
field ambulances. A central laboratory for ALFSEA 
is planned and on the way. Its functions will be to 
exercise general direction and control, to do special 
work, to maintain training courses, and to establish a 
central reference library and museum. | aa 

The value of forward diagnosis and treatment has 
been stressed: For it to be achieved, good pathological 
facilities are essential. The corps laboratory is a step 
in the right direction. Another development, much to 
be desired, would be the provision of a good technician 
for each field ambulance and casualty clearing station. 

MALARIA 

Malaria has so far been our greatest problem. 
been the cause of nearly half of all our total sickness. 
In the transmission seasons its incidence has at times 
so: risen that it has been responsible for more than 80% 
of all admissions... Our experience of malaria in the last 
three years is measured in hundreds of thousands of 


cases. Fortunately the battle against malaria is being 
won. The incidence is now but a fraction of what it 
was. The measures which have resulted in this victory. 


—perhaps the real decisive battle of the war in south- 
east Asia—cannot for security reasons be detailed in a 
journal circulating widely. 

So far as treatment is concerned, our biggest single 
lesson has been recognition of the necessity for seeing to 
it that patients do, in fact, get and take every dose of the 
drugs prescribed. The quinine two days, mepacrine 
(‘ Atebrin ’) five days, rest two days, pamaquin five 
days treatment has been found to give excellent immedi- 
ate results, but, like all other known treatments, it fails 
to cure benign tertian (BT) malaria outright in nearly half 
The standard official treatment has just 
been changed to an all-mepacrine one like that intro- 


_ duced for American and Australian forces. Before its 


adoption for our troops was decided upon it was the 
subject of a most carefully controlled large-scale 
investigation carried out in Assam by Lieut.-Colonel 
J. M. Rogan. 


q 


è 


Those that have . 


It has | 


e EN ` 
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The new treatment is as follows : 
Mepucrine dosage 


Days Troops: (thrice daily) 
First British 0-3 g. 
Indian, `... 0-2 g. 
Second .. British or Indian 0-2 p. 
Third to seventh British or Indian Olg. 


Total mepacrine in 7 days, 3-0 g. for British and 2-7 g. for 
Indian troops. l á 

Thereafter œl g. once daily for six weeks, or longer if on 
suppressive treatment. l 


The new standard treatment is about as effective—if 
anything slightly better—than the old in the control of 
fever and the abolition of parasitemia. Its main 
advantages are that it is shorter (a week as against a 
fortnight) and it avoids any break m suppressive treat- 
ment. ; : 


We have found, like everyone else, that BT 
malaria is hard to cure and that relapses must often 


be expected. The main lesson to learn is the right 
psychological. attitude towards this problem. It is 


that relapsing BT malaria is not a serious matter and 


should not be regarded as such by either doetor or 

atient. Provided the attacks are at once controlled 

y treatment, the patient’s health is not damaged and 
he should be encouraged to make light of it as do, tea 
planters and other residents in malarious areas. Patients 
are prone to exaggerate the numberof attacks they have 
had and they should not be encouraged to do so or to 
regard ‘themselves as martyrs. 
attack of BT malaria should not be given a status 
exceeding that of a bout of ‘‘ flu ” at home. Malignant 
tertian (MT) malaria is, of course, another matter and 
every care must be taken not to miss a fresh MT infection 


in a man prone to BT relapses. 


When a man has had more than three BT attacks 
within a year, a new special treatment is sanctioned... It 
consists of quinine gr. 10 thrice daily for ten- days 
together with pamaquin 0-01 g. thrice daily for British 
troops or twice daily for Indian troops. This treatment 
is based upon work done in the United Kingdom. . 

In the last three years we have learned much about 
MT malaria—learned always to suspect its presence and 
always to treat it with respect. In this regard Brigadier 
T. C. Hunt (1944) reeently stated some aphorisms which 
are well worth quoting : 


1. In a malarious country headache is not to be regarded as 

' due to psychoneurosis until malaria has beet excluded. 

2. Malaria with low fever may be more dangerous than with 
high, because it is more easily missed. O 

3. To wait for a pọsitive blood slide costs more lives than to. 
treat a suspicious case on an unproved diagnosis. 

4. The exact date of onset of malaria is not the same thing as 
the date of admission to a medical unit. 

5. To transfer a case of active malaria without treatment 
and without full precautions for continuation of treat- 
ment is a medical crime. 

6. Other diseases do not exclude malaria; and malaria, 
especially relapsing malaria, has often some complicating, 
disease. aa | 

7; Diarrhea with blood and fever is not always due to 
dysentery ; jaundice with fever is not always infective 
hepatitis: malaria may mimic both. Asthma, fibrositis, 
neuritis, urticaria, and nephritis are only some of the 
less well-recognised conditions that malaria may cause, 
while it may simulate a dozen others. ` 

“ Cerebral malaria ’’—i.e., malaria in which cerebral 


, 


symptoms dominate the clinical picture—has been 


frequently seen in Assam, Arakan, and Burma. It is 
likely to be encountered in most future ra 
areas in south-east Asia. The mortality is aigh, and 
every case, even if seemingly mild, isan urgent pmergency. 
The clinical types seen have been : 

1. Cerebral depression; pre-coma and coma.-¢All degrees 
from drowsiness to deep coma. | 

2. Cerebral excitation.—All stages from milc 
and talkativeness to extreme restlessness and m: 
mad). Fits, generalised or jacksonian. 

3. Behaviour changes.—Character alterations. 
untrustworthiness, depression, &c., developing 
balanced people. Neurotic and psychotic symp 


a i 


ia (fighting 


irritability, 
previous] y 
ms are not 


A promptly treated 


operational. 


excitement: 


oe, 
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. uncommon. In areas where MT infection is prevalent, 
malaria should be suspected as the most likely cause of any 
oddity of behaviour. Sufferers are not infréquently put on 
charges because of neglect of duty or acts of insubordination ; 
. sometimes they are falsely presumed to be drunk. Many 
get sent. to psychiatrists. l satis, 2. | 
4, Meningismus.—Cerebral malaria may closely mimic 
meningitis. oes ak a ree 
5..Focal nervous lesions.—Any type may occur, resulting 
in temporary hemiplegia, dysphasia, diplopia, &c. Some- 
‘times a focal spinal lesion may cause paraplegia. __ 
_. The main' lesson to learn about cerebral malaria is 
. that it must be diagnosed and treated without an 
instant of avoidable delay. Immediate diagnosis is only 
to be achieved if malaria is always kept in mind asthe 
. most likely cause of the syndromes listed above when 
they are encountered in areas of MT infection. So far 
. a8 treatment is concerned, the primary. measure is 
destruction of the parasites by intravenous quinine, 
which is often miraculous in its action. A satisfactory 
dosage is an immediate injection of gr. 10, followed by 
further intravenous injections of gr. 6 every four to 
six hours until the patient seems out of danger. 

The nursing care of patients suffering from cerebral 
malaria is of the utmost importance. Their lives are 
chiefly menaced by two secondary effects, consequent on 
disorder of cerebral function, namely asphyxia and 
dehydration. Asphyxia occurs in comatose cases from 
the tongue falling back, from gravitation of ‘saliva into 


the trachea, or from the development of cedema of the | 


lungs. Such patients must never be left unattended, 
and maintenance of the air-way must be as much a 
matter of unremitting care as with a patient under a 


general anesthetic—the coöperation of the anzsthetist . 


is often very valuable. Dehydration quickly arises 


from reduction or cessation of fluid intake by drowsy, 


comatose, or disoriented patients who are y 
sweating profusely (see further remarks about dehydra- 
tion. in section below on Effects of Heat). E l 

Lieut.-Colone] G. A. Ransome and his associates have 


beén responsible for two important advances in the 


ment of cerebral malaria. They have made it a 
routine to nurse these patients in the Fowler position and 
have found that it lightens coma, eases respiration, and 
lessens the frequency of pulmonary cedema; the. bene- 
ficial effects are presumably due to gravitational decon- 
gestion of the brain. Their other innovation has been 
` the use of a transnasal intragastric Ryle’s tube as a 
medium for continuous drip hydration and nutrition 
(Ransome, Gupta, and Paterson 1944); this has proved 
life-saving. 7 Ys 

| DIARRHEA AND DYSENTERY : 


f This is our Number 2 Problem. In 1944 in the Eastern- 


operational area one man in ten of the total force was 
admitted to medical units for diarrhoea and dysentery. 
Many more never became bad enough to be admitted, 
and men with mild diarrhea did not even report to their 
regimental medical officers. There has been a tendency 
for diarrhoea to become epidemic in the monsoon seasons, 
Last May, June, and July the number of cases in 14th 
Army probably exceeded 100,000. z | 

At present the only scientifically justifiable classifica- 
tion regarding causation of the cases we have had is a 
division into a non-amoebic majority and an amoebic 
minority. The reason is that, until recently, satis- 
factory selective culture media have not been generally 
available.. In consequence, stool examination has in 
most instances been confined to determination of the 
presence, or absence of Entameba histolytica. Such 
series isolations as have been achieved have been on 
frankly dysenteric stools with exudates. In these a 
variety of dysenteric organisms have been found with 
a general tendency for one or other of the Flexner 
strains to be the causal organism of particular out- 
breaks. Practically all non-amoebic cases .of acute 
_ diarrhoea. or dysentery have responded promptly to 
sulpha drugs. . This seems strong presumptive evidence 
for the view that the non-ameebic infections have been 
ipso facto bacillary. But the possibility that some 
outbreaks may have been due to a virus or other causes 
. canziot be regarded as excluded on the available evidence. 
Now that suitable media are being supplied further data 
will soon become available. ~ a 


‘ 


reflect the usual opinion in their statement : 


jungle warfare are exceptionally favourable. 


The proportion of patients, among’ those admitted to ` 


A medical units, in. whom amæœbæ have been 


found has been almost exactly 20%. ‘This incidenice is 


not derived from the entire admissions, for 1944 but 


from two-thirds of them for which ‘the. figures were 
available at the time of writing. The incidence among 


-the milder cases, not-admitted to hospital, was probably — 
much lower—particularly in the rapidly spreading — 
monsoon epidemics which bore much more the charac- ' 
teristics of bacillary outbreaks. However, the incidence 


of amecebiasis, though it may not be quantitatively as 
great as non-amecebic infection, has caused the gravest 
concern because of its serious effects on the individual. 
In this theatre amoebiasis has been the most im- 
portant single cause of protracted illness .and 
invaliding. aT a 


The seriousness of the non-amecebic infections lies ‘in 


their potentiality for‘ giving rise to. rapidly spreading . 


epidemics. Such outbreaks can temporarily incapaci- 
tate divisions, corps, or indeed a, whole army if the 
infecting organism chances to be of .virulent type. 
Even the milder infections are serious when epidemic, 
because they cause debility in large numbers of men 
and so undermine morale. Fortunately, the efficacy 
of the sulpha drugs is such that, provided they are in 
adequate supply, no outbreak should now ever get out 
of control. <= ` a 
In regard . to the prevention of diarrhœa and 
dysentery two main lessons have been learned—the 
vital importance of hygiene and the great value of the 
early use of sulpha . ra AN 
Full application of the principles of hygiene is of the 


utmost importance, particularly in the provision of © 
uninfected water and food, sanitation, and anti-fly | 


measures. Unfortunately .men tend to become slack 


about hygiene just when they most peed its protection - 


because they cannot afford to be il—ie., when engaged 

in active operations against the enemy. .__ a oe 
Water is not usually rated as of much significance in 

the spread of bacillary infection.. I would like to enter 


a plea for revision of this view in so far as this theatre is 


concerned. ‘The highest incidence of bowel disorders 
occurs in the monsoon season, of which the outstanding 
feature -is torrential rain. Topley and Wilson ial 
‘* Under 
exceptionally favourable conditions, it is possible ‘that 
bacillary dysentery may be water-borne, but the evidence 
does not suggest that large outbreaks are often deter- 
mined 
The jungle 
confines very large numbers of men to a few tracks or 
roads. These routes soon become fringed by bands of 
soil intensely contaminated with excreta. Rain must 
3 fecal organisms into every adjacent stream or 
pool, and from these sources men tend to draw untreated 
water, at least on some occasions, unless sanitary dis- 
cipline is of a very high standard. Under the conditions 
of general discomfort prevailing during the monsoon it is 
hard to maintain such a high standard. The attempt 
to do so is not likely to be very wholehearted until the 


danger is generally recognised. 


Chlorination, properly carried ouf, will kill dysentery 
bacilli, but unfortunately cannot be relied on to destroy 
ameebic cysts. There is no doubt that much amoebic 
infection is contracted through water. Boiling is safe 
but often not practicable. There is extremely urgent 
need for a method of water sterilisation, feasible for 
forward areas, which will destroy amoebic cysts. . 

The preventive value of the sulpha drugs lies in their 
action in rapidly reducing the number of pathogenic 


bacilli passed in the stools of infected men. In this way | 


the chances of spread of infection may be greatly dimi- 
nished. The aim should be for every man who ‘develops 
diarrhoea to receive an adequate amount of a sulpha 
drug immediately—i.e., after the first or second loose 
stool. This may be achieved if men are educated to 
report diarrhoea at once to the regimental medical 
officer. Men cut off from easy access to a medical 
officer should be given personal supplies. In this theatre 
sulphaguanidine, because of its low toxicity and freedom 
from renal complications, has been regarded as the 
sulphonamide of choice. It has been found effective. 
The initial dose is 6 g. followed by 3 g. four-hourly till 
the stools are normal and then 3 g. thrice daily for two 


by this means.” . I would urge that conditions of ' 
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days. Men must be instructed to chew the tablets and 
not swallow them whole. The early use of sulpha drugs 
not only checks the spread of infection but it also cures 
men before their fitness is reduced. Only a few need 
come off duty. ‘The great value of the early use of 
sulpha drugs as a major preventive measure in reducing 


ground contamination in epidemic bacillary bowel. 
infections was first demonstrated by Brigadier Hamilton 


. Fairley in the south-west Pacific area. 

The use of sulpha drugs to eliminate bacillary infection 
can be extended beyond the immediate treatment of 
actual cases. The American investigators Tenbroeck and 
Dammin (personal communication) have found tha 
recurring outbreaks of bacillary dysentery in a unit 
mean a high carrier-rate and that the simplest way to 
stamp out the trouble is to treat all the men in the unit 
irrespective of whether they have symptoms or not. 
Tenbroeck and Da: 
initial dose of 2 g. followed by 1 g. twice daily for 
four days. ; ; | 
` The treatment of bacillary infections, thanks to 
the. sulphonamides, is no longer a problem. It is 
a very different story with amoebic infection, which 
may be very difficult to eradicate. The main lessons 


_. we have learned are that likelihood of success in treat- 


ment depends primarily on how early. the infection is 
tackled, and secondarily on the thoroughness of the first 
attack on the amoebe. Every effort must be applied 
to eliminating delay in the detection of amosbic infection. 
Any man with a diarrhea, not cured by sulphaguanidine 
within five days, must be sent back to the nearest field 
ambulance or other medical unit where the microscopic 
- examination of just-passed stools can be arranged; no 


less than six stools should be examined. If E. histo- 


‘lytica is found, the man must forthwith be started on a 
“thorough course of treatment including emetine by 
injection, emetine bismuth iodide and carbarsone by 
mouth, and chiniofon by retention enemas. 

In this theatre bacillary and amoebic infections often 
coexist, and any particularly. acute attack in which 
E. histolytica is found should. be suspected as being 
possibly an attack of bacillary dysentery affecting a 
patient harbouring amcebe. In such patients there is 
rationality in blunderbuss therapy—the giving of a 
‘course of sulphaguanidine while emetine is being 
administered. | ' 


SKIN DISEASES 5 
In 1944 in ALFSEA one man in every twenty was 


admitted to hospital on account of skin. complaints, 


and many minor cases, of course, never reached a 
medical unit. In hot humid climates, such'as lie before 
our forces, skin affections can be a menace rivalling even 
malaria. The conditions most commonly encountered 
are intertrigo, fungus infections of the feet and body, 
prickly heat, scabies, and impetigo. 

The answer to the skin problem is organisation and 
then still more organisation. There must be organisa- 
tion of facilities for bathing of bodies and washing of 
clothes and for distribution of dusting powder. There 
-must be organisation of treatment, particularly of early 
treatment. 
at its very beginning can be cured easily, whereas if 
it is allowed to progress, even for a few days, it may take 
months to cure. This is one of the particular spheres 


where the good regimental medical officer makes such a ` 


difference—the man who is constantly watching the 
skins of.the troops under his supervision. One MO of 
a column on the first Wingate expedition inspected all 
the men daily for scratches, sores, or patches of derma- 
titis.. By so doing he was able to deal immediately with 
the trivial lesions, so common in the jungle, which can 
make a man a casualty. If that can be done behind 
the enemy, it can be done in front of him. | | 
Above all, we should organise education and pro- 
paganda regarding skin diseases—education of the medi- 
cal officers and of combatants. A tremendous drive 
is needed. For it dermatologists are required. There 
should be a dermatologist with every corps—preferably 
with every division—charged with specific responsibility 
for carrying out the organisation outlined. There should 
be dermatologists for hospitals on a scale of one per 
2000 beds. At present we have only a fraction of the 
dermatologists so badly needed. ; 
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in use sulphadiazine and give an - 


As everyone knows, a skin lesion treated 


SCRUB TYPHUS at ae 

Scrub typhus has affected our forces and caused con- 
cern. The dramatic name “typhus,” and the serious 
nature of the illness are apt to cause its importance to be 
exaggerated. In 1944 the incidence closely approximated 
to one man in every hundred of those at risk. The 


`~ 


mortality has been around 10%—i.e., the chance of. 


death from scrub typhus has been one in a thousand. 
The condition has been the subject of much careful 
clinical study and of intensive research. The Army 


has been fortunate in assistance from Medical Research | 


Council workers headed by Dr. R. Lewthwaite. 


The chief lessons we have learned are these: First, . 


how to diagnose it: all of us now know its easily recog- 
nised clinical picture of 2-3 weeks fever, drowsy apathy, 


congested face, generalised lymphadenitis, a local eschar, . 


the rash, frequently chest symptoms, and, finally, the 
characteristic Weil-Felix reaction. Secondly, we have 
learned that typhus patients must not be moved except 
in the first few days ofillness. Thirdly, we know that the 
essentials of treatment are good nursing, a cool ward, 
the maintenance of fluid and salt balance, adequate nutri- 


tion, and oxygen at the onset of cyanosis. Fourthly, | 


we have found that typhus cases always come from 
malarious areas and that the two diseases so often coexist 
that it is dangerous not.ta. give, as a routine, a course of 
antimalarial treatment to every typhus case. 

. The condition has a patchy and uncertain. jungle 
distribution all the way to, and including, Japan. The 
areas of heaviest infection may well lie behind our own 
troops. However, the: medical directorate.is wisely 
proceeding on the reverse assumption and the most 
energetic counter-measures are in train and will, it is 
hoped, afford a high degree of protection. 


i INFECTIVE HEPATITIS ; 


Infective hepatitis has been a problem, but fortunately 
has never assumed the dimensions it has in other 


~ theatres, such as the Middle East. 


It now seems to be fairly well established that the so- 
called arsenical jaundice, following arsphenamine treat- 
ment for syphilis, is nothing to do with arsenic but due 
to the transmission of the causative agent by ‘syringes 
infected by the withdrawal of blood from previous 
patients who harboured it. It seems possible that 
transmission may also be by subcutaneous inoculations. 
For example, an outbreak of jaundice occurred in a 
brigade of ‘‘ Chindits ’’ about two to three months after 
they had all received anti-cholera inoculations ; it seems 
just possible that some of the syringes used for the 
inoculations may have been infected. There may here 
be an important lesson to learn. | ; 


7.7 EFFECTS OF HEAT 


Much unsatisfactory terminology has gathered round 
the effects of heat on the body. The key to under- 
standing is to discard nomenclature and think in terms 
of the main mechanisms by which the body is seriously 
injured by very hot climatic conditions. These mechan- 
isms are: | | 

(1) Loss of water and sodium chloride from profuse 
sweating. ` i 

(2) Over-heating—i.e., a 
more. | 
The former is much the commoner. A man doing muscular 
work in the tropics may lose 2—4 gallons (9-16 litres) of 
sweat per 24 hours. Even sedentary persons may lose 
11s gallons, and this, be it remembered, includes the 
sick, 

Dehydration.—Excessive sweating causes dehydration 
‘which is of two types: . 


(a) Primary, due to simple water lack. This in mild degree 

causes much inefficiency, but, owing to the development 

_ of thirst, does not go far in healthy men with access to 
water. , It may progress to death in a few hours in the 
sick who are too enfeebled to clamour for drinks. 

(b) Secondary, due to salt depletion. The body’s retention of 
extracellular water depends on salt. This type of dehydra- 
tion is much the more important in the tropics and is 

,. Yesponsible for practically all fatal cases grouped. under 
the nebulous term ‘“ heat-exhaustion.”’ 
ised by absence of thirst, and indeed attempts to take 
water induce nausea and vomiting in severe cases.. The 


r 
A 


body temperature of 106° or | 


It is character- . 
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patient's. condition is similar to that seen in a crisis 

` in Addison’s disease. It can often only be relieved by 
4—8-litres of parenteral normal saline. | 

Prevention of water and salt depletion in troops 

training or fighting in severe heat is most important. 


Men myst be encouraged to drink freely. Salt should . 


be added to all drinking water in the proportion of 
$ oz. per gallon or 3 g. per litre ; this is roughly the same 
strength as in sweat. Smaller quantities, often advised, 
- are tnadequate. The only completely satisfactory way 
to correct the salt. depletion’ of excessive sweating is to 
‘give a man what amounts to sweat to drink. Saline of 
this strength (roughly 1/3rd physiological) is not un- 
palatable. arn | 
Dehydration, whether primary or secondary, is the 


commonest complication of all serious medical or - 


surgical conditions in the tropics. Too often are its 
manifestations of weakness, feeble pulse, and low blood- 
pressure mistakenly ascribed to toxszmia. Hence, ah 
essential part of the care of any seriously ill patient is 
measurement eight-hourly (a man may die of undetected 
dehydration if the period is 24 hours) ‘of the urine volume 
and salt content. -The salt content can be determined 
by the following simple test : 


Ten drops of urine are measured into a test-tube with a 
fountain-pen filler. One drop of 20% potassium chromate 
solution is added. With the same pipette as was used 

_ for the urine, 2:9% silver nitrate solution is added drop 


by drop—the tube being shaken after each drop. The ` 


end-point is a colour change from yellow to brown. ‘The 

number of drops of AgNO, equals the number of grammes 

of NaCl per litre of urine. _ 

The aim should be an output of not less than 15 oz. per 
eight hours and an NaCl content of 6-12 g. per litre. 
Incidentally, the above test for urinary NaCl is of great 


diagnostic value in hot weather in differentiating salt- - 


depleted- heat-exhaustion from other diseases; in the 
former the amount is less than 3 g. per litre. 


One ‘consequence of the ever-present tendency of . 


patients to develop dehydration is that use of the in- 
soluble sulpha drugs carries more danger of urinary 
.complications than in temperate climates. We have 
had many cases of anuria from sulphapyridine which 


has hitherto been our routine sulphonamide because. 


the one in greatest supply. Sulphathiazole, sulpha- 
diazine, and sulphamerazine are all similarly insoluble. 
It is hoped soon to obtain sulphamezathine in Iarge 
quantities and to encourage its-use because it is con- 
siderably more soluble than the others while appearing 
to be as effective and less toxic. Urine measurement is 
thus doubly important when patients are receiving 
sulphonamides. The eight-hourly output should then 
be not legs than 30 oz. 

Over-heating' (heat stroke) presents as its essential 
feature a body temperature of 105°-112° F.. The cause 
is partial or complete cessation of sweating. This is 
almost invariably due to an infection (often mild) which 
sets in motion the fever reaction—a reaction consisting 
of inhibition of heat-loss mechanisms. The patient is 
confused, delirious, maniacal, or comatose. His skin 
is dry and burning. The face is congested and may be 
cyanosed. The essential treatment is to cool him at once 
and wherever he happens to be. The most effective 
method, unless atmospheric humidity is very high, is to 
strip him naked, wrap him in a wet sheet, and then play 
fans (or flap towels) over him... 

Treatment of the causal ‘infection must never be 
forgotten. The possibility of its being malaria, primary 
or relapse, is sufficiently great for it to be wise practice 
to take blood slides at once and to give every case an 
immediate intravenous injection of gr. 10 of quinine 
‘pending examination of the slides and clinical Search for 
signs of infections other than malaria. | , 

; \ 
Sad NUTRITION z 

The feeding of the troops in the Assam-Burma area 
has always: been a tremendous problem, particularly in 
the monsoon seasons, because of the wildness of the 
country and the very difficult and extended lines of 
communication. Considering the difficulties, it has 
been wonderfully well done. Latterly a great part, has 
been played by air-supply. Our supply organisation 
has been much superior to that of the Japanese. This 


MAS HT 


has been clearly demonstrated by the state of nutrition 
of. Japanese prisoners. a | e 
. In general the nutrition of British and Indian troops 
has been very good and practically no primary mal- 
nutritional syndromes have occurred. Two groups: of 
cases have, however, been observed which may be 
regarded as states of. malnutrition secondary to the 
effects of disease—spruelike syndromes seen in both 
British and Indian troops, and anzmia seen almost 
entirely in Indian troops. | 3 
The spruelike patients have complained of diarrhea, 
sense of distension, loss of appetite, sore tongue, and 
weakness. They have shown loss of weight; glossitis, 
abdominal distension, and ansemia. 
been pale and have tended to contain an -excess of fat 
when the patient has been on a normal fat. intake. 
A course of sulphaguanadine has usually considerably 
lessened the diarrhea but not completely cured it. 
These cases probably begin with an infective diarrhcea 
which leads to a vicious circle: : diarrhcea—failure cf 
absorption—vitamin-B-complexdeficiency—diarrhea due 
to deficiency. The development of this circle indicates 
a suboptimal nutritional state in regard to the B- 
complex. - 
The essential lesson of these cases is that in regions 


where diarrhoga is prevalent, which means everywhere 


in the tropics, the diet should contain an excess of B 
complex. The War Office has recently introduced a 
Compound Vitamin Tablet (1 mg. thiamine, 1 mg. 
riboflavine, 10 mg. nicotinic acid, 25 mg. ascorbic acid) 
which is issued to aH troops on the scale of one per day. 
This tablet will be a valuable adjunct but should never 
be regarded as an excuse for failure to insist on diets - 
balanced and generous in all respects. . 7 
The essential measures, which should be simultaneous, 
in the treatment of the spruelike cases (I am using this 
simple designation to avoid choosing from the many 
terms which have been invented) are : - 
. Course of sulphaguanidine. , 
. Exclusion of amæœbic infectign. Treatment if present. 
. Course of antimalarial treatment. Experience has shown 
that these patients often have latent malaria. 3s 
. High protein (especially liver), high vitamin, low fat 
diet of not less than 2500 calories. It may have to be 
given in fluid form by nasal drip in severe cases. 
. Yeast extract (‘ Marmite’ or ‘ Vegemite’) three ounces 
daily, given in concentrated solution as medicine. 
. Parenteral liver extract in full doses. om 
. Six compound vitamin tablets daily. 
. Parenteral injections of 100 mg. nicotinic acid and 10 mg. | 
riboflavine daily. , 
The anemia seen in Indian troops appears to b 


m Ch — 


related to inadequacy of the meat supplied in their . 


diet. The primary cause is generally malaria, with an 
element of hookworm infestation in a minority of cases. 
Very little anzemia has been seen in British troops with 
as much malaria. The scale of meat for Indian troops 
is four ounces daily, but it has not usually been supplied | 
more than about once a fortnight. G. H. Whipple (1935, 
1942-48) has shown that for hemoglobin formation 
visceral and muscle protein is much superior tq grains 
or milk. , Vegetarian or lactovegetarian diets may be 
adequate in central India but are not sufficient in areas 
where men’s red cells are destroyed by repeated malaria 
or drained by hookworms. Such diets result in little 
or no bodily resenve of hemopoietic materials. yok 

The meat deficiency has essentially been due to the 
difficulties created 'by .scruples of religion or custom, 
which are rightly completely respected. These scruples 
make goats and sheep (and only the males at that) the 
sole permissible animals. Also there must be special 
rites of killing for each religion. t 
when Indian troops are used in hyperendemic malarious 
areas special care must be given to providing them with 
meat either by goats or sheep flown in, or by providing 
acceptable canned or dehydrated flesh certified as having 
been killed according to Hindu or Muslim rites. 

The treatment of the cases of anzemia should be: © 


1. Course of anti-malarial treatment—advisable whether 
or not parasites are found in blood-films. 
2. Sulphaguanidine if diarrhea is present. 


3. Examination of stools for hookworm ova and, if these are 


present, deworming with tetrachlorethylene—but not 


s 


Their stools have ` 


The lesson is that’ | 
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\ ` ` ; 
before the hæmoglobin has been raised to 10 g. per 100 
ccm. At the same time stools should be examined for 
amosbee. — 

4, Iron by mouth; ferrous aplats gr. 5't, ‘ae: ` 
5. Liver injections in full doses. 2 


6. High protein (especially liver) diet. 


, "permission to publish this paper. 
personal and non-official. | 


‘Whipple, G 
J. 


Te For patients with less than 5 g. of E per c.cm. í 
an immediate transfusion of 1200 c.cm. of fresh blood 


given by drip over 12 hours. 


CONCLUSION ~ 


A compressed review such as this does not lend itself 
to summarising. . It is hoped that its brevity, relative 
to the extent of its subject, may excuse a tendency to 
dogmatism and perhaps to over-simplification. 

_ So much has been said about the importance of sick- 


ness that the impression may have been given . that our- 


troops in South-East Asia Command are ‘“ riddled with 
disease.” Nothing could be further from the truth. 
Our men, both British and Indian, are in first-class 


physical condition and of magnificent morale. 


There is much sickness and it causes an enormous 


waste of man-days, but nearly all of it is of a relatively 


minor character; not leaving permanent ill effects. This 
is the very reason why it should be such a challenge ‘to 
us. The challenge has been accepted and the achieve- 
ments of the medical services have been remarkable. 
Sickness is now very definitely under control which is 
steadily increasing day by day. 


I wish to thank Major General T. O. Thompson, Director 
of Medical Services, Allied Land Forces, South-East Asia, for 
The views expressed. are 
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KNEE ' INJURIES IN SOLDIERS 


L. H. WILKINSON, MBEDIN. H.A. BURT, M B CAMB., MRCP 
MAJOR RAMC CAPTAIN RAMC 
SPECIALISTS IN PHYSICAL MEDICINE 


KNEE injuries are among the more common conditions 


admitted to a Military Çonvalescent Depot yet the results 
of convalescence are unsatisfactory, irrespective of 


. the ætiology of the condition and the type of treatment 


i 


previously given. The torn semilunar cartilage treated 
operatively and the case of traumatic synovitis 
treated by rest made equally poor progress. We 
have also observed that certain clinical pictures 
are constantly. found in knee injuries with delayed 
recovery, this again irrespective of ætiology and type 
of treatment.. It is with the clinical aspects of delayed 


. recovery that this paper is chiefly concerned. 


The 194 consecutive knee cases admitted to a con- 


: valescent depot and examined ‘by us fall into five ae ee : 


. It would be expected that in the group ‘‘ internal] | 


Internal derangements, not operated on 


Cases following meniscectomy ‘AT 
Gunshot wounds .. 36 

< Fractures near the joint . 24 
Miscellaneous - ; E Jes, S22 
, Total me oe E is 194 


` ‘The avis of the esa bias: may he judged by con- 
sidering the two chief groups and comparing the results 
recorded by others with those obtained in this series. 


derangements not operated upon,”’ cases of traumatic 
synovitis would’ recover in 2 to 3 weeks with rest-and 
quadriceps exercises (Watson: Jones 1943). Sprain of 
the interna] lateral ligament shoujd clear up in 3 to 6 


7 weeks, a longer period being required with rupture of the 


ligament (Bristow 1935). In our series the average time 
off duty was 15-8 weeks, of which more than 9 was spent 
in hospital, and down-grading was hecessary in over 
half this group. 

Judging by the results of meniscectomy reported from 
the Canadian Army (Mackenzie and: Macfarlane: 1943, 
Metcalfe 1944) and from a Scottish convalescent depot 


capta D w , Paterson, J, C. S. (1944) Ibid, ii, 594. 


(Duthie and Macleod 1943), 70% should be back in their . 
units in category Al within 10-11 weeks of operation, 
6 weeks of this period bemg spent in hospital. On the 
other hand, in many of our cases 12 weeks had already 
elapsed after operation before transfer to the convales- 
cent depot, and' a further 6 weeks at least was necessary 
before they could be discharged—often i in a low Category. 


CLINICAL FINDINGS 
"Four physical signs constantly recur, in cases with. . 


delayed recovery. , Once again it is emphasised that this 


is irrespective of. eetiology and treatment. ‘They are: 


-1. Inability to brace back the knee, associated with tender- 


, ness in the ligamentum patellee or “insertion of semi- 
membranosus. 
2. Tenderness in the scar ‘or’ ‘internal isteral ligament. 
3. Effusion into the joint. — 
4, Quadriceps insufficiency associated with instability of the. 
“ joint. 

(1) J nability to brave the knee. —Of the 194 cases under 
review, 80, or 41%, were unable to obtain full extension 
of the knee. In all but 4 of these, points of tenderness 
were elicited—in the ligamentum patelle (28 cases), at 
the insertion of semimembranosus (20), and in both 
situations (24). in 4 aes ueTces the insertion of biceps 
was tender. 


| Inability to! brace knee with tenderness in ligamentum 


_ patelle.—When the ligamentum patelle is tender it is generally 


possible to obtain full painless extension of the knee on passive 
movement ; active extension, on the other hand, is painful 
and incomplete. In effect, the patient does not fully extend 


= his knee because of pain which arises when the tender liga- 


ment is pulled up in the last degrees of extension. The cases 


‘under consideration were seen some weeks after the initial 


injury. On one occasion we saw a number of patients within 
2 or 3 weeks of operation ; several of them showed a soft 
crepitus in the ligament, very similar to that felt in achilles 
tendinitis. We consider it possible that trauma to the 
knee, operative or otherwise, may sometimes be followed by 


_ a tendinitis of the ligamentum patelle, which in turn gives 
rise to persistent local tenderness. 


Inability to brace knee with tenderness at insertion of semi- - 
membranosus.—The clinical picture when there is involve- 
ment of the semi-membranosus insertion differs in some 
respects from that described above. Im this syndrome both 
active and passive extension are painful. In many instances 
full movement cannot be obtained. As is well ‘known, all 
patients with severe arthritis of the knee adopt the position 
of flexion of the joint ; this is considered to be the natural 
response to pain. We have recently seen 2 early cases of 
acute gonococcal arthritis in a military hospital; in both 
cases the knees were held in flexion, the insertion of semi- 
membranosus was acutely tender (far more tender than any 
other part of the joint), and 10 minutes soothing massage to 
the tender muscle insertion pr oduced almost complete exten- 
sion of the joint in both instances. Spagm of the hamstrings 


‘leading to shortening is evidently an early reaction to injury’ 
= or disease of the joint. 


(2) Tenderness in .the scar or internal lateral liga- 
ment.—Of the 88 patients who had undergone operation - 
or who had wounds of the knee, 48 had painful scars. 
Leriche (1939) lays great stress on this finding, which he 


- says is liable to develop in regions where normally the 


skin has little flexibility and little freedom of movement 
(‘‘la syndrome de la peau trop courte’’). In severe 


cases he has found the painful scar to be accompanied 


by weakness and even muscular atrophy. In our 
experience it, is exceptional for the whole scar to be 
involved, the most common site being at the lower end 


of -the incision for- an internal meniscectomy. Scars 


resulting from gunshot wounds are. often tender. 

Thirty-eight cases showed tenderness of the internal 
lateral ligament, often at the lower end. This is not 
in keeping with the findings of Bristow (1935), who says 
that it is nearly always the upper .part of the ligament 
which is involved. On rare occasions there was tender- 
ness of the external lateral ligament. 

(3) Effusion into the joint.—Some degree of effusion 
into the knee is a frequent finding after injury or opera- 
tion. It is customary and probably justifiable to i ignore 
this when the amount is small and not appreciably in- 
creased by` exercise. In another group marching or 


running is followed a few hours later by an increase of 
A à 


’ 
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‘fluid. The most unsatisfactory group is that in which 
the effusion comes on during, as opposed to after, exercise. 
Such cases and: those with persistent large effusions 
respond poorly to treatment. - 

(4) Quadriceps wasting and joint unstability.— Quad- 
riceps wasting was present in all but 3 cases, 2 being 
members: of the Army Physical Training Corps and the 
third .a glider pilot sergeant. Several soldiers were 
unable to: contract their quadriceps properly; often this 
was. due to a tender ligamentum patella ; in other cases 
the art of contraction had been lost, sometimes eom- 
pletely, and re-education had not been, carried out 
adequately in hospital. ` 
' Quadriceps insufficiency was closely. associated with 
increased anteroposterior mobility, which was found in 

90% of the series and was often associate with some 
increase of movement in the normal knee. It is open to 
doubt whether every case of increased anteroposterior 
mobility should be ascribed to tear or stretching of the 
cruciate ligaments, though the latter is probably the 
explanation of the increased' movement invariably 
. present. with a large effusion. Examples of perfect 
jomt. stability in patients whose ‘cruciates have been 
found at operation to be seriously damaged are reported 
by Murray. (1942) and Caldwell (1943). 
(1943) emphasises that joint stability: improves in 
proportion to the tone of the quadriceps; this is con- 
firmed by our experience. 

Similarly, the presence of lateral mobility is not 
necessarily indicative of a tear of the lateral ligament 
of the knee. It can often be observed that lateral 
movement. obtained with the knee in full extension 
disappears when the patient is instructed to tighten his 
quadriceps. The sound knee, on the other hand, does 
not give this physical sign. 


whereas the poor tone consequent on injury to the knee 
is insufficient to prevent this movement even when the 
knee ts held fully extended and the lateral ligaments 
are ihtact. In the same way anteroposterior mobility 
can often be prevented by tightening the quadriceps 
with the knee flexed. 


: _ TREATMENT 


Tender sites.—As a rule, tenderness of the semimem- 
- branosus insertion responds satisfactorily to physical 
treatment. Heat and friction on alternate days'seem 
all that- is required. After four treatments a noticeable 
improvement is apparent, and the patient often volun- 
teers that he is better able to straighten his affected knee. 
Much depends on the physiotherapist in charge of the case. 
We have been fortunate in having the assistance of a 
masseuse who is expert in this form of treatment. 

Physical methods are disappointing with the other 
sites of tenderness. An occasional exception is hista- 
mine or iodine ionisation in cases of painful ligamentum 
patellee.. The most satisfactory method of treatment 
appears to be the injection of 2% ‘ Novocain.’ Though 
‘by no means uniformly successful, it often does good 
even in cases which have become completely stationary. 
It must be remembered that symptoms had been present 
for several weeks in all patients we were treating ; it 
is likely that if novocain had been injected at an earlier 
_ Stage better results would have been obtained. This 
would ‘apply particularly to painful scars. Leriche, 
in fact, advocates routine prophylactic injection of 
scars in certain situations. — 

Effusion.—Effusion which develops after exercise can 
often be prevénted if a compression bandage is applied 
directly after such exercise. The bandage should ‘be 
retained until the next morning and reapplied after 
farther similar activity. As a rule this procedure need 
not be contmued for more than a fortnight. 

Cases with large effusions, and those in which the 
effusion persistently develops during, as opposed to 
after exercise, present a very different problem. We 
have found little in the way of treatment which has any 
effect in this type of case. 

Quadriceps insufficiency.—By the time the convalescent 
stage has been reached non-weight-bearing remedial 
exercises are the most useful means of treatment. Weights 
and eys are now popular, but as usually employed, 
with the patient sitting on a bench, they are unsatis- 
factory, as the exercise is often stopped with the knee 


Watson-Jones | 


Evidently, normal quadri- ` 
ceps tone is necessary to prevent lateral mobility, ° 
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short of full extension. - The modification advocated by 


- Duthie and Macleod (1943), with the patient. lying prone, 
is more satisfactory. Static contractions of the quadri- 
ceps are often poorly carried out with a tender ligamen- 
tum patelke, and the vastus internus, which is almost 


invariably the most: wasted of the quadriceps group, _ 


cannot be correctly exercised when there is limitation 
of extension of the knee (Nicoll 1943). On rare occa- 
sions efforts at obtaining full extension are carried too 
far, and hyperextension is demonstrable, but this can 


sometimes be corrected by re-education of the PESHES 


> 


DISCUSSION: : 
Several questions arise out of the investigation. 
(Í) Why are our results so bad ? How much are they due- 
to the development of clinical states which we havo 
described ? 


(2) How much is a prolonged period of hospitalisation to 


' blame for the slow and unsatisfactory convalescence ? 

(3} Should a knee which has been subjected to severe trauma 
be expected to leave a convalescent depot in category Al ? 
(4). What should be the disposal of those cases whose progress 

_ is unsatisfactory or whose period of disa pility is likely 

to be unduly prolonged ? 

(1) Progress must be unsatisfactory as long as painful 
areas exist or the knee is unable fully to extend. We 
believe that the clinical states we have described are 
important, and we have already emphasised that many 
of them should be dealt with at ah earlier stage than the 
convalescent depot. . There the basic principle is group 
training; it is clearly unsound to resort to injection 
or protracted physical measúres which not only interrupt 
the training but also tend to re-create the hospital 
_atmosphere. 

.(2) Are the bad results parle to be attributed to a 
long period in ‘hospital blue ” (im a military, EMS, . 
or British Red Cross hospital)? It is significant that’ 
Metcalfe (1944) could get 16 out of 20 soldiers back to 
Al if they were returned to their units in temporary 
low category within 3 weeks of. operation. We have 
found that the longer the period between operation 
(or injury) and- admission. to the convalescent depot the 
longer the patient’s stay in the depot. There seems to 
be a tendency in this country to keep patients in hospital 
for a long time after meniscectomy. This may partly 
account far the recent figures given by Bristow (1944) 
(50% of 1058 cases returned to unit in Al), results less 
stri cing than those -obtained by the other. observers 
quoted previously. ` 

The same argument may also apply to the group, 
“ Internal derangements not operated upon.” Bristow 
(1939) points out that long immobilisation after liga- 
mentous strain encourages the formation of adhesions 
and thus prolongs recovery. As already stated, the 


‘ average time between imjury and admission to the 


convalescent depot was 9 weeks in our series. 

(3) Judging by peace-time results in professional 
footballers, it appears justifiable to txpect soldiers with 
knee injuries to leave a convalescent depot in category 
Al—using Al in its true sense, and not as a synonym 
for “fit to return to former duty.” We have spoken 
to`a number of footballers who have had trouble with 
their knees during their professional career. The story 
they tell is the same—that they were playing in their 
first division side 3 weeks-after a mild sprain, and 8 
weeks, at the outside, after meniscectomy. Only after - 
a severe strain or rupture of the internal lateral ligament 
were they out of football for 3 months or more. One 
well-known Arsenal footballer was playing in a practice 
game 4 weeks, in the reserve. side 5 weeks, and in the 
first division team 6 weeks after an external meniscec- 
tomy. All without exception emphasised that early 
and complete recovery depended largely on their own 
efforts at building up their quadriceps.. This has been 
borne out by our own experience in the case of members 
of the Army Physical Training Corps ‘and key personnel 
of the Airborne Forces ; the former have a clear idea of 
the importance of musclar redevelopment. and the one 
ambition of the latter is to return to their unit in 
category Al. 

(4) Many knee cases improve up to a certain ‘point, 
beyond which no further progress is made. 
instances it is waste of time and demoralising both to the 


patient and other soldiers in the depot to persevere in 


In such ` 


\ 
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the hope that a sudden turn for the better will take place. 
It is much better to downgrade these men and return 
them to their units as soon as possible. The types of. 
case particularly liable to become stationary are (a) 
. those who consistently experience pain on jumping, 
running, or marching over rough ground; (6) those 
with well-marked joint instability ; and (c) those with 
persistent effusion. which increases during- (as opposed 
to after) exercise. | 
SUMMARY 


Among 194 cases of knee injury studied at a Military 
Convalescent Depot, progress was often unsatisfactory,, 
. irrespective of etiology and type of treatment. 

_ Certain clinical features constantly recur in knee 
injuries with delayed recovery. The most important 


of these are (a) inability to brace back the knee, (b) 


ESTIMATION OF URINARY MEPACRINE) 


localised areas of periarticular tenderness, (c) effusion, ' 


and (d) joint instability. 

Inability to brace back the knee is commonly asso- 
ciated with tenderness of the ligamentum patellæ 
and/or semimembranosus insertion. 

- Joint instability is not necessarily due to injured 
cruciate or torn internal lateral ligaments ; it is often 
due to quadriceps insufficiency. : 

Tenderness of the semimembranosus insertion responds 
to frictions. Other tender sites and painful scars are 
most satisfactorily treated by novocain injection. 

Cases with effusion developing after exercise are 
benefited by the application of a compression bandage 
immediately after exercise. Those “whose effusion 
consistently develops during exercise make unsatis- 
factory progress. 

Suggested ‘reasons for the unsatisfactory results 
obtained are : 
described ; (b) unnecessarily long periods in hospital. 

It is justifiable to expect soldiers with knee injuries 
to leave the depot in category Al. 

Karly down-gradihg is recommended in cases where 
there i is little hope of improvement. 

We are indebted to Major-General R. E. Baniy, DDMS 
Southern Command, for permissioh\to publish this paper, 
and to Lieut. -Colonel F. G. Kerr, Bamc, officer commanding 
a Military Convalescent Depot, for providing facilities for 
the investigation. 
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FIELD METHOD OF ESTIMATING 
-MEPACRINE IN URINE 


EARL J. KING. MARGARET GILCHRIST 
MA, PH D TORONTO MSC MANITOBA 
_ PROFESSOR OF CHEMICAL RESEARCH ASSISTANT, BRITISH 
PATHOLOGY, UNIVERSITY POSTGRADUATE MEDICAL 
OF LONDOY SCHOOL 


THE demand for a‘ method of estimating. urinary 
` mepacrine, suitable for use in the field, may be met 
_by the method described below. Its principle is as 
follows.. The mepacrine is extracted from alkaline urine 
into ether or paraffin, washed with NaOH, taken into 
N HCl, and the colour measured against yellow glass 
discs in a Lovibond comparator. The procedure is an 
adaptation of previous methods, and conforms to the 
general principles laid down by Masen (1943) and by 
Brodie and Udenfriend (1943). Results by this method 
have agreed well with photo-electric and fluorimetric 
determinations of mepacrine in a large number of urines 
from patients taking the drug 


Apparatus.—200 ml. tae funnel; 50 ml. graduated 
cylinder; Lovibond All- Purposes Comparator or Nessleriser 
with mepacrine disc covering the range 0-5 to 5 mg. per litre ; 
teat pipettes. 

_ Reagents.—Ether or paqmi oil (kerosene or fuel paraffin) ; 
10% NaOH; N HCl. 

Method. —To 50 ml. of urine in a separating funnel, add 

2 ml. of 10% NaOH and about 100 ml. of ether or paraffin, 


(a) delay in treating the clinical pictures. 


~ 


 leriser, and the standard mepacrine disc are ob 


4 
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Shake well, allow to separate, and drain off as much of 
the urine layer as possible. Wash by sþaking with 
10 ml. of 10% NaOH and draining off. (The shaking and 
separating can be done in medicine bottles, by decanting 
and sucking off, but a separating funnel is more con- 
venient.) If the colour is to be read in the Comparator, 
add 18 ml. N HCl; if it is to be read-in the Nessleriser, 
add 60 ml. of N HCl. Shake well, allow to separate, 


and drain off as completely as possible into the 4 cm.: 


Comparator cells or the Nessleriser tubes. Compare 
with coloured disc. 


remain suspended in the HCl extract and make the 


reading of the colour difficult, the extract should be — 


passed through a filter paper. - 
If the colour is too strong, dilute 1:1 with N HCl and 
read again. 


If globules of ether or paraffin. 


If the colour is too weak (i.e., less than 0-5 mg. mepa- 


crine per litre), 100 ml. (or 200 mil.) of urine should be 
extracted with the 100 ml. of ether or paraffin in a 500 ml. 
separating funnel. .The mixture should not be shaken 
violently, lest an emulsion form ; it is sufficierit to mix 
well by gentle inversion (about 1 a second) 30 or 40 
times. The rest of the anata ey is the same as above, 
and the result is divided by 2 (or 4 

The Lovibond All-Purposes Comparator, the Ness- 
ainable 
from Tintometer, Ltd. Milford, Salisbury ;; or from 
British Drug Houses Ltd. | 


This method has been developed at the suggestion of the 
chemical and pharmacological subcommittee of the Malaria 
Committee of the Medical Research Council. An expenses 
grant from the MRC to defray the costs of the investigation is 
gratefully acknowledged. We should also like to thank 
Major James Reid, Ramo, for his help and advice, and for 
furnishing us with numerous specimens of urine’ which he had 
analysed for mepacrine by the Brodie and Udenfriend method. 
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INDIRECT DETERMINATION 
_ PLASMA MEPACRINE » 
DURING A THERAPEUTIC COURSE 


+ 
MALCOLM BROWN J. L., RENNIE 
D PHIL OXFD, MRCP MRCPE, DPH 
MAJOR RCAMO CAPTAIN RAMO > 


FIRST FIELD SECTION, MALARIA RESEARCH UNIT 


SPECIMENS of plasma and urine obtained from patients 
during a therapeutic course of mepacrine have shown 
a relation between the concentration of mepacrine in 
the plasma and the urinary mepacrinė and ammonia 
concentrations which is almost as strict as the relation 
in subjects on a suppressive mepacrine regime described 
by the Army Malaria Research Unit (1944). The terms 
of the relation are different in the two groups of patients, 
however, and we would wish to repeat the advice of the 


OF 


Army Malaria Research Unit that the terms of the 


equation be defined with each new regimen of drug 
administration before proceeding to the indirect deter- 
mination of plasma mepacrine through observations on 
the urine. 
EXPERIMENTS 
The 35 patients used in the first experiment had been 
on a therapeutic course of mepacrine 0-2 g. four times 


‘daily for two days and 0-1 g. thrice daily for four to ten 


days. The specimen for plasma mepacrine estimation 
was obtained 12-15 hours after the administration of 
the last tablet, and the urine was collected immediately 
after the venipuncture. Plasma and urinary mepacrine 
concentration was estimated by the double extraction 
method of Masen (1943) and a Coleman fluorimeter 
model no. 12 was used to measure the fluorescence. 
Urinary ammonia was measured by the formal titration 
method as described by Cole (1933). 

The plasma levels in the group ranged from 14 to 75 ug. 
per litre,and the urinary mepacrineconcentrations ranged 
from 1-3to 19-3 mg. per litre. en the plasma mepacrine 
was compared with the ratio urimary-mepacrine: urinary- 


ammonia, the folowing regression equation was sobtained : : 


UM_ 


-X 109 + 27 (i) 


THE. LANCET] Ne | 
Where PM is the plasma mepacrine concentration in 
vg. per litre, UM is the urinary mepacrine concentration 


in mg. per litre, and: UNH, is the urinary ammonia- 


nitrogen in mg. per 100 ml. The relation found by the 
Malaria Research Unit at ‘Oxford in patients on a sup- 
pressive regime was described by the equation : 
; ' UM os bo 
_ PM 5 UNH, | Bo ti) 
The difference between (i) and (ii) ‘is shown diagram- 
‘matically in fig. 1. _ 
In our results obtained during treatment a better fit 
for the data was given by the equation : 


PM = 2-36 UM — 0-42 UNH, + 47 .. (iii) 
The multiple correlation coefficient between PM and 
UM and UNH, was 0-738. 


x 500 


of the mean of dupli- 


o P cate indirect plasma 
= estimations was ‘6-05 
2 40 ‘wg. per litre. 

23 Inthesecond experi- 
a& dö ment plasma and urine 
E specimens were ob- 
£ tained from 51 patients 


at the time of admis- 
sion to hospital and 
from 36 patients at the 
end of their mepacrine 
therapy. In the first 
group mepacrine had 
been taken irregularly 
5 ,. _ imsuppressive dosesfor 
- as long as five months, and the plasma levels ranged from. 
0 to 35 ug. per litre; the urinary mepacrine concentrations 
were between 0-03 and 2-50 mg. per litre, and the 
coefficient of- correlation between plasma and urinary 
mepacrine concentrations was 0:479 (P<0-05). In the 
second. group 0:2 g. of mepacrine had been given four 
times daily for two days and 0-1 g. thrice daily for four 
to ten days. . 
Hg. per litre, the concentrations between 0-9 and 
17:0 mg. per litre, and the coefficient of correlation was 
0-303 (P <0-05). In the group on suppressive mepacrine 
the regression equation was ; i 
| PM ='7-3UM + 4 .. (iv) 


whereas in the group on the therapeutic dosage the rela- 
tion was described by the equation: K 


°o 


~ 905 010 O15 0:20 0-25 
Urinary mepacrine (mg./1.) 

-urinary ammonia (mg./100mI.) 

Fig. I—Effece of difference in mepacrine 


regime on the relation between- plasma 
mepacrine and urinary mepacrine | 


_ urinary ammonia. 


PM=1:5UM+28 .. .. a, (v) 
The difference between (iv) and (v) is shown in fig. 2. 
DISCUSSION . 60 oe i 
During theg 
standard suppres- § 40 |: 
sive regime of &2 
mepacrine 0-1 g. € E 
daily, and during £720 
the therapeutic 4 
course in common @ 


use, it has now 


4 6 8 b nh 
wn t ti pe 
i eae be bee - Urinary mepacrine (mg. per l.) 


. n Fig. 2—Effect of difference in mepacrine regime 
pie again on the relation between plasma and uicltiary 


‘mepacrine. 
and the urinary P 
mepacrine, influenced by the excretion of ammonia, which 
' is sufficiently strict to permit the estimation of plasma 
mepacrine from observations on theurine with an accuracy 
comparable to the accuracy of the direct method. The 
difference which has been found in the relation in the two 
gtoups in no way invalidates the indirect method, but it 
confirms the original suggestion that the details of the rela- 
tion should be defined in each new situation. The cause of 
the difference is very probably the change in the relation 
between plasma mepacrine and urinary mepacrine which 
was demonstrated in our second experiment.. Evidently 
the dosage of mepacrine has an influence on the urinary 
excretion of mepacrine which is as important as the 
plasma level, for. some men have plasma levels during 
‘therapy which are no higher than those shown by others 
on suppressive mepacrine, and such men excrete in the 
urine much larger amounts of the drug than the men on 
suppressive doses who show comparable plasma levels. 
l 4 


s 


The standard deviation - 
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The Ranma levels lay between 12 and 100 , 
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After a period of field work we are convinced that the - 


(indirect method of. estimating plasma mepacrine is the 
goal at which to,aim. The direct method involves a 
venipuncture which must usual] 


fuges, special extraction apparatus, special reagents, and 
a fluorimeter which needs reasonably steady electric 
power. It is a method which is useful only to special 
teams. The indirect method involves only the collection 


of a specimen of ‘urine, the colorimetric estimation of ` 


mepacrine, and the estimation of ammonia, both of 
which estimations can -be done with the apparatus and 
reagents already available in a general hospital. With 
this method many more cases can be investigated with 
limited personnel, and it is simple enough to be used’ 
by general laboratory workers. It can be confidently 
applied to patients on a suppressive regime or on the 
standard therapeutic course. Before it is used. with 
patients on a different regime, however, it will be neces- 
sary to work out the relevant equation of prediction by 
parallel direct determinations on a sample of the group 
involved. i 
` SUMMARY 

The existence of a relation between plasma and urinary 
mepacrine concentrations, infiuenced by the urinary 
ammonia concentration, has been confirmed. `. : 

In patients receiving therapeutic doses of mepacrine 
the relation is different from the relation found in subjects 
receiving suppressive doses. l 


The indirect determination of plasma mepacrine from 


observations on the urine is almost as accurate as the. 
direct method and is much simpler and ‘quicker. 


Crew for his interest in this work. 
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INDIRECT. DETERMINATION OF 
PLASMA MEPACRINE 
IN SUBJECTS ON A SUPPRESSIVE REGIME 
METHOD SUITABLE'FOR A PIELD LABORATORY 

| ARMY MALARIA RESEARCH UNIT,” OXFORD 

IN a previous publication (Army Malaria Research 
Unit 1944) an account was given of the empirical relation 
between the concentration of mepacrine in the plasma, 
the concentration of mepacrine in urine, and the con- 
centration of ammonia in urine. It was found that 
within the limits of the experimental data (i.e., PM lies 
between 12-2 and 40-2 yg. per litre): 

| “ > UM ss 
Aai UNH, O 

where PM is the plasma mé 


Grateful acknowledgement is made to Brigadier F. A. E. © 


pacrine concentration in 
g. per litre, UM is the urinary mepacrine concentration 


-` in mg. per litre, UNH;, is the urinary ammonia-nitrogen . 


in mg. per 100 c.cm., and K is a constant. When K 
is evaluated, the above relation can be used as an 
indirect method for the estimation of plasma mepacrine 
concentration from analyses done on urine only. Thi 
paper gives an account of the procedure and a statistical 
evaluation of the results obtained. The folowing 
analytical methods are recommended. ' 


Urinary mepacrine.—Method of King (1945). The urine — 
is made alkaline with NaOH and the mepacrine extracted 


with ether or paraffin. The extract is washed successively 

with NaOH and water and the mepacrine taken into weak 

F°O1. The colour of the solution is compared against standard 
discs in a Lovibond Comparator. 

Urinary ammonia.—For the determination of ammonia 

in urine either of. two methods may be used. hog : 

]. Formol titration method.—The principle of this method 

is well known and is concisely described by Cole (1933). 

Amino-acids as well as ammonia are ‘measured by this 

method so that the figures for formol titration are higher 

` by about 20% than those given by the direct methods 

for measuring ammonia in urine. Because of this, in the 

* Lieut.-Colonel B. G. Maegraith; Majors G. M. Brown, R. J. 

ssiter, A. Kirshner, and W. H. Dalton; Captains K..N 


Irvine, J. C. Lees, D. 8. Parsons, C. N. Partington, and J. L. 
Rennie; Surgeon Lieutenant R. E. Havard, 


be performed by an- 
officer, ten pieces of glass-ware fof each specimen, centri- - 
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TABLE I—DIRECT TRIPLICATE DETERMINATIONS OF PLASMA 


MEPACRINE: AND URINARY MEPACRINE AND AMMONIA E 


(FORMOL AND BASE-EXCHANGE) bee a 48 


EXPT 1 _ EXPT 2 
=o tae e : 
: ~ A añ : 
i arel 2. Urine Sse j|oom Urine, 
| POS as ammonia Bee as ammonia 
o EME 3D NH,-N mg./ S 35 NH,-N mg./ 
Aig A g aL ' 100 c.cm. AE l 32 100 c.cm. 
3 | 2 gu Si 29 (ONH;) os So (ONH;) 
$| g| ag? Ae : aes | as |—— 
2d) o> 55| 2S - 
2 Az A to Base-| 23 Ja Base- 
3 Be BS For- | “ex. | 255 5 g | For- ex- 
. | nas) P mol ichange] & 2.5 mol change, 
DRE A UA ni | | 
oe or | PE mo 
264; I) 47-0 | 150 | 37-1 | .32 4-20 | 58-8 | 46-0. 
aod | 
+ . 1290 : 
I (31.0 1-03 | as | n 1:10 | 13-4 | 10-0 
oad 
265; I E ' 0:93 | 15-9 | 15 8 | -1:05 | 24-0 | 20-0 
| 2-4 ; 
I |274 | 0-54 | 92) 75 . 
oojo 256 | 28-6 | 1-15 | 22-9 | 20-0 
267, I 35-4 | 3-25 | 713 | 59 29-4 | 0-62 | 21-0 ! 17-5 
| ` 1 28-8 | : 
| II ! 28-3 | 1-68 | 30-9 32 | 10-2 | 0-38 | 9-8 | 8-0 
St 182-0 | | 20-9 
a 27-6 |, 21-1 
269, I'130 | 0-26 | 9-2 | 7-5 | 18-7 | 0-28 | s4 | 6-5 
120-0 "| 118 
| 160 ; 2 30-3 | 
l IIS 118°); 0-33 | 11-4 5 9 7:3 | 0-25 | 8-4) 6-5 
1S 136 1 10-4 CoE 
(URL | + 1 15-0 | 
271° «11145 | 0:30 | 84! 75| 5-7 | 0-2 8-4 | 80 
| 21-0 12-5 ce 
| | 118 : | 15-0 Ai 
(IL) 18-9 | 0-51 | 14-7 | 13-0 | 146 0-33 | 15-5 | 13-0 
oe | 
: | . . 
i 7 |. ` 
274; I:163 | 0-38 | 13-8 : 13:0 | 10:8 | 0-6 | 26-5 | 23:0 
d | 3 p ie 1. 6-2 f | ` 
| 11 '15-3 | 041 | 13-7 | 120 [124 | 0-4 | 218 | 20-0 
| (10-7 | = 8-3 
S wal 11-1 | 
_ 261. I 23-8 , 0-60 | 18-1 |155 | 8-1 | 0-27 | 10-9 | “9-5 
Fee | 18-2 
Fe 19-5 | 8-4 
ILI 193 1065 | 27-8 | 240 | 17-5 | 0-27 |. 79: 65 
l 36-2 | 9-8 l 
ne te (12-1 
270' I : 21:5 1 0-50'| 23-6 | 17-5 | 17-5 | 0-63 | 19-6 | 13-5 
{ | n: | v4 ; 
| 1] “Oo |; . l i 3 
IE ' 19-8 | 1-00 | 39-2 | 33-5 | 10-4 | 0-70 |. 19-5 | 15-0 
. t 16:5 | G na | 
' i i o i 
272° I | 32-3} 0-79 | 17-0 | 15-0 | 32-0 | 0-60 | 12-8 : 11-0 
| o ee ee 
| IE} 23-2 '0-75 | 18-4 | 17-5 | 27-0 | 0-75 | 16-4 | 14-0 
| 228 | | 45-0 : 
i : | i 
l f ; 
273. I | 23-2 hates 6-3 | 6-0 | 15-7 | 0:33 | 60 | 4-0 
! | 22-3 eons 24:5 | 
| 29:5 | 7 20:9 l 
© i IE} 232 10-475 | 9-2 | 7-5 |353 | 0-40 | 717 50 
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indirect estimation of plasma mepacrine K. (formol) in the 
above equation is higher than K (base-exchange). 

2. Permutite base-exchange, followed by nesslerisation (Folin 
and Bell 1917).—Ammonia can also be determined directly 
‚by nesslerisation and comparison of the resulting coloured 
solution with the standard blood-urea disc of a Lovibond 
Comparator. Urine contains substances (e.g., creatinine) 
which interfere with the colorimetric determination. 
The ammonia must therefore bo isolated from the urine. 
This can be done with permutite (sodium aluminium 
silicate) which removes ammonia from neutral or weakly 
acid solutions, the ammonia replacing the sodium of the 
permutite. If the supernatant fluid is then removed, and 
the permutite made alkaline, the ammonia is again liberated 
Z into solution, and can then be estimated colorimetrically 
by the addition of Nessler’s reagent. i 


TABLE II—COMPARISON OF MEANS OF PM (OBS) AND PM (CALC) 
(MEAN OF PERIODS IN HG. PER LITRE) « 
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ele2 lege! 2) ¢ 48 loca) = 
A | sg® |S, a4) 3g A | $35 |g, 83] 3 
3 SE get) 2] 3 age) gage) 3 
2 | gs6 sâ% s | 2 | x86 | SAE! N 
I i A Og A ; Ry A ee A 
no. A M at ee Da NM My: 
` ! ( 
264 | -39°5 33°3 
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265 | 20:3 | 236 
267 | 25-0: |- 21-1 - 
© 272 | 211 |- 200 


273 | 244 | 23-4 | 28:5] 273 | 27-7 | 339- | 33-5 
261%] 14-2 | 138 |211| 26t | 145 | 14-4 | 12-4 
269%! 142 | 11-9. |143| 269 | 15-7 i 17:0 į 156 
aie 117 | 123 | 16-2] 270 : 16:9 19-6. | 136 
anis] 17-6 | 14-8 | 15-1] 271) 112 | 105, | 12-4 
omae| atA | a7 | 13-5] 274 | 103 | 97-| 96 


* Subjects No. 261, 269, 270, 271, 274 had omitted to take the drug 
_ for seven days before experiment 1, and had resumed taking the drug 


€ 


for seven days before experiment 2. : 


ee ee eee 


INDIRECT ESTIMATION OF PLASMA MEPACRINE 


‘The subjects had been on a suppressive regime of 
0-1 g. mepacrine daily for at least 6 weeks. They were 


\ 


given 500 c.cm. of water to ensure a fairly dilute urine 


and two specimens of urine were collected at intervals 


of approximately an hour. The concentrations of © 
mepacrine and ammania-nitrogen in each sample were 


determined by the methods outlined above, and the 
values substituted in the formula. o te 
_ The mean value of the constant K jn our experiments 
‘was found to be 500 when UNH, was measured by 
formol titration, and 420 when UNH, was measured. by 
base-exchange. It is recommeneded that‘: UM and 
UNH, be determined in duplicate on each specimen of 
urine. The best estimate of PM is the mean of values 
calculated for two consecutive specimens ‘of urine. It 
will be noticed that the calculation is independent of 
the urinary volume or of the time during which the urine 
-is collecting in the bladder, for it depends only on urinary 
concentrations. | ; 
Indirect determinations of plasma mepacrine concen- 
tration (PM calc.) were made in the manner described 
above and compared with direct determinations (PM 
obs.) made by a modification of the method of Masen 
(1943). Ten subjects were used. Two successive 
l-hour urine samples were collected from each subject 
and at the middle of each period sufficient blood (45 c.cm. ) 


<- was drawn for the direct determination of plasma 


mepacrine on three separate samples of blood. The 
experiment was repeated on each subject at the end of 
a week. l | g.. ares 
| RESULTS 

The results of the direct determinations of plasma 
mepacrine and the urinary analyses are given in table 1. 

The indirect values for plasma mepacrine (PM calc.) 
were calculated from the formula using either the mean 
K (formol) or K (base-exchange) according to the method 


of estimating -UNH,. The mean of the values calcu- | 


lated for two consecutive hourly periods are shown in 


table 11. It will be seen that the agreement between 


PM" obs.) and PM (calc.) is good. . | 


If facilities exist for the direct determination of plasma 


mepacrine (e.g., Masen’s method) the constant K in the 
equation should be calculated in a group of subjects 
under local working conditions, especially when’ the 
regime of mepacrine administration differs from the one 
described here. For example, since this work was done, 
a group of subjects on therapeutic regimes/ has been 
studied abroad by one ef us (G. M. B.); it was found in 
this group that, while the relation between the ratio of 
urinary mepacrine and ammonia and the plasmà mepa- 
crine concentration held, the value of the constant was 
lower than that obtained in Oxford. 


d R i 


bod 


si THE LANOST) © 


x y . 4 $ $ & ( 


Age 


E g _ DISCUSSION 
The error of the 
plasma mepacrine was calculated and gave a standard 
deviation of + ‘4-1 ug. per litre. This error may seem 
. large but it should be pointed. out that the triplicate 
estimations were done on three separate extractions of 
` three separate samples of plasma and include among. 
others all the errors that may arise from the fact that up 
to 80% of, the mepacrine in the blood is contained in 
the white- cells. Some of the white cells may remain 
behind or may be disintegrated on centrifuging and so 
increase the apparent mepacrine concentration of the 
plasma. It is because of this that the error of these 
triplicate estimations is greater than the error of the 
analytical method as shown by the recovery of mepa- 
crine added to plasma, which we have found to be- 
+ 2-0: ug. per litre for a single extraction. i 
' The differences between PM (calc.) and PM (obs.) in 
table 11 include three components. These are: (1) the 
errors of the direct determination of PM (obs.), (2) the 
errors: of the urinary field analyses, and (3) the errors 
inherent im the bioldgical relation expressed by the 
equation. The combined values of the last two com- 
ponents cain be assessed by statistical analysis. 
in the indirect estimation of plasma mepacrine, when the 
UNH, is measured by formol titration, the standard 
deviation of the combined biological and analytical 
components. (2 and 3 above) is + 4-0 ug. per litre. When 
the UNH, is measured by the base-exchange method 
the standard deviation of these components is + 5-6 
ug. per litre. : B . 
It will be seen that these values compare very favour- 


ably with the standard deviation obtained for: the mean 7 


of triplicate direct plasma determination—i.e., + 4-1 
iz. per litre. ‘In view of the simple methods employed 
the errors of the indirect method revealed by this analysis 
are surprisingly small. , os 
| | ae SUMMARY = = 
A method suitable for use in field laboratories is 
described for the indirect estimation of plasma mepa- 
erine in subjects on doses of 0:1 g. daily from analyses 
of urine only. l E l T re 
The errors of this method using duplicate determina- 
tions are of the same order as those of the mean of 
triplicate direct determinations. | A 
Our thanks are due to Brigadier F. A. E. Crew for his 
interest in this work and to Dr. R. B. Fisher for help with 
the statistics. Pig eae eee 
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 PERIARTERITIS NODOSA ` 
REPORT OF A CASE 


J. A. R. BICKFORD, MRCS A. I. D. PRENTICE 
SURGEON LISUT. RNVR;  MBEOS~. 
FORMERLY HOUSE-PHYSICIAN, FORMERLY STUDENT 
METROPOLITAN HOSPITAL, HOUSE-SURGEON, METRO-. 
LONDON POLITAN HOSPITAL 


THe following case of periarteritis nodosa, diagnosed 
after death, presents some uncommon features, and 


it seemed worth while to report.it even though few 
pathological investigations were carried out. 


CASE-HISTORY 


-The patient, a man of 43, was referred to the Metropolitan 
Hospital because of hematuria, Four days before admission 
he had noticed, in the morning, that his urine was dark red. 
There was then no pain and he continued work until the 
evening ; but durmg the night he experienced colicky pain 
in the lower abdomen on both sides. It was not very severe, 
and there was no increased frequency of micturition. These 
symptoms were still present on admission. - ; 

` Four months before he had had “a bad cold,” and since 
then he had had intermittent pains in the left shoulder and 


loin. “He coughed a lot and expectorated:a fair amount of | 


sputum; there were no hemoptyses, though he said he had 
had a smal? one ten years before. For 4 months also there 
had been anorexia and loss of energy, but no pain or discomfort 
related to meals. He did not think that he had lost any 


mean of triplicate estimations of | 


Thus 


- -arteries seemed to be normal. 


weight. At the age of IT he had been invalided out of the 
Army because of severe vomiting attacks, tingling in-his legs, 


and looseness of his teeth. There was no history of venereal 
disease: He was married and had two children; thefirst 
child being a mongol, His father had died from carcinoma 
of the stomach and his mother from Bright’s disease. One 


brather had died from a thrombosis: . 


, SURGEON LIEGT. BICKFORD, DR. PRENTICE?:, PERIARTER(HIS NODOSX’! [JUNE 2, 1945 G8G°"' | 


On examination he was a fairly healthy-looking’ man and — 


his mucos# were a good eolour. Mentally he was ‘noticeably 


euphoric. ‘His. disc edges were blurred and the arteries 


thickened. To the nasal sides of the disc were patehes of 
whitish exudate. .There were no abnormalities in the 
respiratory system apart from scattered crepitations. His 


AL- 


pulse was regular and of a good volume; rate 96 a minute. . 


His apex-beat was 4 in. from the midline and in the 6th 
intercostal space. The heart sounds were normal: and' there 


were no added sounds. Blood-pressure 220/140 mm. Hg. 


_-For 3. days after admission his urine was stained deep red — 


with blood, but on the fourth day it cleared; on the fifth 
day blood appeared again, but disappeared finally on the 8th 
day. The specific gravity of his urine varied between 1012 
and 1018, and the supernatant fluid of a centrifuged deposit 
showed a heavy cloud of albumin. In addition to the 
presence of red cells, microscopy revealed occasional white 
cells and some granular casts. His daily urinary output was 
in the region of 34 pints. Repeated examination of the sputum 
and urine failed to establish the presence of tubercle ‘bacilli. 
Cystoscopy was performed by Mr. A. W. Bone and his 
report reads’: ‘‘ The mucous membrane of the bladder appears 
to be healthy.. Spurts of blood were observed coming from 
the region of both ureteric orifices. The orifices themselves 


‘were not made out, being obscured by the blood, but there 


was no doubt that the blood was coming from both ureters.” 


The report on the intravenous pyelogram read: “Control — 


film shows no opaque calculus. Excretion rate’ fair and 
equal in. both kidneys. The patient is very gassy and a poor 
view is obtained of the filling on this account. The right 


kidney is better seen and appears to be within normal limit.” ` 


A leucocyte count showed moderate leucocytosis (15,200 


cells per c.mm.; 12,000 polymorphs, no report on eosinophil — 


cells, 3000 lymphocytes, and 200 large monocytes). 

~ An. X-ray film of the chest showed no abnormality save a 

general increase of fine bronchial markings indicating chronic 

bronchitis. | | Y% T 
His blood-urea was 40 mg. per ¥00 c.cm. on two occasions. 


During three weeks in hospital he lost 6 lb. in weight. There 


was intermittent pyrexia, but only once did the temperature 
rise bove 100° F. His pulse-rate varied between 80 and ‘110 
during the first week, rising to 110-120 in the third week. The 
respiration-rate was of about 22 per min. The blood-pressure 
remained considerably high. | 

On the third day after admission 
macroscopic hematuria) he complained of pain in the left side 
of the epigastrium before micturition ; this was associated 
with pain under the left shoulder blade, eased by eructation. 
There was no return of this pain, though he remained tender in 


both right and left epigastrium. On several occasions he com- ` 


plained of moderately severe pain on the topsof both shoulders. 
On three separate nights he wakened in. a sweat profuse 
enough to'make him change his night-clothes. In the most 


severe of these attacks there was no alteration in the blood- 


pressure and no increase in the pulse-rate. On the 19th day 
after admission he complained of severe pain in theleft testicle. 
The only detectable abnormality was an acutely tender 
epididymis, and the pain disappeared: completely during 
the two following days. On the night of the 22nd day he 
was awakened by severe pain in the right iliac fossa, this being 
quite a new symptom ; he sweated profusely, his pulse was 
almost imperceptible; and the rate was 140 per minute. He 
was very weak but remained clear mentally. There was no 


respiratory embarrassment; his liver was palpable for the 


first time, two finger-breadths below the right costal margin. 
It was not tender. There was some fullness and tenderness in 
the right iliac fossa but no rigidity., He died within 6 hours: 


At autopsy there was approximately 8 oz. of free serous 


' uid in the pericardial sac. The left ventricle was much 


hypertrophied ; there were no valvular lesions. . The coronary 
The aorta showed slight 
‘atheromatous changes. No free fluid was found in the pleural 
cavities. The left lung was‘bound to the parietal pleura. by 
firm adhesions, and showed some slight venous congestion. 


The liver was enlarged and showed early venous congestion. _ 


The gall-bladder was filed by a solitary cholesterol stone 
surfaced by a thin layer of bile pigments. pie 


i 


’ 


(when there was still 


=. 
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Lying behind the peritoneum and over the right psoas major 


muscle, extending from the liver down to the iliac fossa, was 
a large bluish-black swelling ; when incised this was found to 
contain about 4 pints of blood-clot, firmly organised at the 
periphery. On evacuating the clot, the right kidney was seen 


` to be in its normal position and was of a normal size. The 


capsule had a small yent at its lower pole and through this 
protruded a firm canalised thrombus. On sectioning the kidney 
the other end of this thrombus was found to be in a dilated 
vessel in the cortex. The left kidney was normal. The left 


‘testis and epididymis appeared to be normal, though thé left 


spermatic vein was dilated and tortuous. The right kidney, 
and a portion of the left, were sent for pathological report. 

\Dr. H. C. Lucey reported that the right kidney showed 
here and there in its substance what appeared macroscopically 
to be small cysts filled with blood. Microscopically, these 
turned out to be dilated blood-vessels filled with organised 
clot ; there was definite periarteritis as shown by amall-cell 
infiltration. There was much clot in the hilum of the kidney, 
and the left kidney, showed similar though milder changes. 
These histological findings suggested periarteritis nodosa. 

| n COMMENT eons a 
.' The diagnosis of periarteritis was established only by 
a histologicalreport on fhe kidneys, but the clinical picture 


was such that a diagnosis might have been made during 
life. Characteristic symptoms shown by this patient 


were cough with expectoration, anorexia, and loss of 


energy for four months ; 6 Ib. loss in weight in 3 weeks ; 
macroscopic bilateral hematuria for several days; 
microscopic hematuria and cylindruria with albuminuria ; 


_ intermittent pyrexia ; ° leucocytosis ; vague shoulder, 


‘epigastric, and testicular pains; and definite hyper- 
tension. The difficulty in reconciling them all with 
one illness might well have suggested the correct diagnosis. 

_Microscopic hematuria is a common finding, but in an 
admittedly incomplete survey of the literature we have 
not found macroscopic hematuria often reported. .In 
Jores’s (1941) series of 14.cases there were no cases of 
proved macroscopic hematuria though one patient com- 
plained of dark urine staining his linen. and in a case 
reported by Harris, Lynch, and Hare (1939) though pre- 
sent, it was coincident with a bladder papilloma. Asa 
presenting symptom we know of it ne only one other case, 
that of Powell and Pritchard (1932), when the bleeding 
was so severe that nephrectomy—the bleeding being 
unilateral—was performed. 


Perinephric hæmatomata have been described by 


Canny (1940) and Mertens (1922). In Mertens’s case 
the hematomata were bilateral. Perihepatic hemato- 
mata have been recorded by Lemke (1922) and Bennet 
and Levine (1929). Leishman (1937) says that death 
from a sudden local vascular lesion is by far the least 
common termination. Death from a profuse hæmor- 
rhage from the liver substance has been found by Cleland 
(1938) and Klotz (1917); from the cystic artery by Gray 


_ (1926); and from the kidney into the perirenal tissues 


by Harris and Friedrichs (1922). 
_ As a minor point, it is interesting to note the presence 
of cholelithiasis. This and other disease : processes 


. , affecting the gall-bladder are often suspected during life 


in cases of this kind, and are occasionally the subject 
of unnecessary operations. l 


SUMMARY 


A new case of periarteritis nodosa is described with 
the somewhat unusual features of: gross macroscopic 
bilateral hematuria as a presenting symptom; death 


' resulting from a sudden hemorrhage from the kidney 


into the perirenal tissues. | | 
We wish to thank Dr. J. W. Linnell for permission to 
publish this case-history and Dr. H. C. Lucey for his histo- 
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o Medical Societies 


BIOCHEMICAL AND NUTRITION SOCIETIES 


THE societies met jointly on April 28 at the London 
School of Hygiene, with Prof. R. A. RS, FRS, in the 
chair during the morning and Mr. L. J. HARRIS, D SC, 
during the afternoon session, to discuss os 


! The Vitamin-B Complex 


In their introductory survey Dr. HARRIS and Dr. E. 
Kopicexk, of the Dunn Nutritional Laboratory, Cam; 
bridge, said that at least a dozen well-defined components 
of the vitamin-B complex were now recognised, and 
structural formulæ were known for 9 of these.. A bio- 
chemical rôle in some specific enzyme reaction was 
recognised for about 5 of them, and 5—aneurine, ribo- 
flavine, nicotinic acid, biotin, and vi í 
had been proved to be needed by man. Two classical 
deficiency diseases, beriberi and pellagra, were con- 
nected with the absence from the diet of vitamin B, and 
of nicotinic acid, and for these two vitamins and for 
riboflavine some idea of the human requirement had been 
gained. Vitamin B, was one of the few vitamins whose 
biochemical function in the body was to some extent 
understood; the first clue to this function was the 
detection in the tissues of deficient animals and men of 
abnormal amounts of. lactic acid,.and, as Professor 


Peters had shown, of pyruvic acid. Professor Peters 


was also the pioneer in showing that the influence of 


‘witamin B, could be demonstrated in vitro by its power >- 


to restore an impaired oxygen uptake to vitamin- 
deficient tissues. The most promising procedure for 
assessing the vitamin-B, nutrition of man, apart from 
saturation tests, was a loading test with glucose followed 
by measurement of tolerance curves in the resulting 
rise of bisulphite-binding substances ix blood or urine. 
The separation ,of vitamin B,, once believed to be a 
single vitamin, into riboflavine, nicotinic acid, and vita- 
min B, had.been followed by the splitting off of panto- 
thenic acid as another entity. Since then further 
factors had been differentiated—some of them, like 
biotin, needed by man, animals, and plants; others of a 
less well-defined vitamin character, like para-amino- 
benzoic acid and inositol, perhaps not directly essential 
to mammals but able to stimulate their intestinal flora 
to produce certain true vitamins needed by the host. 
The various anti-anemia factors, including folic acid 
(‘‘ vitamin M’’) and possibly xanthopterin and the 
extrinsic factor, should also be included under the 
vitamin-B, complex heading. TO 

Mr. J. H. QUASTEL, FRS, of the Rothamsted Experi- 
mental Station, reviewed the part played by members 
of the vitamin-B complex in the enzyme systems, and 
Mr. F. A. ROBINSON, of Glaxo Laboratories, discussed 
the characteristics of the various components of the 
vitamin-B, complex. 

Mr. B. C. J. G. KNIGHT, D sc, of the Wellcome Physio- 
logical Research Laboratories, spoke of the B vitamins 
as growth factors and growth inhibitors for micro- 
organisms. He emphasised that the different nutritional 
needs of various organisms were not an expression. of 
differences in basic metabolic processes but of- different 
ways of acquiring the means to carry out these common 
reactions. | | i 


FERMENTATION AND HUMAN NUTRITION 


Dr. B. S. PLATTand Mr. R. A. WEBB, D PHIL, of the Medi- 
cal Research Council Human Nutrition- Research Unit, 
divided fermentation of food into two categories: that 
taking place before foods were eaten, and the fermenta- 
tion of foods left unabsorbed and unutilised in parts of 
the alimentary canal. The full significance of these 
changes in relation to human nutrition had probably 
not even begun to be appreciated, but something was 
known about their effects on the economy of the vita- 
min-B complex. Fermentation as a process in the pre- 
paration of food was used all over the world, and a wide . 
variety of materials were,used for this purpose ; alcohol 
was not uncommonly a product of this fermentation 
but was by no means always its object. The fermenta- 
tions utilised in food preparation mainly invélved carbo- 
hydrates, but in some—the manufacture Of cheese, soya. 
sauce, fermented bean curd, &c.—protein was mainly 
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involved. In the production of Kaffir beer, which was 
from malted grain and unmalted starchy material, 
‘fermentation was either carried to the stage of enzy- 
matic saccharification of starch and subsequent bacterial 


formation of lactic acid and. certain. B vitamins-to yield. 


a product known as sweet beer,-the process taking about 
a day, or was taken further to the stage of alcoholic 


fermentation by the wild yeasts, this process taking a 


further 3 or 4 days. In the brewing of Kaffir beer, as in 
European brewing, germination of the grain and fer- 
mentation were accompanied by an increase in the 
content of the various B vitamins with the exception 
of vitamin B, which was hardly altered.. This increase 
much enhanced the nutritive value of native foods. A 
maize diet was notoriously associated with pellagra, 
but this disease was never seen in maize-beer drinkers. 
In the West Indies, where. descendants of African stock 
were to be found, a recent survey showed a high incidence 
of minor manifestations of B,-complex imsufficiency ; 
there a fermented sugar drink was taken which was 
unlikely to be of comparable value to Kaffir beer. A 
.fermentation process of a different kind which it was 
hoped would materially improve nutrition in the West 
Indies was the production of food yeast, now being 
developed .on a commercial seale. If a flour of 80% 
extraction ‘‘ ennobled ’’ by the addition of 3% of this 
- yeast was substituted.for white flour in the West Indian 
diet the average daily. intake of vitamin B,, riboflavine, 


and nicotinic acid would be raised from 0-8, 0-8, and | 
7-2 mg. to 1-1, 1:2, and 10:0 mg. Fermentation in the 


alimentary canal depended on what materials were left 
over for the growth of the intestinal organisms, and this 
was determined by the diet and the extent of digestion 
and absorption before the residues reached the site of 


bacterial proliferation. Not only the amount of growth. 


but the composition of the intestinal flora was related 
to the nature of, the food residues; and even with a 
given flora the products of bacterial action could be 
considerably altered by changes in the available pabulum 
—for etample, by adding fermentable carbohydrate to 
a protein medium. As in the fermentation of foods, 
bacteria in the intestine could synthesise vitamins of 
‘the B group, but though the pcos of vitamin B,, 
riboflavine, and nicotinic acid in the alimentary canal 
of man was established it remained doubtful how far 
vitamains so synthesised were useful to the host. Alcohol 
would be expected to appear in the circulating blood if 
fermentable carbohydrates were not all absorbed before 
reaching the level at which bacterial action occurred ; 
this expectation had proved correct, and a definite rise 
in the concentration of ethyl alcohol in blood had been 


observed within 9 hours after a heavy carbohydrate meal. 


©. B VITAMINS AND ANEMIA > 
Dr. Lucy WILLS, of the Royal Free Hospital, said that 
a deficiency of riboflavine produced a microcytic hypo- 
chromic:anemia in dogs and monkeys but it was still 
doubtful whether it had the. same effect in man. In 


pigs a microcytic hypochromic anemia, ‘not hemolytic 


in origin, was produced by a deficiency of vitamin B,. 
The current teaching, based on the work of Castle, 
postulated that nutritional macrocytic anæmia was due 
to a deficiency of Castle’s extrinsic factor, and that the 
blood-changes indistinguishable from those of Addi- 
= sonian pernicious anzmia were due to the resulting 

deficiency of the liver principle curative in pernicious 
anemia. If that view was correct nutritional macro- 
cytic anzemia should be cured by liver extracts, however 
given, that were known to be potent in pernicious 
anemia. In Bombay uncomplicated cases of nutri- 
tional macrocytic anemia did not respond to purified 
liver extracts such as ‘ Anahsemin’ and ‘Examen, 
whereas they responded readily to crude liver extracts 
such as ‘Campolon’ or to large doses of ‘ Marmite.’ 
This finding was compatible with the view that nutri- 
tional macrocytic anemia was due to a deficiency of a 


factor (or factors) belonging to the vitamin'B, complex 


and not reacting with the intrinsic factor in the manner 
normally described, though necessary for the proper 
functioning of the liver principle. In its absence the 
liver principle would fail to cause the maturation of the 
erythroblast through lack of an essential component of 
a cellular enzyme system. Monkeys fed on a diet based 
on one in common use among sufferers from nutritional 


l 
A 


-delivery ; 


pregnancies had been detrimenta], 


macrocytic anæmia developed a similar anæmia which — 
did not respond to purified liver extracts though it 
reacted immediately to crude liver-extracts and to yeast 
extracts either by mouth or parenterally. The latter, 
result indicated. that the curative factor did not require 
an intrinsic factor to activate it. An. attempt to identify 
it was made first with the late Dr. Clutterbuck and then | 
with Wing Commander Macrae. Vitamin B, riboflavine, 
nicotinic acid, vi in B,, and pantothenic acid proved 
inactive. The outbreak Of the war interrupted these 
studies at a stage when suggestive résults were being 
obtained with liver extracts after removal of the inactive . 
fractions. . : g 
MENTAL SYMPTOMS 


Dr. FREDERICK PRESCOTT, of the Wellcome Research 
Institution, raised the: question whether the B vitamins 
synthesised by organisms in the human gut are absorbed 
and utilised. Recent work showed that the vitamin B, . 
in human feces is largely within the bodies of the bacteria, | - 
and not free in the lumen of the large intestine, from 
which physiological amounts of vitamin B, were not 
apparently absorbed. If the B-vitamins formed by., 
biosynthesis in the gut were absorbed, our views on 
human vitamin requirements would require revision. 
Dr. Prescott also mentioned the similar mental symptoms 
seen in pellagrins and patients receiving massive doses of 
sulphaguanidine—confusional psychosis, lack of con- 
centration, and disorientation. The most likely explana- 
tion of these symptoms was that the sulphaguanidine 
disturbed the respiratory enzyme systems containing 
riboflavine and nicotinic acid, which are concerned with 
the metabolism of carbohydrate. Thisis used exclusively — 
by nervous tissue as a source of energy. The mental 
symptoms might therefore be due to cerebral anoxia, 
using the term in its widest physiological sense. Irradia-. 
tion sickness, due to exposure to X rays and radium, the 
mental symptoms produced by large doses of sulphon- 
amides, anemia due to the sulphonamides and sulphones, 
and nutritional anzemia, may all have an etiological 
factor incommon—namely, lack of the B-complex vita- 
mins, or interference with. the respiratory enzyme, 
systems containing them. . i at | 


‘TUBERCULOSIS ASSOCIATION _ 


A MEETING held in London on May 11, with Mr. J. E. H. 
ROBERTS, the president, in the. chair, was devoted to 


Pregnancy and Tuberculosis 


Dr. M. H. Loca said it had been estimated that 
13-2% of births were produced by tuberculous mothers. 
Tuberculosis did not seem to affect the course of preg- 
nancy; prenatal infection was rare, and there was no 
injury to the foetus. The effect of pregnancy on tuber- « 
culosis was still a matter of controversy. From observa- 
tion of 500 cases he concluded that improvement was | 
common before the 4th and after the 7th month; the 
lessening of symptoms might be attributed to metabolic ' 
or circulatory changes, or in the later stages to rise of the 
diaphragm. But hardly any patients were found to be- 
improved three months after their confinement, and in- 
the long run pregnancy was harmful to the woman 
suffering from tuberculosis. Of one series of cases, 
712% showed severe degeneration; but with better. 
methods of treatment in his last 200 cases only 30% 
suffered serious harm. Primipare fared better than 
multiparee. 

Dr. JOSEPHINE BARNES reviewed S86 cases seen at 
University College Hospita], London, of which 21 showed 
extension of the disease and 11 died within a year of 
51 were delivered normally. She thought 
that the ultimate prognosis for tuberculous women 
going through pregnancy and labour was little, if any, 
worse than it would have been if they had not become 
pregnant. Facilities for treatment, social and economic 
factors, and the psychological reaction to pregnancy 
were important in the conduct of labour. Episiotomy 
was valuable, and forceps delivery was useful, even 
with a general anesthetic; cesarean section should 
be avoided. Termination of pregnancy should not be 
performed after the 14th week ; it should not be regarded 
as a routine but was desirable if, the pregnancy had a 
bad psychological effect on the. patient, or if previous 
Dr. Barnes described 


r 
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a method of termination by injection of sterilised soap 
. paste into the uterus. | Dn : 
Dr. R. CoHEN believed that there were many undiag- 


nosed cases of pulmonary tuberculosis among patients © 


attending antenatal clinics, and that the chest should be 
radiographed as part of the routine of antenatal care. 
Pregnancy was not the: sinister complication it was 


often deemed to be; a number of active cases were, genesis. 


improved after parturition, and all quiescent cases were 
unaffected. Rise of the diaphragm was probably not as 
important as restriction of its movement. Pneumo- 
peritoneum was not required. | . 

Prof. F. J. BROWNE agreed about the necessity of 
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hypersensitivity has so far been produced. Why, for 
instance, are native races hypersensitive yet, poorly 
resistant ? Why is hypersensitivity sometimes dele- 
terious, sometimes indifferent, and sometimes beneficial 
in its effect ? He discards the word allergy altogether. 
The book leads us from the half-trath that tuber- 
culosis is a local disease to a wider conception of patho-- 
Despite the . spectacular decline in tuber- 
culosis mortality in western countries since the turn of the 
century or earlier, Professor Rich is not prepared to say 
that the disease will die out. Subclinical or carrier 
infection is still so co on that the infecting case can 
rarely be traced, and the better our laboratory methods 


antenatal radiography. He thought that in assessing become, the more sputa are found to be positive. 


the effect of pregnancy on tuberculosis confusion arose 
because the patients who became pregnant were on the 
whole Iess ill than those who did not. _. ten oh 

Dr. LETITIA FAIRFIELD thought that figures by them- 


' selves might be fallacious, for one had ta consider what 


the‘ original extent of disease was in each case. No. 


Fractures and Fracture Treatment in Practice 
(2nd ed.) KURT Cotsen, MD. (Witwatersrand University 
Press. Pp. 154. 12s. 6d.) | ` l W 
In the preface the author informs us that this short 
account of the essentials of fractures and their treatment . 


figures told what happened to the cases that aborted is written for the benefit of senior students preparing 


early.. One must not forget the psychological aspect ; 
marriage often increased the will to live.—Dr. N. 
ENGLAND pleaded for the combination of the maternity 
unit with the sanatorium.—Dr. BRIAN TAYLOR and Dr. 
Huen Ramsay both laid stress on the extra worries 


for their final examinations and practitioners w 


g. 
to revise the subject quickly. The most valuable . 


contribution that a book such as this can make is to 
give a clear explanation of how fractures, and the 
deformities that accompany them, are produced, and 


and. strains that assailed the tuberculous women with here Dr. Colsen has been successful. Good line drawings 


a family.—Dr. A. STEPHEN HALL quoted the saying that 
“ the load in the n is greater than that in the womb.” 
But there was no doubt in his mind that pregnancy 


- had a detrimental effect. 


Replying, Dr. Loea pleaded for the tuberculosis 
` scheme to include adequate facilities for the care of a 
woman from the beginning of pregnancy till at least 


provide information that could -not be conveyed in 
words, and the text itself is concise and not over- 
burdened with practical details of technique. Some of 
the treatment advised, however, is open to criticism.. 
The general use of local anesthesia for the reduction 
of recent fractures is not favoured in Great Britain, and 
the dangers of the skintight plaster might well have 


six months after it.—Referring to the points made by been given more weight in a book written primarily 


some speakers, Dr. BARNES protested that one or two 
children did not imply having a large family. 


Reviews of Books i 


—-— y 


Pathogenesis of Tuberculosis 


ARNOLD R. RicuH, MD, associate professor of pathology, 
Johns Hopkins University, Baltimore.  (Bailliére. 
Pp. 1008. 588.) - © | 3 
.THIs important reference book sets out the basic facts 
about tuberculous infection. Professor Rich discusses 
the‘ life-history of different types of tubercle bacilli 
and their chemical composition; infection, resistance, 
hypersensitivity, and desensitisation of the host; and 
the application of the principles of pathogenesis to 
tuberculosis of the lungs, meninges, and serous cavities, 
and to the decline of mortality and the outlook for the 
future. It would have fortified the reader if there 
had been at the close a comprehensive summary of the 
whole carefully argued 900 pages. 
- The claim that the avian strain may be the causa- 
tive factor of Hodgkin’s disease, or Boeck’s sarcoid, 
or even of other diseases of unknown etiology, is 
effectively disposed of. The chapter on the bovine 
‘strain is an object lesson in what can be done in preven- 
tive medicine. The incidence of positive. reactors in 
herds in the USA has been reduced from 4:9% in 1918 


for students. Sayre’s method: of treating clavicle 
fractures has so many disadvantages that it hardly 
deserved a place, and the complications of skeletal 
traction through the lower end of the femur need greater 
emphasis. The treatment of unstable tibial fractures 
by continuous skeletal traction with a weight of 10-15 Ib. 
on a Braun’s frame without plaster immobilisation is 
unsound, and is likely to produce distraction, a common ` 
cause of delayed union in tibial fractures. But all these 


criticisms apply to somewhat controversial subjects, 
and do not 


greatly detract from the value of the,book 
as a whole. ; a bF 
A Synopsis of Medicine 2 

' (8thed.) Sir Henry TIDY, KBE, DM OXFD, FROP. (Wright. 
= Pp. 1215. . 30s.) i 

Tuis, ‘‘ the coach’s bible,” celebrates its silver jubilee 
by appearing in its eighth edition. Valiantly trying to 
save it from middle-age spread, Sir Henry has pruned 
his material to allow space for recent advances; and ° 
even so he has had to omit any reference to penicillin. 
The new edition is as comprehensive, reliable, and 
concise as ever. ,The time has come, we, suggest, to 
forgo the administration of pulv. jalap co. in the treat- 
ment of acute nephritis; and it is odd that the signifi- 
cance of changes in the retinal arteries in essential hyper- 
tension should have been omitted. But in general 
this work is just what it claims to be—a ‘ synopsis ” 


to- 0-39, in 1941. Professor Rich criticises the bad Which will be a welcome aid to many in time of trouble. 
record of the British Isles, where, he says, “human Medicine and Mankind | 


tuberculosis of bovine origin is. proportionately more 
common than in any other civilized country in the world.” 
. In his opinion virulence is determined primarily by 

the ability of the bacterium to propagate itself pro- 
gressively in the tissues of the body; there is no basis 
for inking virulence with toxin production, and when we 
speak of the virulence of the tubercle bacillus we should 


think in terms of its power of reproduction and not of place in the environment. 


capacity to produce toxins.’ There is no evidence, he 
points out, that any strains of tubercle bacilli elaborate 
an exotoxin or an endotoxin for the normal body; but 


ARNOLD SORSBY, FROS. (Watts. Pp. 116. 2s. 6d.) 


THs book shows man as part of his environment— 
climatic, occupational, bacterial, and social—and life 
as a balance of processes which have to be kept in equili- 
brium. These processes are not conducted wholly 
within the body: a greater or lesser part of them take 
Control of environment. 
in its widest. sense, is of vital importance, and is not 
so well managed as it might be. The book sets out 
well the need for what is nowadays familiar as ‘social 


once infection has made the patient hypersensitive both medicine,” though as an abridged edition of a larger 
tubercle bacilli and tuberculoprotein act as though Work it has inevitable shortcomings from the point of 


highly toxic. He finds no parallelism between hyper- 
_ sensitivity and the antibody titres for opsonin, agglu- 
tinin, precipitin, and complement-fixing bodies. Effec- 
tive acquired resistance, he reminds us, can be estab- 
lished without hypersensitivity ; and he considers that 


no satisfactory demonstration of the value of protein 1944, 126, 944. 


view of the non-medical or non-scientific reader. 


CoRRIGENDUM.—In the leading article of March 31 on 
globulin in the control of measles, reference 4 should read : 
Greenberg, M., Frant, S., Rutstein, D. D. J. Amer. med. Ass. 
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Food Cuts for Victors and Vanquished 


‘ Nogopy supposed that the return of peace to 
Europe would at once remove the food shortages 
which have steadily increased in the occupied coun- 
tries during the years of war. The local famines due 
to German rapacity and to lack of transport—as in 
Greece and Holland—can be relieved as soon as 
railways and roads once more ensure even distribu- 


tion. ` But there is a continental—and indeed world— | 


shortage of foodstuffs which cannot be “corrected 
until agriculture and manufacture are once more in 
normal production.2 The “world deficits’ in meat, fats 
and oils, ahd sugar for 1945 are each estimated 
at 14 to 2 million tons ! 
To save the situation and release more food for 
those who have come near ‘the starvation level, the 
rations of the civil population in the United States, 
Canada, and Great Britain are being reduced. The 
annual consumption of meat per head is to be reduced 
in the USA from 162-9 to 125 lb. (25:3%), in Canada 
from 149-1 to 135 Ib. (9°5%), and in Britain from 115 
to 106-4 lb. (7-5%). Sugar consumption is to be 
reduced to the same average level in the three coun- 
tries, and the deficit in fats and oils is to be shared 
proportionally. In this country, which will have the: 
= smallest reduction, the weekly rations were cut last 
Sunday by an ounce of cooking fat and an ounce of 
bacon; though the fat is to be restored later in the 
year. There is likely to be less fresh as well as less 
dried milk for adults, but the milk in schools and for 
expectant mothers and invalids is to be maintained, 
as are school meals and the vitamin supplements. 
The slight reduction in total meat-supplies—from 
115 Ib. per head in 1944 to 106-4 lb. in 1945—should 
be more than offset by the increase in fish resulting 
from the reopening of the North Sea fisheries, though 
a spate of fish at the ports is of no use if the fish- 
monger’s shop stays empty. Large quantities of fresh 
imported fruit are expected, and home-grown fruit 
and vegetables should this year be better distributed. 
But unfortunately our bread will be a less good source 
of B-complex vitamins and iron than heretofore, 
On another page, Moran and DRUMMOND report 
a disturbing falling-off in vitamin B, and riboflavine 
as revealed in the preliminary analyses of commercial 
80%-extraction flours. 
„extraction maintained from 1941 until January of this 
year, the fall in vita B, has been from 0-98. to 
0-80 i.u: per gramme, in ri oflavine from 1-3 to 0°85. ug 
per g., in nicotinic acid from 17 to 16 yg. per g., and 
in iron from 2-07 to 1-65 ‘mg. per 100 g. Meanwhile 
the fibre has been reduced to 40% of its previous level 
and the colour has become as near white as makes no 
matter. Whether the attractions of a whiter loaf, 
with less bran, balance the loss of essential ingredients 
is so doubtful that the Government ought to consider 
a return to the 85% extraction at least until Britain 
is once more enjoying the mixed diet of peace-time. 


D o 


1. See ‘Limes, May 24, p. 2. i 
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“ If we find that we are wrong,” said Lord WooLTON 2 l 
in the House of Lords, explaining the reduction in ~ — 


extraction, “ we shall have no hesitation in saying 
that we are wrong and in going back.” Ifthe Ministry 
of Food expected a negligible loss jn. -B vitamins tney 
have been proved wrong. | 

. There is some evidence that dryness.of the akin may 
arise in susceptible human beings on a diet low in 
fat.” But while the present butter and margarine 
rations are maintained we are unlikely to meet with 


serious. symptoms of fat deficiency in the United. 


Kingdom. The loss of some 360 calories a week by 
the cut in cooking fats is relatively. unimportant in a 
country where bread and potatoes are unrationed and 
people can therefore raise their calorie intake to what- 
ever level their means and taste allow. . Very different 
is the position in Continental countries where there 
is a shortage of all sources. of energy. For the Ger- 


mans, it is stated, the policy of the British occupying 


authorities i in the coming months is to set the rations 
only just above the starvation level, and to continue | 


on this basis until all the looted or hoarded foodstuffs 


have been consumed. The ration cards issued 
entitle their holders to draw each'week “ a few pounds 
of potatoes, a few ounces of sugar, two ounces of 
meat, and sufficient black bread to support life.” 
In addition the people are to get 34 ounces of domestic 
fat, and a similar quantity of other unspecified food- 


7 stuffs, every third week. _All milk is to be reserved 


for children and expectant - mothers. The calorie 
value of the ration is estimated at 1400 daily—a little 
less than enough to maintain body-weight in a man . 
at rest in bed. Moreover, unlike our own rations, 
which represent only half our food consumption, the 
German rations cover all the essentials of life. In the 
coming months the Germans will presumably have 
to work as they have never worked before if they 
are to get their agriculture and essential manufactures 
enough into’ working order to support themselves. 
If the farm labourer or factory hand can in fact double 
his rations by drawing on hoarded reserves he will 
be able to do a hard day’s work ; if not, the occupying 
armies, living largely on German food, may have the 
unpleasant task of inducing the workpeople to carry | 
out tasks for which they are physiologically unfitted. 
If the food for an adequate working diet for the 
Germans cannot be found except by making their 
victims go short, then it is just that the Germans . 
should suffer ; but if and when there is enough food 
for a working diet throughout Europe, common sense 
suggests that the Germans should get their share. 


= Estimation of Mepacrine 


ONE of the most important new conceptions intro- 
duced into therapeutics during the last ten years is the 
idea of controlling the administration of drugs by 
estimating their concentration in the blood. This 
procedure was first introduced for sulphonamides by 
FULLER and by MARSHALL and his colleagues, and its 
implications for these compounds were fully explored 
by the latter group of workers. They emphasised the 
need for a large initial “loading ” dose to raise the 
blood concentration quickly to the desired level, for 
appropriately spaced maintenance doses to keep it at. 
this height, and-for blood-concentration determina- 

2. Hansard, Feb. 28, 1945, p. 203 


3. Smedley “MacLean, I. Lancet, 944, i, 102, 
4. Manchester Guardian, May 17, 1943, P. 5. 
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tions in -patients who did not TD readily to treat- 


ment in order to detect those who required an'abnorm- 
ally high dosage to reach the therapeutically effective 
level. These methods and conceptions proved so 
valuable in the development of sulphonamide therapy 
that they have been applied to many other chemo- 
therapeutic remedies, in particular to antimalarial 
compounds. 

In 1942 the loss of Java and its quinine supplies 
. necessitated a change to the synthetic antimalarial 
product, mepacrine (‘ Atebrin ’). Since this would 
have to be the mainstay for Allied forces operating 
in malarious areas, its properties were studied inten- 
sively, first in America and later also in this country. 
This study has led to the conclusion that in many ways 
mepacrine is superior to quinine as an antimalarial 
agent, especially in its effectiveness against malignant 
subtertian malaria. Particular attention was given 
to the estimation of mepacrine in the blood, and to the 
guidance to be obtained therefrom for its better utilisa- 
tion’ Methods of estimation were described by 
Mases, by BRODIE and UDENFRIEND,? and others. 
The whole subject has been explored in a masterly 
way ‘by SHANNON and his colleagues,? who showed that 
mepacrine slowly accumulates in the body, that on a 
daily dose of 0-1 g. full protection against malaria is 
not attained until after several weeks, and that thera- 
peutic courses of mepacrine ought to begin with large 


loading doses instead of the previously accepted . 


schedule of 0-1 g. three times daily. Unfortunately 
the accurate determination of the plasma concentra- 
tion of mepacrine, especially.at the low levels encoun- 
_ tered when mepacrine is taken in small daily doses for 
suppression, is both difficult and delicate.’ It requires 
a high-speed centrifuge; a highly sensitive and fragile 
fluorimeter, much glassware, and a high degree of 
technical skill and experience. Probably there are 
only three or four laboratories in this country where 
reliable estimations can be carried out at. present ; it 
is not a procedure which can be performed in the field 
or in routine laboratories. 
attempts have been made to produce a simpler method 
which could be employed in these ‘circumstances and 
still yield sufficiently reliable results. The main 
principle of these attempts has been to perform the 
estimations not on the plasma itself, where the 
mepacrine concentration is very low, but on the 
. urine, where the concentration is relatively high. 
Various ‘techniques have been devised. One of 
the most ingenious is that described by YUDKIN.! 


Another simple and reliable method is given by Kine - 


and GILCHRIST in thisissue. A third method, depend- 

ing on fluorescence produced by direct sunlight, has 
been devised by Major ApDaAamson (unpublished), 
who used it to make observations on soldiers within 
gunshot of the Japanese ines in Burma. Any of these 
techniques i is adequate for all practical purposes in the 
field. 

The relation between the mepacrine contents of the 
urine and of the plasma is not a constant one, so the 
estimation of urinary mepacrine is not a complete 
substitute for plasma estimations ; nevertheless it has 
its uses. The chief of these has been to control the 
administration of mepacrine to = Extensive 


‘ oon M. J. biol. Chem. 1943, eee 52 
Ibid 


1 

2. Brodie, B. B., Udenfriend, S. 1943, “s1, 299. 

3. Shannon, J. A., Earle, D P. jun., Brodie, B. 'B., Ta BEAT: J.V., 
Berliner, R. W., etal. J. Pharmacol. 1944, 81, E 

4. Yudkin, J. J. trop. Med. Hyg. 1945, 48, 1. 
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research, especially in Australia, has shown that if 
men take 0-1 g. of mepacrine daily, clinical attacks of . 
‘malaria are completely suppressed. Unfor tunately, 


human nature being what it is, daily consumption of 
this dose of mepacrine by 100% of the men concerned 
is very difficult to achieve. Estimation of urinary 
mepacrine is an indication of how far the regulation 
dosage of the drug has in fact been observed. In view 
of the great variation shown by rare individuals, it is 
not safe to condemn a man because a single examina- 
tion of his urine has failed to demonstrate mepacrine. 
But if the-urines of an appreciable proportion of the 
men in a unit do not contain demonstrable mepacrine 
it is clear that stricter supervision of the taking of - 
mepacrine is necessary. Work by the Army Malaria 
Research Unit, reported on another page, has shown 


that the excretion of mepacrine by the kidney is 
affected by the acidity or alkalinity of the urine.. If 


the concentration.of ammonia in the urine is taken into 
account, the concentration of mepacrine in the plasma 
can be calculated from observations on the urine 
almost as accurately as it can be ascertained by direct 
measurement. Since the mepacrine and ammonia in 
the urine can be measured by very simple methods, 
easily practicable in any field laboratory, while direct 
examination of the plasma requires complicated organ- 


isation and instruments, this discovery constitutes a — 


great advance in the much needed simplification of 
technique. Unfortunately there is some uncertainty 
as to the exact mathematical relationship between the 
concentration of mepacrine and ammonia in the urine 


on the one hand and the concentration of mepacrine — 


in the plasma on the other. The workers of the Army | 
Malaria Research Unit give one equation for this 
relationship ; but two members of the unit, BRowN 
and RENNIE, who studied the question further in 
Italy, give several different equations to suit different 


groups of patients, and results calculated by the differ- , 


ent equations differ widely. The difference in the 
conclusions reached in these two papers is assigned to 
the different dose schedules of mepacrine, suppressive 
or therapeutic, which had been ‘followed by the 
subjects supplying the specimens for examination. It 
is to be hoped however that the subject will not be left 
in this unsatisfactory position, especially in view of the 
excellent work which carried the investigations so near 
to success., For practical clinical use, a single equa- 
tion is needed which can be applied to, all types of case 
in which an estimation of plasma mepacrine is desired. 


Nursing Staff in Sanatorium and Hospital 
For centuries Western governments have shown a 
measure- of care and respect for their discarded fighting 


‘men; but the man—whether soldier or civilian—who 
falls sick of a disabling disease still does not rouse. 


effective public concern. Towards the tuberculous, 
particularly, intentions have been better than per- 
formance, as we have tried to show}; and comment- 
ing on this? four seniors of our profession—Dr. 
J. J. CONYBEARE, Dr. Horr GossE, Lord HORDER, 
and Dr. GEOFFREY MarsHaLLt—note that increasing 
numbers of Service men and women are being 
invalided with pulmonary tuberculosis, and that the 
numbers are likely to be augmented from the ranks 
of returned prisoners. The Ministry of Pensions 
accepts responsibility for those who develop ‘tubercle 


1. Lancet, March!3, p. 275. 2. Times, April 2. 
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during war service, but. must send them home for 
treatment, where the standard of care they receive 
depends—on the financial standing of their local 
authority. The writers of the letter properly feel 
that all our Service men and women should have the 
best care available, and suggest that the Ministry of 
Pensions should be given the responsibility, and 
granted priorities, for providing and maintaining 
first-class treatment and reablement centres. 
_ Speakers in Parliament have proposed alternatively 
that the War Office, for example, should open 
special . sanatoria, or that empty beds in EMS 
hospitals should be used.2 But provision of an 
adequate remedial service, by whomsoever it is 
done, turns on the recruitment of anpe and 
competent staff. p 

-At present: sanatoriums lack both nurses and 
domestic workers. Recruitment to all branches of 
nursing has steadily risen during the century, but has 
never kept pace with the expanding hospital service ; 
and sanatoriums fare especially badly, partly because 
they often lie far from towns, and partly because— 
rightly or wrongly—they carry the reputation of a 
` risk to health. How far this fear of infection is 
justified we cannot say, because, in dread of making 
staffing difficulties worse, doctors and public bodies 
have swerved from publication of decisive figures. 
It is often argued that since she lives an outdoor life, 
and is watched for symptoms and treated early, the 
sanatorium nurse runs less risk from the tubercle 
bacillus than the nurse in a general hospital. This 
is no.doubt true of the best sanatoriums,‘ but it 
certainly does not hold good for all,’ and as an argu- 
ment it has its unattractive side. In our view the 
proper way to deal with the public doubt is to collect 
and publish ‘figures of the incidence of tuberculosis 
among nurses in both large and small general hospitals 
and sanatoriums, whether publicly or privately owned. 
It is best to know the facts and face them. 

‘The Tuberculosis Association has made a useful 
attempt to raise standards of training in sanatoriums 
by offering a certificate to nurses passing a simple 
examination, and it has long urged that nurses holding 
this certificate should be placed on a State register. 
To this suggestion, however, the General Nursing 
Council are opposed, partly because they feel that 
training required for the certificate does not put the 
tuberculosis nurse on an equal footing with State- 
registered nurses, and partly because they fear that 
to qualify nurses to manage a: single disease might 
ultimately lead -to foolish multiplication of supple- 
mentary registers. Certainly we need to train 
practical and reliable nurses capable of looking after 
any type of patient; and the growing complexity 
of sanatorium treatment, instead of 
tuberculosis ‘nursing, is bringing it more closely 
into line with nursing in general hospitals. ` The TA 
certificate, though it has undoubtedly helped recruit- 
ment, has not attracted large numbers of women 
- into sanatorium nursing, and it is increasingly re- 
garded as a postgraduate qualification to be acquired 
by State-registered nurses who take up bane 
nursing. 

In the main the staffing of sanatoriums cannot be 


considered apart from the staffing of hospitals asa 


Lancet, 19, p. 644. 
‘ 3, Lancet, May W., Penman, A. C. ibid, April 7 T, De 429. 
. Ibid, May 5, p. 570. | 
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isolating - 


whole—a problem which invites some degree of 


reorganisation within the hursing profession. This 
is almost as much the concern of medical as of 
nursing leaders, for without good nursing there is 
neither good medicine nor good surgery.’ A national 
nursing service, surely, should be planned at the same 
time as the N ational Health Service; as an integral 
part of it. At present the General N ursing Council 
supervise the hospitals and sanatoriums they have 
recognised as training schools, or as affiliated schools : 
hefore being recognised, would-be training schools 
must achieve acceptable standards—which are by 


no means exacting—in accommodation, teaching — 


staff, and equipment. Hospitals that cannot reach 
this standard are thus rightly excluded from nursing 
education ; but they are also deprived of any official 
supervision whatever, and in these, and in some small 
private nursing-homes, much of the worst nursing 
in the country is done. To raise the level we need 
an. inspectorate, a central body of experts (which ` 
might be one of the standing committees associated 
with the Central Health Services Council), and also 
a regional or local. organisation, able to see that 


‘nursing resources are distributed to the best advan- 


tage throughout its area. If the needs of the area are | 
considered as a whole, the sanatoriums will get their 
proper share. Whether that share is sufficient will 


_ depend on what is done to encourage girls to take 


up nursing. As we suggested last week * a two-year 
course leading to State Qualification, coupled with a 
well-planned student life in hostels outside the hospital 
walls, might overcome many of their present 


objections. 


The Demobilised American Doctor .. 


: Tue American Medical Association, in conjunction 
with .other professional bodies, has set up a Committee 
on Postwar Medical Service. This committee has made 
an inquiry among medical officers on duty with the 
United States Forces, to ascertain their future educa- 
tional desires.’ Unfortunately the total number of 
questionaries sent out is not stated, but 21,029 were 
returned. In an earlier pilot inquiry, 3000 question- 
aries were despatched, and a report was published on 
the first 929 returned. Even in this case, the total 


- return is not mentioned, so arguments by analogy are 


impossible. No doubt security considerations caused 
this omission, but it is a pity ; as a result, the conclusions 
must be treated with caution. 

Nearly 60% of the group (12,534) wanted to take 
courses lasting six months or more, on leaving the Forces, 
while about 20% wanted three-month courses. The — 
ten most popular subjects for the longer courses were, 
in order of frequency: surgery, internal medicine, 


obstetrics and gynecology, a general refresher course, 


psychiatry and neurology, pediatrics, orthopedics, 


ophthalmology, radiology, and otolaryngology. Of the 


short courses, internal medicine, surgery, a general 
refresher course, obstetrics, and pediatrics topped the 
list. No less than 63% expressed a wish to become 
certified specialists, and 16% were already certified 
specialists. Thus only 20% seem to want to cover 
what we understand -as general practice. -No doubt 
broad decisions on policy will be made before the road - 
to specialisation is opened to the great bulk of the younger 
half of the American medical profession. If these 


decisions are based on the wishes of those most acutely 


concerned, a plethora rather than a shortage of specialists 
is likely to be the order of the day. i 


6. Ibid, May 26, D. 664. Te Je Amer. med. ahs 1945, 127,759. 
8. Ibid, 1944, 125, 1099. ' 
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Annotations 


EPIDEMIC OUTLOOK -IN EUROPE 

PROPHECY should be scheduled as one of the dangerous 
occupations. .Only the other day a committee of the 
Américan Society of Sanitary Engineering announced 
that its Polio Program Prepares for the Next Epidemic. 
Does polio depend on plumbing ?. Perhaps and perhaps 
not, but at any rate the society deserves commendation 
for attempting “‘ to investigate infantile paralysis -cases 
before they occur.” This is the principle underlying 
an admirable essay by Knud Stowman,! chief of the 
Epidemiological Information Service of UNRRA.. Stow- 


man points out that in the four years of World War I- 


Europe witnessed a rise in the endemic level of infectious 
diseases, quite apart from the devastating outbreaks 
of the major horrors of war. Towards the “end of that 
war typhus, relapsing fever, cholera, malaria, dysentery, 
and typhoid swept over the continent—and then the 


‘influenza pandemic struck, leaving in its trail all the 


destruction of a hurricane. 


World War II is now in its final stages. What is the 


outlook ? What are the facts of the moment ? Among © 
‘the five pestilential diseases, only louse-borne typhus 


presents an immediate and grave danger to Europe. 
Cholera still clings to the Asiatic shores ; 
perhaps because of careful precautions, has not escaped. 


from the North African desert belt; and plague is on - 


the leash, straining at Dakar and the Mediterranean 
ports. . The continent of Europé has remained practically 
free from smallpox during the war, except for the Italian 
epidemic of 1944 and a few warnings, even in Great 
Britain. Typhus is the great enemy; it looks as if 
Soviet Russia, the principal sufferer in World War I, 


has succeeded in keeping the disease at bay, but there 


has been an insidious spread in central Europe, and a 
few outbreaks of epidemic strength, likely to increase 
during the present summer. Unofficial estimates give 
a figure of 30,000 cases in Moldavia alone, and “the 
epidemic level is rising also in Bulgaria and Greece. In 
fact, the ‘typhus-free areas of Europe ‘consist only of 
Switzerlan and the Scandinavian countries. Apart 
from the menace of typhus the most significant fact of 
the present epidemic situation is that the incidence of all 
the common infectious diseases has doubled or even 
trebled during the past few years. Stowman gives 
figures for twelve continental countries, ‘comparing the 
median of 1928-38 with the cases of 1943, and finds the 
following incidence in units of the pre-war level: cere- 
brospinal meningitis 31; diphtheria 3-0; scarlet fever 
poliomyelitis 2-5; dysentery 2:1; and typhoid 
fever 1-5. The ominous feature of the position is that 
there has been an increase in all these diseases—in the 
same year and on'a whole continent. So far diphtheria 
is in the van as a disease and as a cause of death. It is 
estintated that there were at least a million cases during 
1943, outside the USSR, and the case-mortality is about 
5%- 
has fallen, is striking; and the other “‘immunising ” 


countries—Hungary, Denmark, Sweden, and Switzerland 


—have also shown a low incidence. Unfortunately the 
gravity of diphtheria, as well as its incidence, has in- 
creased ; interstitial myocarditis has been found post 
mortem in as many as 64% of cases in Germany. The 
war had no effect, according to Stowman, on the tuber- 
culosis mortality in Europe in 1939 and 1940, but the 
sinister war increase began in 1941 in several countries 
and became more or less general in 1942. The situation 
is now much the same as after the last war, except that 
the increase this time started from:a lower level. Great 
Britain, Switzerland, and the Scandinavian countries 
have stood up to the disease very well, but the tale is 
not yet told. 


1. UNRRA Epidemiological Bulletin, Washington, April 6, 1945. 
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yellow fever, 


‘The contrast with England, where the incidence - 
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treatment permits neuro-recurrence. 
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-~ In general, Stowman says, the epidemic -outlook is 


much the same as it was 27 years ago, but the destruction 
of dwellings and the displacement of persons makes 
the future darker than it was in 1918. There remain 
the unpredictables—the mighty pandemic of influenza is 
nearly a generation old, and the critical test of the 
sulphonamides may not be far distant. 


PENICILLIN IN ACUTE SYPHILITIC MENINGITIS 

CLINICAL neurosyphilis will develop in about a fifth of 
all untreated syphilitics, and about half of these cases will 
be of the meningovascular type ; in addition, inadequate 
Syphilitic mening- 
itis is therefore not rare, and it may be seen in the early 
months or years following infection. The exudative 


process may affect several different areas of the | 


meninges, and symptoms and signs ,consequently vary 
greatly in localisation and severity. They include head- 
ache, vomiting, blurred vision, .diplopia, ptosis, facial 
palsy, tinnitus, vertigo, slurred speech, epileptiform 
seizures, pain, and paresthesias and mental disturbance. 


_ The blood Wassermann reaction is usually positive and 


N 


' sugar levels as a yardstick, it is concluded that i in at least | 


' reduced the incidence of corneal wrinkles. 


the cerebrospinal fluid abnormal. 


Nelson and Duncan! report excellent results from peni-: 
cillin therapy in ten cases of acute syphilitic meningitis. 


Four patients were previously untreated and the remain- 


ing six were examples of neuro-recurrence following in- - 


sufficient treatment. The dosage of penicillin given by 
intramuscular injection in these ten cases varied from 
600,000 to 4,000,000 units: The immediate results, 
judged by clinical recovery and a steady reversal of 
abnormal findings in the blood. and cerebrospinal -fluid, 
lead Nelson and Duncan to suggest that the effectiveness 
of the remedy depends more on its ability to reach the 
diseased meninges, blood-vessels, and parenchyma than 
on its appearance in the cerebrospinal fluid in significant 
quantity when given by intravenous or intramuscular 
injection. „They believe that intrathecal administration 
is unnecessary and advise that treatment. for acute 
syphilitic meningitis should comprise a total of between 
2 and 3 mega units given by intramuscular injection 
every 3-4 hours day and night for 8-16 days. The sub- 
sequent course of these and other similar cases will be 
studied with interest, for the immediate results are mo 
encouraging. i 


PROGRESS IN DIABETES MELLITUS 


THE improving outlook for the diabetic is well exempli- 
fied in an intensive study of 100 patients who had been 
followed at one American clinic for at least ten years? 
Ages ranged from 14 to 75, but most of the series were in 
the sixth and seventh decades. Of the 6 patients who 
had been in hyperglycemic coma (3 during the period of 
study, 3 previously) only one was over the age of 20—a 
woman of 55 who went into coma after having a car- 
buncle on her neck—and all recovered. The incidence of 
chronic infection is interesting : 9 had chronic pyeloney a 
ritis, 16 chronic cholecystitis, 9 tuberculosis, and 9 syp 
The 9 tuberculous patients had made satisfactory Dro: 
gress, only one having a stormy career ; a very different 
story from the grim prognosis associated with this com- 
bination of diseases only a few years ago. An equally 
striking commentary on the progress of the last quarter 
ofa century i is the presence in the series of 2 patients with 
both pernicious anæmia and diabetes, both of whom are 
doing well. Using the dosage of insulin and the blood- 


45% of cases the diabetes had not progressed during the 


‘period of study. 


An ophthalmic study of these patients? showed that 
complicated cataracts were fewer than among untreated 
diabetics, and that closely controlled treatment had 

‘On the other 


1944, 75, 327. 
41948, 209, 1. 


1. Nelson, R. re Duncan, L. Bull. Johns AOnN. 1 Sel 
Seen hee a R., Bowie, M. A. Amer. J. med 
3 Leopold, I. H. ibid, p. 16. | 
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hand, deep retinal hæmorrhages and exudates were found 
to increase with the duration of the diabetes, and were 
little if at all affected even by the most careful treatment. 
* The relation between diabetes and hypertension is so 
often commented on that it is noteworthy in this series 
that all the patients with hypertension (38) were over 
the age of 50 years.t -No evidence could be found to 
suggest that the incidence of hypertension was dependent 
on,the duration, control, or severity of the diabetes. As 
judged by orthodiagrams only 10 of the 38 hypertensive 
diabetics had enlarged hearts, and none of them showed 
_ the electrocardiographic changes usually found in hyper- 
tension and attributed to left ventricular hypertrophy. 
An investigation of the peripheral vascular system in 89 
of the patients © showed. that only 3 of those under the 
age of 50 had evidence of arteriosclerosis, and during the 
period of study not a single patient in the whole series 
required amputation—even of a toe. iy 
-The two main conclusions from this experience are that 
the lot of. the diabetic is now relatively happy, and that 
much of this improvement is associated with the larger 
carbohydrate diets adopted during the ten years covered 
by the survey. - . ae 7 


RELEASE OF VITAMINS BY THE INTESTINAL -` 


. FLORA. 


THE discovery of the vitamin-synthesising powers of - 
the enteric bacteria has naturally raised the question 


whether and. to what extent these micro-organisms 
release their vitamins. At the meeting of the Bio- 
chemical and Nutrition Societies, reported in this issue, 
Dr. Prescott doubted whether significant amounts of the 
synthesised vitamins 4re absorbed in the gut. 

It is evident from the many studies on experimental 
vitamin deficiencies in animals, induced with the aid 
of the so-called ““‘sterilising’’ sulphonamides, that 
vitamins of intestinal origin must be available to the 
host organism to some extent, since otherwise bowel 
‘* sterilisation ” could not result in the observed defici- 
ency syndromes and be cured -by the administration of 
vitamin concentrates or the fæces from similar animals 
which have not been treated with the sterilising drugs. 
Production as well as release of intestinal vitamins can 
also be tested by following the urinary elimination of 
the vitamin or its metabolite after the administration 
of drugs like sulphaguanidine or succinyl sulphathiazole. 


. Thus Ellinger and Benesch,’ observing a sharp drop in 7 


the nicotinamide methochloride output of persons who 
had received sulphasuxidine, concluded that nico- 
tinamide must be produced and released by the intestinal 
flora. Without employing sulphonamides, Mitchell and, 
Isbell’? at the University of Texas demonstrated by 
autopsy studies in rats that folic acid, biotin, and panto- 
thenic acid are released by the cecal bacteria and 
absorbed by the cecal wall. The vitamin concentration 


in the wall of the lower small intestine was considerably. ` 


less than in the cecum, which was taken to mean that 
the small intestine, being relatively free from organisms, 
was getting these B vitamins from the food only, whereas 
in the cecum .a considerable proportion was coming from 
bacteria. ` a4 eo 
The results of these experiments are well borne out by 
in-vitro studies. Burkholder and McVeigh,’ for example, 
found that in cultures of B. aerogenes which had grown 
for 111 hours about 30% of the biotin, aneurine, and 
riboflavine, and about 40% of the nicotinic acid produced 
by the bacteria were present in the filtrate. In a paper 
on the synthesis of vitamins in pure culture by Bact. 
` aerogenes, B. prodigiosus, Ps. fluorescens, Proteus vulgaris, 
4. Edeiken, J. Ibid, p. 8. 


5. Naide, M. Ibid, p. 23. i 
6. Willinger, P., Benesch, R., Kay, W. W. Lancet, 1945, i, 432. 


` 


DS 


7. Mitehell, H. K., Isbell, E. R. Univ. Texas Publ. 1942, no. 4237, 


D. a ae | 
8. Burkholder, P. R., McVeigh, I. Proc. nat. Acad. Sci. Wash. 
. 1942, 28, 285. 


and Cl. butyricum, Thompson ° concluded that with all. - 
the eight B vitamins studied, only the amount of tHe | 

vitamin required, for the activities of the cell is retained 
by the micro-organism ; the excess is excreted into the 
medium. Moreover, the amount of vitamins in the- 


- cells showed a remarkable constancy. in all the species . 


investigated, whereas the amount outside the cells was 
much more variable. The extracellular vitamin was, 
however, ‘considerable’ in most cases. Thus there was 


nearly as-much aneurine,. 24 times as much riboflavine, 


l$ times as much nicotinic acid, and 12 times as much 
biotin in the medium ofaerobic cultures of Bact. 
aerogenes asin the cells of this intestinal organism. The — 


conditions under which the bacteria were grown in these 


experiments (heavy inoculum incubated for 24 hours 


. only) insured a heavy growth, a rapidly growing culture, 


few dead cells, and therefore a minimum of autolysis. To 
obtain further evidence as to whether autolysis was 
responsible for vitamin release, the biotin liberation by 
Proteus vulgaris was investigated. It was found that 
biotin release actually paralleled growth, which showed 
that the vitamin did not appear in the medium as a 
result of autolysis but was excreted by the bacteria. 
Nevertheless, these findings do not negative the import- — 
ance of autolysis in the release of. vitamins from micro- 
organisms both .in vitro and in vivo. -In the large 
intestine, where bacteria are autolysed in large numbers, 
owing to dehydration, &c., considerable amounts .of 
vitamins produced by the org&nisms under the more 
favourable conditions higher up in' the bowel should be . 
set free in this way. ~~ 7 

It seems certain therefore that although the total 
quantity of vitamins synthesised by the intestinal 
bacteria is not available for the use of the host, a variable 
but significant proportion does reach the host’s blood- 
streap. S | 


MITRAL STENOSIS SIMULATING SILICOSIS 

AN example of how mistakes can be made by placing 
too much reliance on radiological findings is reported 
from America.” A man of 26 was referred for examination 
in, October, 1943, because a diagnosis of silicosis had been 
made in July of the same year ; X-ray films of the lungs 
had been taken on two occdsions and the changes had 
been reported as consistent with this diagnosis. For 83 . 
days before July, 1943, he had been working as a catalyst 
operator in a building where a machine was crushing 
silica for filter material. The crushing was not considered | 
officially ta be a “dirty ” operation, and the patient 
worked some distance from the crusher.: X-ray films of 
eight other workmen in the same building who fed the 
crusher showed no evidence of silicosis. Clinical exa- 
mination of the patient showed mitral stenosis (there was 
no history of rheumatic fever) but no evidence of silicosis. 
X-ray films of the lungs revealed a diffuse mottling, 
heaviest between the hila and the lateral chest walls, 
although some mottling was also present at the apices 
and the bases. It was clear, therefore, how the diagnosis 
of silicosis had been arrived at by the previous examiners. | 
But in view of the short duration of exposure to silica, 
the fréedom of the workmen who had been exposed to 
much greater risk, and the absence of any clinical evid- 
ence of silicosis, it was concluded that the diagnosis was - 
mitrai stenosis and that the radiological changes were due 
to pulmonary congestion. It has, of course, long been 
recognised that the radiological appearances of pulmon- 
ary congestion in mitral stenosis can be most misleading, 
simulating not only silicosis but also miliary tuberculosis, 
but this instance demonstrates once again that before 
making a diagnosis of silicosis the whole picture—occupa- 
tional, clinical, and radiological—must be carefully 
reviewed and correlated. The last word in diagnosis 
must always be with the clinician in charge of the case. 


9. Thompson, R.C. Univ. Texas Publ. 1942, no. 4237, p. 87. 


i 


. 10. Ryder, H. W., Reineke, H. G. Amer. Heart.J. 1945, 29, 327. 
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In the early days of the war when, because of the 
prospective supply position,.a long-extraction National 
flour was being discussed, relatively little knowledge 
was available of the nutritional points which would 
T ure consideration in framing a precise recommenda- 
ion. 
to be found in the germ, while there was an impression 
that the aleurone layer was also rich in this vitamin ; 
incidentally the latter view has since been shown to be 
largely incorrect. The branny layers were known to be 
rich in iron, but they were regarded as indigestible and 
known to contain an appreciable amount of phytic 
acid which may interfere with calcium and iron absorp- 
tion from the diet as a whole. It was known that the 
addition of a suitable qaantity of chalk would eliminate 
the immobilising effect on calcium, but how far this 
would improve the availability of the iron was a matter 
for conjecture. There was also evidence that the outer 
endosperm was rich in protein of high nutritive value. 
On top of this rather vague and incomplete picture of 
the wheat grain there was, of course, no experience to 
show how far millers could produce a long-extraction 
flour combining high nutritive value with good’ baking 
quality. | 7 

The Accessory Food Factors Committee of the Lister 
Institute and the Medical Research Council in their first 
report (1940) recommended that the extraction should 
be at least 80-85%. In their second report (1941) the 
committee discussed the specification for 85%, the 
extraction which the Ministry of Food had meanwhile 

‘adopted. They advised that the flour should contain 
as much as possible of the B vitamins, including ribo- 
flavine, nicotinic acid, and especially Bj; in the case 
of vitamin B, the flour should not contain less than 
- liu. per g. The fibre content of the flour was fixed 
at a maximum of 0:9%. The fibre is the amount of 
insoluble residue left after treating the flour with acid 
and alkali under prescribed conditions (Analytical 

Methods Committee 1943); the fibre content multiplied 
by eight gives a reasonable estimate of the bran content 
of the flour. 
since, during the usual milling process, it is not detached 
to any appreciable extent.) In fixing this upper limit for 
the bran (fibre) content of the flour, the Accessory Food 

-Factors Committee urged that it should contain as little 
bran as possible. Later (June 2, 1942) the Medical 

Research Council advised that any bran particles in the 
flour should not have a cross-section exceeding 0-2 mm. 
Acting on this advice, the Ministry of Foad encouraged 
millers to reduce the bran content of National flour 
with the-result that the average figure dropped from 
about 6% to 4% (fibre 0-5%) with consequent improve- 
ment in colour and baking quality. At the same time, 
the size of the bran particles in the flour was progressively 
reduced. ; 

_ Inanattempt to rationalise these nutritional standards 
experiments were set on foot at the Cereals Research 
Station to determine with greater precision the distribu- 
tion of the different nutrients in the wheat grain. This. 
work also had as its objective the milling of a natural 
flour of the highest nutritive value having at the same 
time a pale colour and good baking quality that would 
be attractive to the consuming public. A lead in the 
production of flours of this type was given when the flour 
known as ‘‘ Canada Approved ’’ was manufactured on a 
commercial scale in'that Dominion in 1942, but in making 
this flour those concerned had given their whole attention 
to vitamin B,, so far as nutrients were involved, and 
had disregarded other vitamins and the iron. 
ally the extraction of this flour averages 78%. 


DISTRIBUTION OF NUTRIENTS IN THE GRAIN 
The first step was to dissect individual wheat grains 


T. MORAN 


~ 


so as-to provide a series of representative fractions which 


/ 


It was known that much of the vitamin B, was | 


(The bran includes the aleurone layer, ' 


Incident-. - 


could be submitted to microanalysis. The microanalysis 
largely fixes the speed of this work. Satisfactory micro- 
methods are available for protein and iron, while a 
method has been developed for B, which can measure. 
0:01 i.u. with an accuracy of + 38% (Hinton 1943). 
Riboflavine and nicotinic acid assays have, however, not 
yet been reduced to a micro-scale, so reliance has to be 
placed on the analysis of carefully milled fractions. 

Some of the results of this work have been published 
(Hinton 1943, Moran 1945); the more important 
findings are that the larger proportion (about 60%) of the 
vitamin B, of wheat is located in the scutellum fraction 
of the germ, whereas the nicotinic 


acid and iron are concentrated not _,| IN f 
strictly in the bran itself but in the } lj j \ (i 
outer endosperm adjoining the aleu- er RN 
. oY ee SS 
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Fig. 1!—Distribution of nutrients in wheat grain. 


rone layer. The germ as a whole—both scutellum and 
embryo—contains appreciable quantities of riboflavine, 
oes hae acid, and iron. This distribution is shown in 

g. . ` E ` 

The actual concentration ọf any nutrient in germ or 
outer endosperm will depend primarily on the variety of 
the wheat but may also be influenced by conditions of 
cultivation and other factors. It is not easy to derive 
average figures but those given in table I may be taken 
as reasonable: values for the four important nutrients 
which can be estimated with satisfactory accuracy. 
They represent fractions of a grist made up of English 
and Manitoba wheats in approximately equal amounts. 


TABLE I— CONTENT OF VITAMIN B,, RIBOFLAVINE, NICOTINIC 
ACID, AND IRON IN DIFFERENT PARTS OF THE WHEAT- 


GRAIN | 
_ e| a ls £ 
| 8 gue | m S| o RT 
a Rgs, £ S| an | Sar 
z 2o Z fa ayo 2] E 
Factor i 5 EE | 2 )4 "aa Sq 55 
3 | 322) 2/8! 23 | Sos? 
5 | 57 g 37 | dbz 
pts eae z iz ô |my & 
k . { 
Vitamin B, (i.u./8.) | 1:2 16 | 55 | 3 {| 1°5 | 
Riboflavine (ug.ig.)| 1-6 3 lis [1s] ís; 
Nicotinic acid | | | `, 
(ugig.) .. | 50 250 | 60 | 60 | 150 | 22 
Iron (mg./100 g.) | 35| 12 9 9 | 10 | 2a 
t : i 4 
Approx. % by wt. | 100 12 | 25] 4 | 3 | 85-5 


The ubovo figures are based on assays by E. C. Barton-Wright, 
R. G. Booth, and W. J. S. Pringle. . 


There are indications that the germ and outer endo- 
sperm are probably rich in other factors, and this is 
borne out bv other analyses made in the Cereals Research 
Station and by the published figures presented in table Ir. 
In assessing the possible contributions of the different 
factors that can be made by endosperm and germ it 


must - not Ibe overlooked. that the amount of ,endo- 
sperm in wheat is roughly: 35 times that of the germ. ' 


TABLE II—OONTENT OF OTHER NUTRIENT FACTORS IN 
tes VARIOUS: _FLOURS ( HG. PER G.) 


Flour - Biotin * a Vitam 
Sea ee | 
Whole wheat B j 0-07 | 18. | 0-009 
78% flour .. soi _ 
Patent flour: 1:2 21 j- 0-005 | ; 
85% flour .. $1 | a5 4 3, FE ee 
Germ ` 1460 | 85 |. 1-8 | 0-16 
Bran — 13-8". | 24-0 nee `. | 0003 


nr a e a aM eas a Sean eo i ne a ee ee ees 


l and 2. Barton-Wright, (unpublished) . Lampen et al. 1942 
. Thompson et al. 1 Mangion. and Andrews 1941 
Many of the ores poets of wheat and flour, particu- 
larly the minerals, have been investigated in detail, together. 
with the available calories provided by flours of different 
ot al. 1945). ; the findings will be published shortly (McCance 
et al. 1945 


The endosperm. is ok ‘uniform in composition ; the 
concentration of the nutrients ‘we are considering 
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be to “‘ clean ” the bran as. thoroughly as possible and 
include the “ cleanin in the finished flonr. The’ 
report inflicated how this oni be done (Kent et al. 
1944). This advice applies, with even greater force, to 
the milling of a flour of 80% extraction. 

‘How successful the millers were in producing a goor 
flour of 824% extraction during the three months that 
rate was in force can be seen from the figures in table Iv. 
In this table are also given values for commercially 


-TABLE IV—PRELIMINARY RESULTS OF 
; COMMERCIAL FLOURS * 


ANALYSIS ‘OF 


{ or Marine 


z = Rate of extraction 


Factor 

| 85% 82% | 3o% 
Vitamin B, (i.u./g.) 098 0-88 | g'a0 
Riboflavine (ug. /g.) 1-3 | 10 : 0-35 
Nicotinicacid (ug./g.. -17 | 18 ; 16 
Iron (mg./100 g.)| 207 ` L9 | 1-65 
Fibre’ (%) | 9-50 O31 | 0-21 
Colour-index ie 100 © n 1“ 


v 


®* No allowance is mee e for any added white flour (Canadian GR), 
‘but this does no 


‘appears to increase from the centre towards the boun- | 


dary adjoining the bran. Unfortunately, the different 
concentration gradients are not yet known but the 
evidence so far obtained suggests that they slope steeply 
as they approach the aleurone layer—hence in ali prob- 


TABLE III-—THEORETICALLY POSSIBLE LEVELS OF VITAMIN 
B;, BIBOFLAVINE, NIOCOTINIO ACID, AND FRON IN FLOURS 
OF DECREASING EXTRACTION 


oh ! l Rate of extraction 
Factor | ee E 
1 100% 85% 823% | 80% 
=| —_ |_| 
Vitamin B, (i.u./g.) 1-2 1:20 1-23 1°26 
i { 
Riboflavine (ug./e. ) 1-6 ee | 11 1°15 
-Nicotinic acid ; 50 | 23 | 23 23 
(ug./g.) . l 
| 
Iron (mg./100 g.)' 3-50 IS 2°30 | 2-30 2-32 


ability the high average values for the outer endosperm. 


Protein is probably exceptional, since the work of Cobb | 


(1905) suggests a more constant gradient. It is clear, 
therefore, that the contribution made by the endosperm. 
to the nutrient content of a flour will depend largely on 
whence it is drawn and particularly on how much of the 
outer endosperm isincluded. The values for ‘“‘ bulk endo- 
sperm ” in table 1 have been calculated by difference, 
and therefore represent the mean concentration in the 
full 85-5 parts of endosperm. 

It is of interest, using the figures in table I, to calculate 
the levels of the four nutrients, theoretically possible, in 
85%, 824%, and 80% extraction flours (table 11). These 
three flours would contain the full 2-5 parts of germ, 
while the endosperm would include all that —- 
adjoining the aleurone layer. Itis clear that: 5 
on theoretical grounds the drop in extraction 
from 85% to 80% need not reduce the nutri- 
tional quality of flour. 


PRACTICAL APPLICATION 


Clearly, therefore, to obtain in practical 
milling a flour of good nutritive worth. it 
is necessary to secure the passage into the 
flour of most of the germ, certainly all the 
scutellum, and as much as possible of the 
outer endosperm layers adjacent to the inner 
layers of the bran. To this end the Ministry i 
_of Food advised millers by the issue of a 
‘circular at the time the rate of éxtraction 
was reduced to' 824% from 85% that the of o 
first essential in milling such a flotr is to 
include all the germ and particularly the 
scutellum, and that the second aim should 
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produced flours of the current 80% extraction. ‘The 
complete data on 80% flour will be presented shortly 
in the form of one of the Reports which have been pub- 
lished by the Ministry of Food (National Flour and 
Bread, 1942, 1943,. 1944). Having regard to the fact 
that as the millers continue to study the technical 
problems involved the nutritive value of the flour will 
tend to improve, it is anticipated that ultimately the 
average values will be superior to those given in the right 
hand column of table tv. New methods and new 
machinery will probably be introduced. 


TABLE V—PROPORTIONS OF BRAN, GERM,: AND ENDOSPERM 
IN FLOURS OF DIFFERENT EXTRACTION 


coe eb 


- Rate of extraction 
. Fraction - - 

\ 100% | 85% 824% | 80% 
Bran 12 3A 2-0 14^ 
Germ 25 19 "17 16 
Endosperm .. 85°5 | 79-7 78-8 : 77-0 

i. | Pe a 
| 100 | 85 | s25 | so 


Wheat is'a poor source of calcium. The present 80% 
flour is, however, enriched with calcium: carbonate at the 
same level as 85% flour (7 oz. per 280 Ib. of flour), so 
the total calcium content’ averages anu 80 as against 
83 mg./100 g. for 85% flour. | 

The colour-index gives a rough measure of the colour 
of the flour (and the resulting bread). A colour-index 
of 100 represents the average colour of 85% flour and’ 
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Fig. 2—Analyses of commercial flour of 85°05, 823°, and 80°; extraction. 
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0 the colour of pre-war white flour. A colour-index of 11 - 
(the average for 80% flour) means that the colour of this 
fiour is equivalent to that given by.a mixture of 11 parts 
of 85% flour and 89 parts of pre-war white flour. 

In terms of grain constituents, the flours are made up 
as in table v. . The three flours (85, 82}, and 80%) contain 
‘approximately 76%, 68%, and 64% of the total germ in 
' the wheat. ; 

l — MILLING PROBLEMS — 


It will be noticed that the nutrient values for these 
flours (table Iv) do not come up to the theoretical values, 
given in table m. There are two reasons for this— 
first, the flours did not contain the full quantity of germ ; 
and secondly, the rich outer endosperm layer was 
probably not wholly included, possibly because it was 
feared that its grey colour would adversely affect the . 
colour of the final product. - 

If the miller aims at producing the palest-coloured 
80% flour—and it must be recognised that competition 
to meet demand gives him that incentive—then he is 
inclined to keep the quota of bran ‘“‘ cleanings,” which 
are of a brownish colour, to the minimum to avoid having 
° to reject the equivalent amount of the whitést flour. 
It is unfortunately a fact that much of the scutellum 
and the outer endosperm are associated with a quantity 
of powdered bran, and this in fact defines the technical 
problem involved in the milling of high-vitamin white 
flours. Further, as the extraction is lowered, the miller, 
in order to get his length (extraction), can reject pro- 
gressively more of the coloured stocks; thus in milling 
an 80% flour only 77-0 parts of endosperm are required 
as against 79-7 parts in the milling of 85% flour. 

_ Fig. 2 shows the results listed in table Iv graphically. 

The B, and riboflavine figures follow those for germ 
content shown in table v, while the iron figures reflect 
thé increasing ease in obtaining the full extraction with- 
out the need for including some of the fractions undesir- 
able from the point of view of colour as we pass from 
85% to 80% flours. At the same time, they do not 
. follow the bra: contents of the three flours, suggesting 
that an appreciable amount of outer endosperm is 
present in 80% flour.. This fact has recently received 
indirect confirmation in experiments carried out by 
Dr. S. K. Kon (private communication). He has, 
found no significant difference between the biological 
values of the protein in 80% and 85% flours. The colour 
of the flour is in line with the fibre or bran figures, the 
improvement between 823% and 80% being distinctly 
_less than that' between 85% and 824%. ‘The nicotinic 
acid figures show. surprisingly little change. 

As already noted, the figures for flour of any extraction , 
will depend to a large extent on the type of wheat used, 
ana even with one variety the crop may vary from year 
to year. For this reason, fig. 2 cannot be regarded as 
a set of constants. Again, the milling of flour to con- 
tain the germ and outer endosperm while at the same 
time producing a flour of good colour is a new develop- 
ment in milling with great scope for skill and invention. 
The fiour produced by some millers is already superior 
to that represented by the average figures quoted in 
this paper. Thus, in the case of B,, the following 
results for 80% flour were obtained for the samples from 
143 mills examined’ in a recent week : 


Vitamin B, 
(i.u./g.) ® 10 09 O85 0-80 070 060 0:50 
o age of samples 0:7 140 31°5 51:1 82-6 95-9 100:0 


* The figures given are all minimum values. 


‘The same type of variation between niills was _also 
found in the results on 85% and $24% flours (National 
Flour and Bread 1944). | 


SUMMARY 

Recent research has provided us with a clearer picture. 
of how the differént nutrients, including vitamin B,, 
riboflavine, nicotinic acid, and iron, are distributed in the 
wheat grain. With this knowledge, it has been possible 
to develop new methods of milling which do not aim 
merely at a given extraction but instead are directed 
at including in the finished flour the more valuable 
fractions of the wheat which might otherwise be lost to 
the offals. This is the basis of the present 80% flour. 


Nature Editorials (1942a) 149, 460 


` children. 


At the same time, with a flour of this extraction, it is 
possible to eliminate practically all of the bran and so 
give a loaf which is more acceptable to the bulk of the 
population, — | 
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CONDITION OF LIBERATED COUNTRIES 


Dr. ANDREW TOPPING, director of the health division 
in the European office of UNRRA, last week gave the. 
press a reassuring account of conditions in France and 
Belgium, which have never been as bad, he said, as was 


. supposed. Parts of Holland are in much worse case, 


and in-Greece there are difficulties partly because medical 
practice is far behind the times. In Italy the people are 
not on the whole receiving a balanced diet, but are not 
much worse off now than they were before the war. 


Missions are ready to go to the countries under the 


control of Russia, but so far have not been able to gain 
permission to enter. Leave to send a team to Yugo- 
slavia was obtained only with difficulty, but lately the 
Yugoslavs have.asked for a plastic surgery team. In 
Dr. Topping’s opinion UNRRA’S chief contribution so 
far has been to set up and maintain the large camps 
for refugees in the Middle East and North Africa, 
from which the occupants are now gradually being 
sent home. : 

Some 205 UNRRA teams are at work among displaced 
persons in Europe, and their number is to be increased 


‘to 450. Each team includes a doctor and nurse, but-in 


this country it has been possible to accept only doctors 
who are over age for service with the Forces, or phy- 
sically unfit. Lately doctors and nurses have been 
recruited from France, Belgium, Poland, Czechoslovakia, 
Denmark, and Sweden; and there are good hopes 
that Switzerland will also contribute staff. Permission ' 
to send Austrian refugee doctors has recently been 
granted. | | 

Colonel V. P. SYDENSTRICKER said that in parts of 
Holland 10% of the people in poor districts had famine 
cedema, and adults had lost an average of 25-30 Ib. in 
weight. The Dutch authorities have lists of those 
showing cachexia or cedema; public-health nurses have 
been visiting them, and they have been given extra food 
sent. by the Swedish Red Cross. Dutch feeding teams, 
of which there are 27 already in action, have proved 
very useful, and with the summer and the harvest 
coming conditions should improve. Though. feeding 
with protein hydrolysates has given good results in 
Holland it could not be used in Belsen and like pleces, 
because the inmates suspected that any injection was 
meant to kill them. Most people in the concentration 
camps, however, do well on milk and gruel. : 

Colonel R. E. BUTLER, speaking of the UNRRA refugee 
camps for Yugoslavs and Greeks, said that though many 
of the people were in a poor way when they came in, 
examination during the past eight months has shown 
only a few minor deficiencies among them; all the 
children are in good shape. In Greece in 1940-41 the 
situation was serious and there were many deaths from 
starvation ; but there is now little extreme malnutrition. 
The growth of the black market, designed. to discomfit | 
the Germans, and the arrival of Swedish Red Cross 
parcels, made the difference. In Italy, again, there are 
some minor deficiencies but no famine cedema and ho ' 
serious disturbances of age-height-weight figures among 
He pointed out that the official ration is 
no indication of the quantity of food eaten. In Italy 
official rations amount to 850 calories in the south 


/ 


' is no greater than our own. 
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and 7 50 round Rome; but unrationed foods increase 
this figure greatly.. In Belgium a ration of 900 


calories is_about doubled by uprationed and black- | 


market foods. 


_ Dr. R. L. Coreny said 
than 200 mobile teams to | 
This work is being done rapidly; in France half a 
million have come home in 25 days, many by air. Repa- 
triates.are disinfested once before leaving for home and 
again on arrival, and this should prevent typhus epi- 
demics—though, as Dr. NEVILLE GOODMAN ` pointed 
out, where movement of large numbers is so rapid, one 
or two infected or. infested 
through. — p i 

Prof. R. R. STRUTHERS noted that some of the diffi- 
culties in Holland detive from lack of coal and soap, 
which makes it difficult to sterilise babies’ bottles-and 
to wash their clothes. The children, he said, are 
comparatively well, but lean. There is serious 
shortage of food and milk in the south of France, 


that Sweden is sending more 


unnecessarily aggravated by prejudice against dried l 


milk. , 


Colonel R. S. Gass had found no truth in the report 
that one Italian child in five has tuberculosis. In fact, 
the increase in the Italian death-rate from tuberculosis 


E GENERAL MEDICAL, COUNCIL 
` PRESIDENT’S ADDRESS 


ON Tuesday Sir HERBERT Eason, the president, opened. 
the 164th session. 
| the war their membership has altered, he said, to an 
unusual extent. Of the 39 members at the outbreak of 
war, only 16 are left ; 11 have died, and 13. have resigned. 
“ Death no man can prevent. But from the point of 
view of the council’s business too frequent changes-in 
their personnel do not make for efficiency in the conduct 
of their business.” It would be to the advantage of the 
council if the licensing bodies would, in making appoint- 
ments, choose and maintain*representatives who could 
sit for a fairly long period. 

‘The President then spoke of members and former 
members who have lately died. Dr. Denis Coffey was 
the father of the council, having represented the National 

‘University of Ireland since 1920. He brought to its 
deliberations a vast experience of medical education, and 
“as a, translator for the English mind of the minds of our 
neighbours across St. George’s Channel he was incompar- 
able.” Mr. A. W. Sheen, whose contributions were 
always characterised by complete independence of 
thought, ‘‘ brought to our counsels the same genuine 
enthusiasm with which he nurtured the Welsh National 
School of Medicine.” Mr. Harold Collinson, of the 


' University of Leeds, after his retirement from the council 


In 1942 became inspector of qualifying examinations in 
surgery. In the last stages of his illness he forced himself 


_ to inspect the examinations of Cambridge and Oxford ; 


but “‘ time was not given to him to prepare his general 
report on the inspection which he just lived to complete, 
and by his death we have been deprived of the advantage 
of his mature judgment on the qualifying examinations 
in surgery as a whole.” 
Of the three retiring members Mr. Bishop Harman was 
elected as a direct representative in 1929, and his long 
service was of great value, ‘“ not only from his, intimate 
connexion with the British Medical Association, and his 
knowledge of the views of the profession as a whole, but 
from the extremely logical and clear-sighted way in which 
he faced every problem which came before the council.” 
Prof. D. F. Cappell has retired from the representation of 
the University of St. Andrews on his appointment to the 
chair of pathology at Glasgow ; ‘‘ we had hoped for much 
further service from „him as a comparatively young 
member of the council.” 
nominee for Scotland since 1935, was chairman of the 
public health committee from 1939, and ‘‘ of his services 
to the council both on that committee and in their 
general deliberations I cannot speak too highly.” | 
The four members joining since the November session 
afe Prof. Henry Cohen, a Crown nominee ; Prof. W. J. 
Tulloch, of St. Andrews; Prof. J.‘M. O’Connor, of 
University College, Dublin ; and Dr. Andrew Davidson, 
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repatriate displaced persons. ' 


people will be liable to sltp - 


Since the council last met before 


Dr. John Ritchie, Crown 
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l chief medical officer of the Department of ‘Health for 
Scotland. = | . | 


i THE CURRICULUM 
_ “ Progress has been made,” said the President, “ with 
the revision of the curriculum, which so far as the council 
are concerned means the revision of their recommenda- 
tions to licensing bodies, first, as to the education in 
general and in preliminary scientific subjects of persons 


a desirous of entering the profession; secondly, as to 


professional education ; and thirdly, as to professional 
examinations. The four special committees appointed 


id 


by the council to report to the standing committees on 


met, and have probably carried their work as far as is 


education and examinations on the revision have al . 


practicable until observations by or on behalf of all ' 


, the bodies are before them. A majority of the bodies, 
’ by hard work under war conditions, have already been 
so good as to farnish the council at least with preliminary 
observations. Some of the others cannot be expected to 
- depart from the procedure which their own organisation 
normally requires them to follow in\settling their views 
on a.matter which should not be.too hastily dealt with. 
I think jit is already clear that, except perhaps in the field 
of social medicine and public health, the council’s task in 
the revision of the recommendations may. be less heavy 
than we might have expected or feared. The object of 
the recommendations is, after all, no more than to indi- 
cate to licensing bodies the minimum curriculum which 
the council, testing its results by visitation and inspection 
of examinations, are likely to be able to regard as suffici- 
ent to guarantee à proper standard of qualification. The 
larger, and the harder, task, to secure that doctors are not 
only qualified, but are educated ‘both in the general and 
in the professional sense, must always fall to the authori- 


ties of the bodies and of the medical schools, to the - 


teachers, and to the examiners.” - . 


i THE REGISTER - 

‘* The number of practitioners on the Medical Register 
at the end of 1944 was 73,646, an increase of 1764 over 
the number at the end of 1943. The total number 
includes 6124 practitioners registered in the normal 
course, and 767 registered temporarily under Defence 
Regulation 32B, by virtue of qualifications granted 
in the British Empire outside the United Kingdom and 
Hire ; and 603 practitioners registered in the normal 
course, and 3169 registered temporarily, as foreign 
practitioners. X , 

“ The great majority of the practitioners temporarily 
registered in what is still called, in the language of 1886, 
the list of Colonial practitioners, are serving in the Armed 
Forces of the Cròwn, and only needed temporary regis- 
tration because there happens to beno reciprocity between 
the Imperial territories where they qualified and -the 
United Kingdom. ' 3 l A eae 
_ “Of the foreign practitioners whose registration is 
temporary, many, and among them the first to. þe so 
registered, qualified in the United States of America, and 
they are for the most part engaged in military service. 
But the majority are graduates of universities in 
European countries which have never seen fit to enter 
into reciprocal relations with the United. Kingdom. 
We recognise, I am sure, the value of the services which 
these practitioners have rendered to the civil population 
here since the expansion of the Armed Forces absorbed 
an increasing proportion of the practitioners of the 


r 


United Kingdom. No doubt, however, as soon as some . 


‘measure of order has been established in Central Europe, 
it will be agreed that their own territories have the first 
claim upon them for assistance in the urgent task of 
restoring an efficient public and personal medical service 
for the benefit of their fellow countrymen.”’ 


| : i 
THe Central Council for Health Education now has “a 
balanced team of technical officers whose services are available 
to local authorities, eduéational institutions, and voluntary 
organisations for help in their health education work.” I 
team consists of medical men and women with specialised 
experience, two biologist educationists, and an educational 
psychologist. - Further information may be had from Dr. 
Robert Sutherland, medical adviser and secretary of the 
council, 
WCl. 


~ 


3. 


at Tavistock House, Tavistock Square, London, 
|} . $ 


This . 


1 
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IN ENGLAND NOW 


[FUNE 2, 1945 


In England Now 


A Running Commentary by Peripatetic Correspondents , 


FIRST-HAND reports of conditions in Germany continue 
to be somewhat terrifying. Just before the surrender, 
near the Czech frontier, a. French and an American 
division followed the. track for sixty miles of a column 
evacuated by the Germans from a politicalcamp. Sixty 
miles of bodies by the roadside, sixty miles of ghosts, 
living corpses, tottering out of the woods and barns or 
waving feebly at the passing cars. . 

The ¢ debt is being paid, at least in part, by some of the 
‘Displaced Persons, and unhappily their revenge involves 
‘ the wastage of stores needed by the whole world, includ- 

ing the displaced persons themselves. Blankets are 
stolen off the beds of patients in hospitals, yet a store of 
thousands of blankets was set on fire. Every bit of 
furniture in a milk-bar for children started by an UNRRA 


welfare officer was stolen the first day, and nothing can be . 


left. unguarded for a moment. Human life seems to be 
held in contempt by the Russians, and doctors have to 
treat appalling knife and grenade wounds resulting from 
trivial quarrels. They are even said to play catch with 
grenades with the pin out, the last man to hold the 
grenade before it bursts being literally “out.” Yet a 
good leader who will organise singing and physical games 
can easily keep them in hand. 

The conditions under which displaced persons have 
been living vary enormously. Families in a garden city 
near Frankfort were living a happy, nearly. normal, 
family life. 
_ ties showed the uttermost depths of human squalor and 
degradation. The French have already repatriated half 
a million of their people and reckon there are another half 
million to come and half a million dead. There are ex- 
ceptions, however. A French official in Germany met a 
hooded, two-wheeled cart drawn by two women. . Inside 
was a Frenchman who spurned the suggestion of coming 


to the nearest assembly centre for repatriation. “‘ I live 
the life of a lord,” he said. ‘‘ During the day these two 
Russian women pull me over the countryside. If I am 


hungry or thirsty I ask for food and drink at a farm and I 

always get it. At night I have a little tent to sleep in 

and the Russians sleep on the aay outside to guard 

me. Repatriation! Je m’en fous!” 

Footnotes : 

l. Fifty-five Nazis or their agents were found (Ls am told) in 
one Paris-to-Brussels trainload of repatriates. 

. The difference in the transport difficulties between Paris 

and Brussels is that on the Brussels trains you say, 

‘““ Pardon ! ” and shove, while on the, Paris metro you 
just shove. | 

3. German Major to British Recce Subaltern after surrender : 
“* Pretty difficult situation all round, what, old boy ? ” 
British Subaltern : “ It may be difficult for 4 you, but it’s 
not in the least difficult for me.’ . 
* * * 

The sun shone down on us, the lamb bleated, and the 
press of children with their next-of-kin inside the gates 
was only exceeded in density by the solid crust of 
children wedged enviously against the locked turnstile. 
Somebody passed Mr. Handley another animal. He had 
already welcomed a fox-cub (‘‘Pve brought this for 
you, sir,” Mrs. Mop murmured lovingly), a horrified 
gosling, and the lamb. At our feet a dingo pup was 
capably tearing his way through the sacking roof of 
his box, and Donald Duck, detained in a basket, was 
: giving a gala demonstration of temper. We were 
among the privileged guests at the reopening of the 

Children’s Zoo—one of the first and best of peace-time 
pleasures to come back to us; and there were Mr. 
Handley, and Mrs. Mop, and Sam, and So-So, and the 
Colonel and all the other looking-glass creatures of ITMA, 
as large as lions and nearly as natural, in our very midst. 
‘ Why does he have to be in a box ?”’ asked David, 
watching the tireless dingo. In a sun-suit decolleté to 
the waist and terminating unexpectedly in long blue 
linen trousers, David looked his age—rising four. “It’s 
a surprise for Mr. Handley,” replied his grandmother, 
who looked considerably less than hers. ‘‘ Why does 
Mr. Handley have to have a surprise ? ” David wanted 
to know; and Mr. Handley, who had just been supplied 
with a parakeet, looked as though he would be glad to 


‘ately he was vegetarian. 


In the same area. a collection of 23 nationali- 


' know too. The bird was white with a sky-blue tongue. 


a beak fit to chisel concrete, and prominent cynieal eyes 
lidded and encircled with blue shagreen. He sat on 
Mr. Handley’s shoulder and seemed to be considering 
whether to take an ear or an eye for luncheon. Fortun- 
So was the half-grown kid 
who came next, and devoured the Handley buttonhole 
(“ What a showman, eh?” So-So exclaimed admiringly.) 


But at last the animals ran out, and Mr. Handley having 


declared the Children’s Zoo open -(‘‘ Did you say they 
were open, sir?” asked the Colonel), ‘stepped down 
from his trial a free man, without a stain on his character, 
and we all went off to see the Mouse Town. . Mice live in 
Shakespeare’s England, except for the cinema; and 
judging by the tails sticking out of the front doors, the 
houses are overcrowded within the meaning of the Act. 

The dreadful congestion in the entrance to the cinema 


was due, I was told,' to a popular. programme—yes, an. 


early Disney, naturally. Then there were rabbits and 
guineapigs, chickens and ducks, a timely brood of new 
goslings haunting a pool beside a windmill, and a llama 


‘weaving through the crowd with ‘the unpredictable 


expression of Harpo Marx on his face. It was a splendid 
party, and the Zoo authorities who thought of it must 
have felt, as we did, that only one thing could have made 
it better—a children’s zoo made like a concertina or a 
Revelation suitcase, which could have stretched to take 
in all those famished onlookers at the gate. But they 


will get im all right next time. 


* xk * , 2 
_ I was watching an anesthetist at work the other day. 
He was giving “‘ closed ” cyclopropane with the plethora 
of tubes and dials which is the fashion nowadays. Soon 
after the start of the operation he uncoupled the rubber 
hose from the patient, put it betwéen his own lips, and 
took several sizeable breaths. 
the patient. Neither the patient nor the anzsthetist 
was Visibly affected by this episode, and I did not see it 
repeated. At the end of the operation I asked the 
anzesthetist to explain the ritual. He said that the signs 
of cyclopropane anzesthesia were sometimes not .very 
obvious, and that he did this im order to estimate the 
concentration of gas which was being inhaled, since 
no more reliable method had yet been invented. But 
if the gas affected the patient so profoundly that his 


He then returned it to 


` 


peritoneum could be laid open without protest, I. 


Ob, 


inquired, why didn’t it affect the anesthetist. 
‘for a few seconds I was 


but it did ” : he assured’ me, 


dizzy and hallucinated, and barely aware of my sur- 


roundings.”” I was about to remark that it was high 
time a less hazardous method of estimation was evolved, 
but he launched an eloquent dissertation on the effects of 
anesthesia on the phenomena of consciousness, while 
nonchalantly engaged in abolishing those of the next 
patient. “ The first to go,” he said, “ are the powers of 


reasoning and logical thought, and in consequence the — 
flow of ideas at this stage is preternaturally rapid, and ° 


often disordered. The subtle orchestration of ‘sensory 
perception is next attacked, so that unnoticed background 
noises, such as the hissing of a steriliser, spring into 
prominence ; and unadmitted resemblances, such as that 
between the surgeon and a gargoyle, become surrealistic- 
ally clear. This phase, if not too mirth-provoking, leads 
into one of reverie and abstraction, and that in turn to 
unawareness of the surroundings and profound ‘confu- 
sion. There is yet no disequilibrium or incoérdination. 


‘and in fact the subject will still appear perfectly normal 


to the observer, although the whole fabric of his‘conscious 
mind is tumbling about his inner ears. Itisaremarkable 
fact ” he went on, ‘‘ that the conscious mind can be 
reduced to chaos by an anexsthetic concentration which 
is unable even to modify the more robust reactions of 
which we think so little. What a flimsy tissue-paper 


crown it is which distinguishes us from the animals !—- 


the power to communicate ideas and to eontemplate 
ideals : to be enchanted by a symphony and disgusted by 
a sound : to be uplifted by a passion and dejected by a 
doubt ; to be divided by a schism and united by an 
‘ism ’ ; all this elaborate castle in the air can be blown to 
shreds by a puff of cyclopropane, and the Machiavelli 
and the simpleton can be reduced alike to the level of the 
ox. Men are equal before the Anesthetist as they are 
equal before God,” he concluded, and it was only then 
that I realised he had been at it again. set 


{ 
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i Letters to the Editor 


© A COMPREHENSIVE MEDICAL SERVICE 
ee BY NEXT JANUARY? | 
Sir,—In putting forward my compromise plan for 
setting up a comprehensive medical service by Jan. 1, 
1946 (discussed in your issue of May 19, p. 635), I had 


-in view the many complexities of the situation as between - 


the medical profession, hospital authorities, local- 
government authorities and the Government. But I 
had also in view the possibility, if not the probability, 
that politicàl indecision would prevent a beginning being 
made before an election. The political decision to hold 
a General Election in July justifies my fears. 
` ‘Whatever may be the political complexion of. thé new 
Government, it will have before it its own programme 
of immediate urgency. What I sti fear is the postpone- 
ment of the coming into operation of the National 
Health Service to a date later than originally contem- 
plated—for instance, after the defeat of Japan. ` 
My suggestion of using the EMS organisation in the 
regions into which Great Britain was divided for war 
purposes—one of which regions is, of course,, Scotland 
as a whole—was based on the fact that this organisation 
was (1) of a temporary character, and (2) medically 
speaking had worked very well. wo | 
, Part reason for the. working of the EMS hospital 
scheme being so good is that it secures the codperation— 
usually intimate codperation—of voluntary and pub- 
licly owned hospitals in each region under the general 
supervision of the principaé] medical officer of the region. 
To continue this hospital service, and that of consul- 
tants, specialist advisers, and,special services that go 
with it, as the compromise arrangement for providing 
necessary services under the National Health Service, 
would help and not hinder a final/settlement, and it 
could be inaugurated by Jan. 1, 1946. | | 
_It is certainly not easy under any circumstance 
to arrange for a 100% domiciliary service at the present 
time. And to put the duty of seeing that. this service 
was provided on the shoulders of the regional organisa- 
tion of the EMS for each region puts a new duty upon the 
EMS. But it will not be easy to provide a 100% domici- 
liary treatment in any case, and in the beginning the 
service may not be complete under whatever auspices 
it is inaugurated. My proposal to charge the EMS with 
this duty would involve them in surveying the field of 
private medical practice and offering appointments on 
a temporary basis to provide for the essential needs 
of medically depleted areas. They would: do this in 
coöperation with the Central Medical War Committee. 
There are very many difficulties in carrying out any 
scheme of National Health Service at the present time 
and I claim only for my proposal that it would get things 
done quickly and that it would be temporary in its 
application. It would in this way bridge the gap 
between the present, when we are only at the position of 
white-paper discussions, and a future time when definite 
conclusions as to organisation will have been reached. 
During this interim period it would: provide for the 

civilian population and for the demobilised doctor looking 
for a job. Without this bypass arrangement, as I have 


' called it, this interim period may pile up practical, 
. administrative, and political difficulties which will make 


the inauguration of a National Health Service very 
much harder than it need be. And unless we arrive 
at a working compromise, the date of the inauguration 
may be much postponed. ~ 


House of Commons. ey L. HADEN GUEST, 


THE. MEDICAL SUPERINTENDENT 


Sık, —I expect that most. of the hospitals in the 
country will be taking a part in some form of State 
health service within the next few years. They will 
probably, therefore, come to adopt a fairly uniform 
system of administration. I wrote my letter of April 21 
because I believe it would be a mistake to appoint, as 
standard practice. medically qualified superintendents 
as defined by Mr. Somerville Hastings. His experience 
of these officers is very great; in fact there is probably 
no-one elsé with so many under his administration. 
Hence we may .accept his opinion that a good clinician 


Si 


PULMONARY EMBOLISM IN. LIBERATED PRISONERS-OF-WAR 


f 2 
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i le a ls lai a a 


is rarely a good administrator. | This must mean that 


the two attributes are rarely combined. in the same 


individual. While freely admitting that there ‘are 
notable exceptions. to the rule, it cannot be wise to- 


apply universally a system which demands such a 
combination. ei a oo 

I do not foresee the continuation of flag-days, appeals, 
and advertisement in aid of individual hospitals.- The 
house-governor ‘of. the future should be free to apply 
himself to administration without these harassing 
distractions. If, as I advocate, he has had a long, 
special training followed by experience in junior adminis- 


trative posts on hospital staffs he will-have acquired - 


ample medical knowledge to suffice for his routine work 

by the time he reaches senior rank in his profession. 

should preferably be a medical man. 
os oo By W. A. LISTER. 


PULMONARY EMBOLISM IN .LIBERATED 
3 "PRISONERS-OF-WAR | | | 


F | 
Srmr,— Between May 1 and May 9 about 300 men were 
admitted to Barnsley Hall EMS Hospital suffering from 
the effects of privations as prisoners-of-war in Germany. 
About 260 were stretcher cases., | 
- Jn only 2 of them was the state of malnutrition severe 
enough to cause anxiety, but it was noticed during the 
first week that the majority were running a temperature. 
On May 9 one of the patients died in five minutes of 
pulmonary embolism, confirmed post mortem: he, had 
been allowed up for a day or two, but had been put to bed 
again because of recurrence of cedema on the legs. Nine 
days after admission another man died of pulmonary 
embolism six hours after the first manifestation. The 


' I donot recommend that the chairman of the hospital 


question arises whether some of the symptoms and signs - 


noted in the other men were not also due to pulmonary 
embolism. Most of them had marched 500-1000 milts 
between January and May.on very short rations. Dur- 
ing the last month of the march. almost all of these 
developed diarrhcea and swelling of the legs. The 
cedema was usually limited to the lower shin but some- 
times extended above the knee, and in some cases it 
was asymmetrical. Among the symptoms which they 
developed were paroxysmal dyspnoea while at rest, chest - 
oppression or pain, palpitation, cough (with blood- 
spitting in at least one case), and sudden collapse ; and 


the diagnoses made by medical officers examining ,the ~ 


prisoners after liberation included pleural effusion, 
bronchitis, bronchopneumonia, lobar pneumonia, and 
pulmonary tuberculosis. There were cases of sudden 
death and ‘pneumonia that kills in a few hours.” 

In some of the men the signs remaining in the chest on 
admission to Barnsley Hall were attributed at first to 
unresolved pneumonia or atypical pneumonia, but we 
now suspect that at least a proportion of them were the 
results of pulmonary infarction, while some of the other 
signs so often seen in these ex-prisoners (slight cyanosis of 
lips, pyrexia, tachycardia) may. have been caused by small 
emboli without infarction. 7 

Paul White, who believes that pulmonary embolism 
commonly goes unrecognised, states that its outstanding 
cause is thrombosis of the leg veins, beginning as a rule 
in the calf and extending into the long saphenous and 
femoral veins. Such thrombosis would explain the 
cedema developing in so many of these prisoners as their 
malnutrition increased. (This cedema is less readily 


` attributable to hypoproteinzemia, for it was absent in a 


case ‘where the plasma protein was 2-2 g. per 100 c.cm. 
but present in cases with readings of 6-0 g. upwards.) 
In the two patients dying of pulmonary embolism the 
iliac and femoral veins were found norma], but unfor- 
tunately the deep calf veins were not examined. 

The increase of pulmonary embolism after the war of 
1914-18 was attributed by Burwinkle to malnutrition. 
If, as our experiencé suggests, there is serious risk of 
pulmonary embolism in men and women recovering from 
severe privations, it is very necessary that doctors looking 


after them should have this risk in the forefront of their - 
My desire to make our observations known at — 
once has increased on hearing of cases in which symptoms — 


minds. 


suggestive of pulmonary embolism have developed in 


returned prisoners-of-war while they were at home on 42 
days’ leave. 


H. L. MILLES. 
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A PARENT AT HOSPITAL 
Sir,—Let me state that I have no connexion with the 


_ incident Countess Russell relates save as a reader of her 


letter in your issue of May 19. | 


I feel perturbed at the credence which her story has 
obtained. Surely, it is an axiom that, in any complaint, 
the defendant’s version of an incident is as least as likely 
to be correct as ‘that of the complainant. Yet the 
Countess has made grave specific charges which are 
tacitly accepted at their face value by the medical and 
lay press. Surely corroboration is required before even 
the facts of her story are accepted, much less the colour- 
ing in which'she paints them. 

I am immediately struck by the strong political 
flavour of the letter. Can it be solely coincidence that 
it has been published when the Socialist Party is 
endeavouring to socialise medicine and discredit volun- 
tary hospitals? Are the Countess and her husband 
Socialists ? | ‘ j : 

A number of interesting discrepancies in the letter are 
immediately obvious. The Countess refers to “ a recent 
experience of my own ” and yet later discloses that the 
following day was June 5: Thus, the incident occurred 
nearly a year ago. Why should such a complaint be 
stifled for nearly a year? Considering the lapse of 
time, the Countess’s memory seems remarkably acute 
for every detail. ae l 

Can it -be believed that a mother was left alone for 
12 hours to nurse a child brought into hospital as an 
emergency, and that no nurse was present or came to 
take its temperature, change its clothing, attend to its 
natural functions, make its bed ? Was no temperature 
chart kept, nor even a record of the patient’s name and 
that of its parents, nor any record attempted of the fact 
that it was a new patient admitted to the hospital ? 
ental absolutely the most immediate automatiqroutine 

uty in any hospital is to record fully all the details, of 
a new admission, the parent’s name and address. It 
would need very trustworthy evidence before I could 
believe that this was not done. Yet one of the most 
serious allegations is that the attitude towards her 
changed when, on the next day, her name was first 


- known when she came to inquire about his progress. 


= She also says that she is “ disquieted ’’ because her 
treatment at the beginning was that provided ‘‘ for the 
poorest of the population.” But I am quite sure that 
thé Countess ‘“ with the habits of a class accustomed to 
nursing-homes,’’ could not be mistaken for anything 
other than an aristocrat, or autocrat, especially when 
she ordered, and then administered, drugs. 

In addition, she says she removed the child from the 
hospital the next day, which is scarcely proper treatment 
for a child with pneumonia and a temperature of 104° F, 
especialy as she.says she was then receiving ‘‘ the utmost 
cordiality and consideration.” i 

The Countess’s memory is very acute for incidents 
which occurred nearly a year ago, but though the memory 
of the hospital staff may perhaps not be absolutely so 
well preserved and well prepared, I feel sure that the 
story they could tell would be very different indeed. 


The Corbett Hospital, Stourbridge. ` THEODORE BLIss. 


Sir,—Countess Russell’s letter makes grave allegations 
against the doctors and nursing staff of a hospital in which 
her son aged 7 was nursed. No names are mentioned 
and the reader is asked to accept the account as true. 

But there are certain points which are far from clear. 
The reader must assume that it was during the night that 
the child became alarmingly ill. Apparently the child 
was not ill on the previous day ; otherwisé, considering 
her concern for the tired and overworked medical pro- 
fession, the mother would not have sent for a doctor at 
night. Even at this very early stage of the illness she 
thought the boy might be suffering from pneumonia. I 
gather he was removed to the hospital on the next day. 
As she had made up her mind that this was a case of pneu- 
monia, she told the doctor that she had tablets of sulpha- 
diazine, and the doctor instructed her to treat the case as 
pneumonia and told her the initial dose. One is led to 


: believe that when the child was removed to hospital the 


nursing staff did everything in their power to refuse treat- 
ment. The hot-water bottle was removed, and no drink 
given to this very ill child. As we are told that the child 
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had a temperature of 104° F in the middle of the night it 
is unlikely that it was normal when he was in hospital. 
Presumably the practitioner had ’phoned the hospital 
asking if they had a bed for this child. Surely in speak- 
ing to the matron or sister on duty (we are told by you 
that it was a cottage hospital) the practitioner had told 
them that this was a case of suspected pneumonia ? 
After the doctors had examined the child they told 


i 


the mother that he might be suffering from some “‘ filthy. ~ 


germ ” brought back from America. Indeed they told 
the mother that they suspected meningitis. Then Lady 
Russell asked ‘‘ what about the rusty sputum? ” 
Nothing of this kind’ had been reported to the doctors. 
Most obligingly the child produced’ a specimen. May I 
note that it is most difficult to obtain such a specimen 
from a child of that age? They mostly swallow it. 
But we are dealing with an exceptional child. 

Again we are told that one of the nurses threatened to 
smack the child, and removed the teddy-bear as a punish- 
ment. This very ill child suffering from pneumonia and 
with a high temperature was able to give a coherent 
account of all this brutal treatment. It certainly strains 
one’s credulity. 

I gather that all this took place nearly 12 months ago ? 
Why wait all this time before ventilating these grievous 
complaints ? It makes one wonder if there is not som 
other motive behind this story. , i 

I wonder too whether THE LANCET would have taken 
so much notice of this letter and have devoted so much 
space to it had it been signed by plain ‘‘ Maria Hop- 
kins.” Your own observations cover as much space as 
the letter. You appear to accept it as a complete and 
accurate statement of fact. You further state that the 
experience of Countess Russell is not unique and you 
imply that it is not uncommon. You make a half- 
hearted defence of the present hospital system. You 
excuse this piece of gross negligence by such words as 
war, fatigue, tiredness, and overwork. The power of the 
press ‘is very great: for THE LANCET to recognise this 
case is sufficient for the press of the land, particularly the 
more sensational type, to report the letter and your 
comments at some length. I trust the doctors and 
hospital concerned may have something to say about the 
case and permit the profession to have,more accurate 
details. : I make these comments since it is such a case 
as might have been my misfortune to attend as an 
ordinary general practitioner. 

Herne Bay. MALCOLM FOSTER. 


- Smr,—The hospital which was the scene of the train of 
incidents described in Lady Russell’s letter is referred 


to both by her and in your leading article as a ‘‘ cottage ” 


hospital. For two reasons this description must be in- 


‘correct: (1) the practitioner who advised admission did not 


attend the patient in hospital, and (2) mention is made of a 
house-physician. The misdescription is most unfortun- 


ate because it is precisely in its attitude to its patients — 


and their relatives that the chief claim of the true general- 
practitioner or cottage hospital to a continued place in 
the medical service and in the affection of the population 
which it serves lies. We may not be as efficient as the 
larger hospitals in the treatment of the disease, but we do 
know how to treat the patient. 

Moreton District Hospital. CLARK NICHOLSON. 


Srr,—The Countess Russell deserves the thanks of the 
public for her letter. The story is familiar to anyone 


-- who has any interest in the nursing profession, and 


the state of affairs disclosed seems to be typical of the 
majority of the voluntary hospitals in this country. 

The effect of the Rushcliffe report has if anything 
made things worse. In ardér to provide the off-time 
specified, the nurses are even more overdriven than be- 
fore ; the sisters are even more irritable, and have less 
time to train and instruct. Indeed, the only instruction 
the sisters have time for is how to scramble through the 
work. Even so, nurses do not get off duty punctually. 
Half an hour is considered long enough for the midday 
meal. Lordly articles in The Lancet on how to avoid 
cross-infections and how to protect infants from mortal 
infections while in hospital are merely rather bad jokes 


-~ under present conditions. 


I happen to be the husband of a former hospital sister, 


and the parent of a daughter training at'a big voluntary 


hospital, so I speak with knowledge. 


NL i Z 


rd 
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- Under the present conditions of soramble, how can the 
ee type of nurse find any pleasure or satisfaction į in her 
wor 

I suggest a simple remedy—namely, that matrons 
should have the power and the duty to refuse admissions 
of patients to the wards unless and until the nursing staff 
is fully adequate. At present, so long as there are 

. entpty beds, patients are admitted, many of them 
suffering from illnesses which could ‘perfectly well be 
nursed at home. It is clearly in the public interest that 
fewer patients should be well nursed rather than that a 
greater number be badly nursed. The result of this re- 
form in the admission system would be that, after a 
time-lag of a few years, more nurses of the right type 


-~ would enter the profession and stay in it, instead of 


giving up so arduous and thankless a job. 

There should, of course, be machinery for the ventila- 
tion and redress of grievances. Also, it might not be a 
‘bad thing if the honorary staff took some interest in these 
poor helofs of medicine. - 

MB Canras. 


*, * Lady Russell points out that we misread her letter . 
' in one particular : 


she: never asked, or hoped, to be 
allowed to stay with her child overnight. He was actu- 
ally in hospital for only one night, not two as we implied, 


' and during that night she left him to the care of the 


staff. —Ep. L. 


: THE, 'GOODENOUGH. REPORT 


Sir,—Your correspondents in your issue of May 12 
representing Oxford medical education have performed 
an important service in drawing attention to the implica- 
tions of the recommendation in the. Goodenough report 
for the foundation of ‘‘ an undergraduate clinical school 
(at Oxford) to train teachers, investigators, and consult- 
ants rather than general practitioners.” This, as the 
signatories show, would create two categories of medical 
students, separation being made at a stage of preparation 
when it is quite impossible to foretell to which category 
the individual student should be assigned. 

T submit that the findings of the Goodenough Com- 
mittee must be interpreted by considering its origin. 
It was appointed in March, 1942, by the then Minister 
of Health, Mr. Ernest Brown. Its reference amounted 
to an instruction that the committee was to consider 
medical education on the assumption that the Govern; 
ment’s policy regarding future medical practice assketched 
by the Minister in the House of Commons .on. Oct. 9. 
1941, would be put into operation. A further note in 
the feport (published May 26, 1945) indicates that the 
committee was also to give attention to the later proposals 
in the white-paper on Health Services (published 
February, 1944, while the committee was still in session). 
The most essential need created by the white-paper 
proposals is for a greatly increased number of general 
practitioners, a conservative estimate being that this 
number should be. trebled. To meet. this position the 
training of the general, practitioner was reduced by the 
committee to 44 years as against the 10 years laid down 
for the consultant. These circumstances, I submit, are 
a sufficient explanation of the separation of these two 
categories. 

It should be remembra that at the date of the 
appointment of the committee Government departments 
.had been enjoying for several years a wholly unaccus- 
tomed measure of authoritarian rule under the emergency 
legislation so hastily eer at the beginning of the war. 
Thus under ree 54b and 58a of emergency regulations 
the Minister of Health was empowered to ‘‘ direct ” 
civilian doctors to localities and tasks not of their own 
choosing, as exemplified in an answer to me (Hansard, 
Sept. 21, 1943, col. 40). - This power of ‘‘ direction ” to 
be continued after the wat was explicitly retained by 
the Minister of Health in his opening speech (Hansard, 
March 16, 1944). But an even more serious example 

: of this authoritarian trend is furnished by a more recent 
pronouncement which has received curiously little notice 
in the medical press. In an answer to me (Hansard, 
Feb. 13, 1945). the Chancellor of the Exchequer very 
courteously expounded his financial intentions for the 
universities in advance of his Budget speech. For the 
first time there was to be a subsidy in respect of medical 
education separately from the larger subsidy assigned 
to the general purposes of the universities. On Jan. 18, 
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-inhibition over the limited range studied. 
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1945, the Minister of Health had ‘made the. following — 


. statement : 


“The Government have decided, as ommna by 
the (Goodenough) Committee, that future payments of 
grant to medical schools should be conditional on the 

` adoption by the school of the principle of admitting a 
reasonable proportion of students of both sexes.’ 
~The Government attach equal importance to the 
revision of the medical curriculum, and their acceptance 
of the principle of increased grants for medical education 
and research i is dependent: on the early complenen of this 
process.’ N 


This is obviously a serious aoan on the inde- 
pendence of universities in deciding educational matters 
not within the province of any Government department. 
The recommendations of the Goodenough Committee 


- have never. been considered by Parliament, and they 


possess no authority other than that of a departmental 
committee appointed by a Minister whose occupation 
of his office was terminated abruptly not many months: 
after the setting up of the committee. 

There are not wanting symptoms of revolt, of which 
I ,have intimate personal knowledge, in important 
committees within the University of London. I suggest — 
that this example should be followed by other univer- 
sities, who should offer a united protest against the 
assumption—unprecedented as it is—of authority 
exercised by the Cabinet, without reference to Parlia- 
ment, toi impose financial sanctions enforcing educational , 


policy. 
House of Commons. E. GRAHAM-LITTLE. 


EFFECTS OF SULPHONAMIDES ON BONE 
` PHOSPHATASE l 

SIR, —Silver and Golding, in their article of April 28, 
have criticised a communication made by us a short 
time previously (Nature, Lond. 1945, 155, 203). While 
we believe their discovery of the behaviour of sulphon- | 
amides and para-aminobenzoic acid towards phospha- 
tase to be of great importance and hold that they 


‘demonstrated this in a most convincing manner, we 
_ consider that their criticisms and conclusions call for 


the following comments. 

(1) Our results were presented as “a preliminary report ” in 
the form of a letter to Nature. We did not give back 
details as ;blood-sulphonamide levels, although we do- 
possess data of this nature. 

(2) We did not exclude the possibility of a carbonic anhydrase 
inhibition by sulphanilamide, but we stated that this 
may have occurred along with phosphatase. inhibition. 
With sulphapyridine, carbonic anhydrase inhibition is, 
of course, excluded in view of the work of Keilin and 
Mann (Ibid, 1941, 146, 164). 

(3) We are said to have misinterpreted their experimental 

findings, but the only statement made in our letter about 
these findings was that “‘ both sulphanilamide and sulpha- 
pyridine inhibit bone phosphatase in vitro,” which is- 
borne out by fig. 1 in their paper, even though the effect 
of.sulphapyridine on phosphatase is small. -It is also 
‘noteworthy that the concentration of sulphapyridine 
they used to study histochemically the effect of this 
substance on phosphatase was much lower than the 
concentration of sulphanilamide used in comparable 
experiments. 

(4) As to their main criticism—that they did not notice any 
measurable effect of sulphanilamide and sulphapyridine 
on phosphatase in vitro at the levels used in our experi- ` 
ments—we ourselves mentioned this in our communica- 
tion, as follows: ‘* . . .: whereas the dosage used in our 
experiments was about. seven times the therapeutic one, 
the resulting blood levels would, however, be still very 
much lower than the concentration used ‘by Golding 
and Silver to demonstrate gross phosphatase inhibition 
in vitro.” Incidentally, these workers seem to- have 
overlooked an error in the description of their graphs, 
mg/100 c.cm. being described as mg/c.cm. 


We are of the opinion that it is not permissible to 
apply in-vitro results, like those of Silver and Golding, 
directly to observations made in vivo, especially since 
these workers admit that ‘‘ the concentration of phospha- 
tase in the body is unknown ” and that the concentra- 
tion of phosphatase did_ not influence the degree of 
In vivo such 


~ 
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factors as the rate of deposition of bone substance, the 

local concentration of both phosphatase and sulphon- 
amides in and around the cells, and many other things 
are bound to play a part that cannot be judged from 
in-vitro work. 

Even if it were ‘permissible to apply quantitatively 

in-vitro results to in-vivo observations, it does not follow 
that even a very small reduction in phosphatase activity 
could not have caused the effects observed by us. Depo- 
sition of bone salt only occurs when the solubility product 
is exceeded locally. Therefore the slightest reduction 
in one of the jons may suffice to reduce the ionic product 
below this critical value and thus inhibit to a large 
extent the process of calcification. 

Finally we would like to stress that we stated no 
conclusions in our letter, but only put forward certain 
hypothetical . interpretations based on the evidence 
available to us and intended to stimulate further lines 
of work. ., 

| R. BENESCH. 

í , , M. R. A. CHANCE. | 
London. — o L. E. GLYNN. 


*.* In the article of April 28, the authors should 
appear as P. H. Silver, MRCS, and J. S. R. Golding, 
MB CAMB., and the description ‘ radente in the Depart- 
ment ... ? should be deleted.—ED.L. 


RETURN TO CIVIL LIFE 


Str,—I fear that.in your interesting leading article 
of May 19 you quote inaccurately from a paper of mine 
on rehabilitation and resettlement in psychiatry. You 
give the impression that all'my cases were ex-Service 
patients, whereas only 28 were.. Other figures which 
you quote are inexact and give too hopeful a view of 
the results in psychiatric cases. ` However, Ido not wish 
to occupy your space discussing these figures as the 

i total number of ex-Service’ patients in that series was 
so small. 

I would rather illustrate the difficulties of resettlement 
ef ex-Service patients suffering from psychiatric condi- 
tions by quoting from another series (Stalker. J. ment. 
Sct. 1944, 90, 727). The 130 ex-Service patients studied 
were a selected group in that they were all so severely 

` affected as to require treatment at a psychiatric hospital 
after discharge from the Forces; many had been 
seriously predisposed before their service, which often 
had had little to do with their illnessses. Of these 130 
patients, 56 had more than six months’ unfitness for 
work after discharge. 


Jordanburn Nerve Hospital and Eoy one: 
logical Institute, Edinburgh 1 


EXPERIMENTAL NEPHROSCLEROSIS 


, Sır, —The illustrations: of ‘‘ nephrosclerosis ” induced 
in the rat by treatment with desoxycorticosterone 
acetate (Selye et al. March 10, p. 301) show, as the 
authors admit, “‘ numerous distended tubules, some filled 
with hyaline casts.” In both of the large fields depicted 
the authors can point to only one single fibrosed glom- 
erulus ; interstitial fibrosis, tubular atrophy and collapse, 
and arterial changes are not evident. I have not had 
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the opportunity of reading earlier accounts of the lesion 


by Dr. Selye and his colleagues. In the preamble they 
appear to consider the experimental lesion equivalent 
to the renal lesion in human essential hypertension. 
Though in the Jatter condition renal sclerosis may only 
be microscopic it is of a different order from their 
experimental lesion. Fibrotic glomeruli are associated 
with tubular collapse, atrophy, and interstitial fibrosis. 
Dilated tubules are only found in grossly contracted 
kidneys associated with groups of undamaged nephrons ; 
they do not contain hyaline casts. This does: not 
correspond with the illustration. 

After experimental damage using a variety of agents 
(uric acid, oxalates, uranium) renal tubules show 
remarkable \ powers of regeneration, and a severely 

damaged kidney can return to normal, though dilated 
tubules lined by a flattened epithelium may persist for 
some time. The late Prof. J. Shaw Dunn demonstrated 
to me that, where damage was severe and long continued 
or repeated, the healed kidney sometimes showed cystic 
tubules with either a flattened or no epithelium associ- 
ated with glomerular fibrosis up to total obliteration. 


i 
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In man this is sometimes seen after the renal damage 
associated with chloride loss from excessive vomiting. 

' Selye et al. state that ‘‘ extensive studies concerning 
the biochemical changes. induced by desoxycortone 
overdosage in animals revealed striking disturbances in 
the electrolyte metabolism and particularly a well- - 
marked rise in the serum-sodium to serum-chioride 
ratio.” The giving of ammonium chloride restored the . 
Na/Cl ratio towards the normal and at the same time 
prevented the experimental nephrosclerosis -in the rat. 
The maintenance of ‘‘ striking disturbances in the electro- 
lyte metabolism ” is the modus operandi of renal- 
tubular damage in excessive vomiting in man and possibly 
also of experimental phosphate, oxalate, and. uric acid 
nephritis in animals. Accordingly both the morbid 
anatomy and the chemical -basis of Selye’s experiments 
suggest that the primary renal lesion is tubular and is 
not related to the renal lesions of hypertension in man. 


India. NORMAN McLETCHIE. 


DISCHARGED FROM HOSPITAL 


Sm,—Your leading article of May 12 is most oppor- 
tune. I have no knowledge of hospital accommodation 
in rural areas other than that in which I practise. But 
there is a great need to develop peripheral hospitals as 
the ‘‘ experimental health centres ’’ proposed in the 
white-paper. As you point out, these rural hospitals 


could take over the medical and nursing care of diag- 


nosed medical,cases and also the postoperative care of 
straightforward surgical cases, thus increasing consider- 
ably the turnover of beds in the central specialist hos- 
pitals. With the increasing complexity of medical 
treatment requiring X-ray examinations, blood-counts, 
multiple injections (especially if penicillin becomes 
the therapeutic weapon against most bacterial in- 
_vasions), and four-hourly medication, it becumes neces- 
sary to treat more patients in hospital. ‘Where are the 
beds? All central hospitals are overcrowded with surgical] 
cases and staffed by a preponderance of surgical 
specialists. GP’s could practise better medicine to the 


_ benefit of their patients if rural areas had small hospitals 


developed under the heading of ‘‘ experimental health 
centres.’ 

The scarcity of domestic help and the increasing duties 
devolving on all sections of the community place an 
impossible strain on the average household when illness 
develops in one of its members. An increasing number: 
of maternity cases-from nearly all sections of the com- 
munity are choosing to enter maternity homes for their 
confinements. In a rural and urban area like ours, with 
a population of about 7000, there is no accommodation 
within fifty miles for medical cases other than very 
rare and grave emergencies; the nearest maternity 
home is fifteen miles and the next thirty miles away. 
If this state of affairs continues, the rural GP will be 
unable to practise the art of medicine and will be unable 
to employ modern methods of treatment.. 

I hope that those who are to plan the hospital layout 
in the regions created by the new Health Service will 
give careful consideration to the need for developing 
rural hospitals (e.g., experimental health centres) for 
the treatment of medical cases, the confinement of mater- 


nity cases, and the aftercare of patients transferred | 


from the central and predominantly surgical hospitals. 
Grange-over-Sands, Lancs. PD. MULKERN. 


STRESS FRACTURES 


Sir,—Dr. Hartley had better get out, his dictionary 
again, when he has read, this time more fully, the state- 
ments of his with which I originally disagreed. They are : 

‘ Fatigue ’ fractures are... essentially incomplete ; 
the fracture line is fine and involv es only part of the cortex 
-. + There is never displacement.” I have italicised the 
words which I did not think it necessary to quote in my 
original letter, as I did not expect a verbal quibble to be 
used to answer me. 

Let the position be clear. Hartley says, AS clearly as 
possible, that in these lesions there is no complete fracture 
and no displacement. I have given unassailable figures, 
-and am prepared to give those of a now larger series, to 
show not only that the fracture may be complete but that 
there may also be displacement, sometimes gross. So 
far, therefure, from supporting his views as he says, I 


a” 


Ty 
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repeat my original assertion—that Dr. Hartley speaks 


from little experience of large numbers of cases when he 

makes. such unjustifiable statements as those I have 
quoted. from his letter of April 1%. © | k 
TE E E E ~~ .- Hucm MORRIS. 


ee 1 - 
AN UNDERGRADUATE MEDICAL SCHOOL. 
Í o AF OXFORD - : 

Sir,—We have read with interest the letter in your 
issue of May 12, which refers to the undergraduate 
school of medicme at Oxford. As recently qualified 
Oxford. men, who have received their clinical training 
at London hospitals. we wish to reinforce the views of 
our seniors and teachers, and to add certain points from 
our own experiences. : , 

We agree that it is inipossible to: choose in advance 
those preclinical students who will be proficient ‘‘ teachers, 
investigators,and consultants,” and that it is impossible 
for a preclinical student to tell in the dissecting-room. 
whether he himself will be proficient. But, even if 
these things could be done, is it desirable to pravide a 
clinical education for the medical leaders of the future 
in a segregated manner, and in the secluded atmosphere 
of an academic city? . ` 3 S 


After three years at Oxford there are many medical. 


advantages in going to London (or elsewhere) to complete 
the education. First the student lives and works in 


the stimulating company of those whose education and 


ideas differ; the result is mutually beneficial, and a 
practical outlook on medicine is inculcated. Secondly 
` the three years spent in Southwark, Lambeth, or White- 


chapel provide a man with an experience that cannot | 


be gamed in the streets. of Oxford. Would not all men, 
in particular the ‘“ investigators,” be the better for a 
change in atmosphere. before settling down to their 
life’s work in Oxford? We presume that Oxford will 
close its doors to those with the Conjoint and. LSA 
diplomas. (as it does at present). The future teachers 
and consultants from. Oxford will therefore be ignorant 
of the minds of men whom in future they must teach, 
and with whose methods they will, in practice, be un- 
sympathetic.. a pn Ane 

During the period of 1940 men were guided in their 
-decision to study elinical medicine at Oxford by the 
. blitzing of the London hospitals. Since then, of those 

who have remained, a few have stayed to continue with 
research: at. the same time. . A number have remained 
pureły for the merits of the clinical facilities offered. 
But already a number have remained behind because 
_ of “ their sentimental attachments to Oxford.” 

We feel that Oxford has unique facilities as a post- 
graduate school and research centre. We hope that 
the recommendation of the Goodenough report to estab- 
lish a permanent undergraduate clinical school at 
Oxford will not be approved ‘without much thought. 


A. Barry SHaw H. R. Morton M. R. WILLIAMS 
D. C. G. Berr. J. D. L. RerxnoLo V. H. WHEEBLE 
G. M. CoLson E.R.SHoETEN-Sac J.T. WRIGHT 
R. A. V. Drury D. VAN ZwWANENBERG 
' London. _* | = 

. TEACHING OF PATHOLOGY , 

_ Sir,—The late Professor Rutherford Morison taught 
pathology to his surgical students precisely on the lines 
advocated by Dr. Piney in his letter of April 28 (p. 543). 
A concise account of Morison’s teaching is given in An 
Introduction to Surgery by Morison and Saint. 
is the second edition (1925). 

‘Hounslow. 


ETHICS OF REPRINT DISTRIBUTION 
Srr,—F believe it is in the public interest to re-state 


H. C. BROADHURST. 


the unwritten .rules applying to the distribution of © 


reprints. Twice lately a radiologist whom I do not know 
has sent. me such literature, possibly because he thought 
it might be of more than theoretical interest tome. This 
practice smacks of advertising and should not be allowed 
to extend. It is, of course, quite correct to send reprints 
to those interested either as friends or as members of 
one’s own specialty. If a stranger wishes he can always 
obtain a copy from the author by writing to him. 
London, Wl. L. MICHAELIS. 
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average: 


ungrudgingly given. 


Mi 
A . Leeds school then formed part. 7 i 
joined the RAMC, and as he looked even younger than 
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- Obituary 
© o. GARNETT WRIGHT | 
a l - MBEDIN, FRCS | ae 
AFTER only two days’ illness: Mr. Garnett Wright died 


on April 29 at the Salford Royal Hospital, Manchester, 
. where he was senior surgeon. -> 


A Cumberland man by birth, and the son of a banker, 
he received his schooling at St. Bees and his medical. 
education in Edinburgh. Winning several medals and 
prizes, he graduated with honours in 1900. ‘The next 


few years were spent in surgical posts in Ancoats (Man- 


chester), Wolverhampton, and Leicester hospitals, and 
he took his English FRCS in 1905. Returning to Man- 
chester he joined the honorary staff of the Ancoats 
Hospital, but in 1910 transferred to the Salford Royal 
Hospital which he was to serve for 35 years. When the 
war broke out, having passed the age of 60, he was in 
partial retirement, but he returned to the management 
of a full surgical. unit. | | V. 
When at the Ancoats Hospital, Wright was a colleague 
of Craven Moore during the latter’s most productive 
period of research in gastric pathology; and perhaps 
partly owing to this association the surgery of the 
abdomen remained his principal sphere of activity. 
Although his writings were not copious he produced a 
number of important papers among which may be singled 
out for mention “ a collective inquiry by the fellows of the 
Association of Surgeons into gastrojejunal ulceration ” 


published in the British Journal of Surgery in 1935, and 


` 
è 


a paper on ‘‘secondary jejunal: and gastrojejunal 


ulceration ”?” in -the same journal (1919). 
special interest was the surgery of the thyroid gland, 
and when he was elected president of the Manchester 
Medical Society he chose this subject for his presidential 
address, , Other positions which he held were the 
presidencies of the Manchester Surgical Society and the 


Manchester Pathological Society and he was lecturer ~. 


in surgical- pathology at the university. 


A good diagnostician and a sound, capable, and careful © 


operator Garnett Wright obtained results well above the 
His surgery was approved most by those best 
capable of appraising it—his surgical peers. Among 
these his advice was much in request and it was always 


‘In his quiet and unobtrusive way he was a companion- 
able man. Among intimates, as for instance at the club 
where he lunched, he was beloved and admired, and his 
views on a wide range of topics were listened to with 
attention and respect. The same qualities made him a 
particularly good committee man, and his judgment, 
acuteness, and good sense proved great assets in the 
counsels of his own hospital. He was also a keen 
musician, developing his own voice with considerable 
assiduity, and was fond of orchestral and operatic music. 
As a golfer he played off a handicap of four for many 
years. His interests were many; his mind large and 
well informed ; and he was a strong friend. | 


HENRY CHARLES RUPERT HIME 
CB, DSO, M B VICT. m Ee 
Major-General Hime, who died on April 24 in his 
68th year, was born at Sheffield where his father, Dr. 
T. W. Hime, was honorary medical officer to the Hospital 
for Women and lecturer in midwifery at the school of 
medicine. He studied medicine at Leeds and in 1899 
took his MB at the Victoria University of which the 
In the same year he 


his years he was quickly dubbed “ Boy ” Hime by the 
batch of surgeons on probation, which he and Sir James 
Hartigan joined at Netley on the same day. “Of a 


quiet and retiring disposition, Hime was a keen student | 
of his profession,” writes Sir James, “and his work 


as a doctor and later as an administrator was marked by 
foresight, thoroughness, and efficiency. He was an 
officer of high principles, and ‘once he had made up his 


mind as to the right course to adopt he carried it 


through unflinchingly.”’ 


From 1900. to 1902 Hime served in South Africa, ” 


taking part in operations in the Transvaal, the Orange 
River Colony, and in Cape Colony before he returned to 
England to act as an instructor at the RAMC school. 


Another ' 
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Soon after the beginning of the last war he was promoted 
to the rank of lieut-colonel and he served in France as 
DADMS and later as ADMS.: Wounded and five times 


mentioned in despatthes, he was awarded the DSO in. 


1917. After the war he was for-a time officer in ‘charge 
of RAMC records till in 1926 he was posted to Egypt as 
DDMS. Four years later he returned to England as 


DDMS, Southern Command, and he held this post till . 


he retired in 1934 when he was made CB. Two years 
earlier he had been appointed hon. physician to the 
King. In 1934 he married Miss Hilda Margaret Moore. 


Medicine and the Law 


Registration as False Statement _ 
THE emergency arrangements under which medical 
practitioners with foreign qualifications could be tem- 
porarily registered were obviously not crook-proof. The 
officials of the General Medical Council cannot be blamed 


for the difficulty of checking the degrees of applicants ; — 


many of the latter came to this country with no papers at 
all. At Manchester assizes recently Mrs. Violet Doreen 
Warren, aged 41, was sentenced to six months’ imprison- 
ment for having procured registration by means of a false 
declaration. According to her own statement at the 
trial, she was a registered nurse who had worked as a 
hospital sister, had qualified in Berlin as MB, and had 
received the degree of MD for a thesis on the heart and 
lungs. According’ to the prosecution, she had replied to 


the advertisement of a Liverpool doctor who wanted an- 


. assistant and had told him she was qualified. She had 
| persuaded a young woman to write from a Flintshire 
vicarage to the General Medical Council a letter (dictated 
by the accused ) saying that the. writer had seen Mrs. 
Warren’s Berlin diplomas. Mrs. Warren told the GMC 
that her diploma had been destroyed. She gave the 
police the picturesque detail that Hitler would give 
£40,000 to. keep her quiet ‘‘ because, when he shot one of 
his lieutenants i in the leg, I extracted the bullet,” After 
. verdict and before sentence a police inspector described 
the accused as a plausible romancer. 

The Defence Regulations under which the temporary 
registration of foreign practitioners is conducted will 
automatically come to an end on the date when an Order 
in Council declares the termination of the emergency. 
They may ‘be revoked.at an earlier date, as many have 
been already. The duration of this particular regulation 
will presumably depend on the speed with which doctors 
are released from war-time service. Examples like that 
of Mrs. Warren suggest that the return to normal con- 
ditions will be welcome to the community. 


Parliament 


QUESTION TIME | 
Beds for the Tuberculous in Scotland 


Dr. R. McIntyre asked the Secretary of State for Scotland 
how many patients suffering from pulmonary tuberculosis were 
awaiting beds in hospital in Scotland as a whole, and in 


Glasgow, respectively ; and what steps he proposed to take to. 


bring an immediate end to this situation.— Mr. T. JOHNSTON 
replied: At March 31,1945, were there 1776 persons in Scotland 
suffering from pulmonary ‘tuberculosis awaiting admission to 
: hospital. Of this number 1142 were in Glasgow. We have 
provided 758 beds from the Government’s Emergency Hos- 
pital scheme, and the number of patients undergoing hospital 
. treatment for pulmonary tuberculosis in Scotland has already 
been increased by. over 60% since the war began. 
beds could be made available but there is a serious shortage of 
‘nursing staff and there are obvious difficulties, which the House 
will readily recognise, in compulsorily directing girls to this 
service. On this grave problem I am in constant touch with 
the Minister of Labour and National Service, and he hopes 
that this question and answer will draw public attention to 
the desirability of more volunteers being rapidly forthcoming 
for the nursing of tuberculous patients. 


` Protection against Cholera 
Mr. F. J. BELLENGER asked the Secretary of State for India 
whether any cases of cholera had occurred amongst British 
troops serving in India or Burma.—Mr. L. C. AMERY replied : 
15 cases of cholera occurred at the end of last month amongst 
British officers billeted at a hotelin Calcutta. Of these 1 died 
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as a result of developing pneumonia. 


Further | 
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Afterwards 3 of the 
waiters were discovered to be cholera-carriers. Immediate 
action was taken and the outbreak is now at an end. In 


Burma there have been 26 sporadic cases of cholera, mostly. 


among Indian troops. There have been no other cases of 
cholera among British troops in India and Burma since 1943. 
Since’ cholera is endemic in these areas the comparative 
immunity of the troops is a tribute to the skill and devotion 
of the medical services and the value of modern protective 


THES UECS: Medical Man Power 


Sir HERBERT Wiiu1aMs asked the Minister if his attention 
had been drawn to the shortage of doctors.in many of the 
evacuation areas and,\having regard to the large number of 
evacuees about to return to those districts, what steps were 
being taken to reinforce the strength of the medical profession 
in those districts —‘Mr. WILLINK : Any special shortage of 
doctors caused by movements of population of the kind re- 
ferred to is a matter for consideration by the local medical war 
committee. After taking account of any doctors coming into 
the area, either on release from the Forces in an early demobili- 
sation group or otherwise, it will be open to the local commit- 
tee to apply through the Central Medical War' Committee for 
the special release of a practitioner from the Forces. 


MINISTRY OF HEaLtTH.—Mr. H: W. Kerr succeeds’ Miss 


Horsbrugh as parliamentary secretary, to the Ministry. Mr. 
Kerr, who has been parliamentary priyate secretary to the 
ere of State for Air since 1942, sits for Oldham. — 


Public Health 


Infectious Disease in England and Wales 
WEEK ENDED MAY 12 


Notifications.— The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1865; whooping-cough, 799; diphtheria, 413 ; 
paratyphoid, 3; typhoid, 4; measles (excluding rubella), 
12,412 ; pneumonia (primary or influenzal), 511; 
puerperal pyrexia, 126; cerebrospinal fever, 53 ; polio- 
myelitis, 6; polio-encephalitis, 1; encephalitis lethargica, 
l; dysentery, 343; ophthalmia neonatorum, 55; 
No case of cholera or plague was notified during the we ek, 
but there were 2 imported cases of typhus, 1 at Torquay 
and 1 at Liverpool. 


The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on May 9 was 1059. During the 
previous week the following cases were admitted : scarlet fever, 53 ; 

diphtheria, 28; measles, 99; whooping-cough, 11 


Deaths.—-In 126 great towns there were no deaths 


- from enteric fever or scarlet fever, 13 (1) from measles, 


6 (0) from whooping-cough, 7 (1) from diphtheria, 38 (3) 
from diarrhoea and enteritis under two years, and 10 (0) 
from influenza. The: figures in parenineses are those 
for London itself. 

“The number of stillbirths notified during the week was 
171 (corresponding to a rate of 28 per TRS total 
births), including 14 in London. -> 


+’ * WEEK ENDED MAY 19 


Notifications.—The following cases of infectious disease 
were notified during “the week: smallpox, 0; scarlet 
fever, 1340 ; _whooping-cough, 1068; diphtheria, 498 ; 
paratyphoid, 2; typhoid, 2 ; measles (excluding rubella), 
14,126 ; pneumonia (primary or influenzal), 612; 
puerperal pyrexia, 132; cerebrospinal fever, 64 ; polio- 
myelitis, 3; polio-encephalitis, 1 ; encephalitis lethargica, 
I: dysentery, 434 ;- ophthalmia neonatorum, 78. 


.No case of cholera or plague was notified during the week. 


A case of typhus was reported at Elstree, Herts. There 
were also 6 imported cases, 1 at Brighton, 2 at Cuckfield, 
and 3 at Bradford. 


he number of service and civilian sick in the Infectious Hospitals 
of the London County Council on May 16 was 1075. ‘During the 
previous week the following cases were admitted : Beorict fever, 38 ; 
diphtheria, 41; -measles, 115; whooping- cough, 

Deaths.—In 126 great towns there were no deaths 
from enteric fever or scarlet fever, 3 (0) from' measles, 
7 (1) from whooping-cough, 4 (0) from diphtheria, 51 (9) 
from diarrhcea and enteritis under two years, and 
13 (0) from influenza. The figures in parentheses are 
those for London itself. 

The number of stillbirths notified during the week was 
203 (corresponding to a rate of 26 per thousand total 
births), including 21 in London. 
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ENGAGEMENT - OF NURSES 
A PARTOf the Government’s plan for the orderly distribution 


' of men and women who can be ‘released from war. jobs in- 


industry now comes into. play. Though still empowered. to 
. direct if need be, the Ministry of Labour is preparing once 
more to use its powers of persuasion. The object of the 
Control of Engagement Order (1945, no. 579) is to ensure 
that men ‘and: women, particularly the younger ones, should 
go to work of national importance; and this is achieved by 
arranging that the' groups affected should take posts only 


- through appointment offices, employment exchanges, or other 


approved agencies. All men between the ages of 18 an 
50 and all womep between 18 and 40 are cbvered by the order, 
except for: ‘gdmfaistrators and professional men and. women. 
Because. they are scarce and precious, however, nurses and 
midwives have been included in the order despite their pro- 
fessional status; and the same holds for engineers and 
chemists, “metallurgists, research-workers, | radiographers, 
physiotherapists, and nursery nurses, so the position of nurses 
is by no means-unique. The new order operates like the old 
one except that male nurses are now covered. The general 
effect is that employers may ‘not seek to engage any person 
within the restricted. age-groups for any employment other 
than excepted employments; it is illegal for the employer 
to engage the person temporarily and then seek approval: 
This decision to continue the'control of nurses and midwives 


was made on the advice of the National Advisory Council | 


for their reeruitment and distribution, and is in line with their 
recent recommendation that, the year of special service 
should continue to be exacted from newly qualified nurses. 
The expediency of these measures at a moment of acute 
national need of nurses can hardly be questioned : but their 
ultimate influence on recruitment must not ‘be allowed to 
escape our minds. 


GAS HEATING FOR DISINFESTATION 


METHODS of ‘disinfestation of clothing have,a special 
interest just now. The Gas Light and Coke Company and 
the South Metropolitan-Gas Company have collaborated in 
. devising a method of heating a brick-built disinfestation oven, 
30 ft. longby. 6 ft. wide and 8 ft. high. The chamber is open 
at each end and a ‘conveyor, carrying frames of clothes and 
blankets, passes through it. 
articles at 140° F for 10 minutes, and at 158° F for a further 
10 minutes. ‘'Thesd temperatures are achieved by delivering 
hot air from a gas air-heater into the bottom of the oven, the 
inside of the brick chamber is insulated with 2 in. of plastic 
asbestos, and insulated doors are fitted at the two ends. 
Starting with an oven temperature of 200° © it has been found 
possible to secure an even distribution of heat at the.necessary 
temperatures within a total cycle of 35 minutes; and at 
such temperatures all eggs and lice are killed. 


QUAKERS . IN INDIA 


suede 1942 a-section of the Friends’ Ambulance Unit has 
been at work in India, at first preparing civil defence against 


` 


‘ air-raids and later relieving those who suffered in the Midna. f 


pore cyélone and the Bengal famine. 

In 1944 the_original party of six men. and two women was 
reinforced by members of the American Friends’ Service 
Committee, which brought the numbers up to 16 men:and 
8 women. In ‘the cyclone area they began with cholera 
inoculations, and, went on to distribute milk to 6000 infants 


and mothers, and to arrange homes and reablement centres ` 


for the destituté.. In June, 1943, they opened a children’s 
hospital in Contai, and later this was. handed over to the 
government. A month later they opened a food canteen in 


` Calcutta, and more had been opened in other cities by the. 


early months of 1944; since then the scheme has been 
extended and now there are 95 canteens in action, at each of 
which about 100 selected undernourished children are given 
a daily mea! of rice, dal, and vegetables, with meat, fish, or 
eggs. 
to 25 districts of Bengal, under an Indian Red Cross scheme. 
Milk supplied by the AFSC has been pooled with the IRC 
milk, and now 1628 centrer are serving 100,000 mothers and 
infants daily. Children’s clothes are eine distributed in 
winter. 

When the worst of the famine was over three industrial 
centres were opened where people receiving, proper rates of 
pay could learn and. practise weaving and dyeing, needle- 

s to. 


~ 


The aim has been to bake such ` 


The section has also arranged the distribution of milk | 


work, and jute-spinning. | Pro€éeeds from sales cover. raw | 
materials and workers’ wages, but overhead expenses have 

to be met in other ways. - 
. village reconstruction, and in Chittagong they are helping 
the government to start a boat-building yard, to provide boats 
at low cost for destitute fishermen., 
_ been imported from’ America, bought with funds contributed 

by Americans interested in India’s needs ; over 6 lakhs of 

rupees were contributed by American workers. The section 

has worked in close and friendly. touch with Indian voluntary 

bodies. 

_ This good work has been made possible only by generous : 
contributions, and the need for clothing, milk, and medicines: 

continues tobe great. The section has found that there is 

a special place in India for’a joint British and American 

voluntary organisation with no political affiliations and no 

missionary purpose. 
‘should send their help to the caaccat FAU, 4, Gordon 
ai London, Wwcl. 


REBUILDING ST. THOMAS a 
In their survey, of the hospital services of London Prof. 
A. M. H. Gitay and Dr. Andrew Topping pointed out that of its 
682 beds St. Thomas’s had lòst 508 through bombing. Fairly 
complete reconstruction was essential and they suggested 
‘that the hospital should ultimately be rebuilt with 800-900 
beds, and that the Royal Waterloo, the Belgrave, the General 


= Lying-in, and possibly the Royal Eye Hospitals should be 


amalgamated with it. They also proposed that Lambeth 
Hospitak (LCC) should be glosely: linked with it through a 
common medical staff. Meanwhile St. Thomas’s is: making 
plans for the immediate future and on May 23 an interim 
scheme, to cover the period between the end of the war in 
Europe and its final reconstruction, was presented to the court 
of governors. Mr. Hiram Winterbotham, chairman of the 
reconstruction panel, said it was proposed to provide 550 beds 
in London for inpatients, and an outpatient department, of 
about the same size as before the war.” This\was considered 


the minimum accommodation to „provide adequately for | 


patients and students. Licences were therefore being sought 
to erect huts for two temporary wards and a medical out- 
patient department, to repair the Seymour ward and blocks 
3, 4, 6,.7, and 8, and to restore St. John’s and St. Thomas’s 
. House for nurses in Queen Square. Mr. Arthur Howard, a 
joint,treasurer, said the hospital would-have to face next year 
a possible loss of income of £40,000-50,000, while expenditure 
would probably fal] by only £10, 000. Last year the hospital 


* ‘had received a windfall of £7000 from a broadcast appeal and 


many legacies, while with the cessation of casualties EMS 
grants will probably dwindle. 
need to avoid this deficit by: making it widely known. 


University of Oxford i 


On July 21-the honorary degree of DSc wan be conferred - 


by Prof. H. M. Turnbull, FRS. 


University of Cambridge 
On May 19 the following degrees were ‘aontoried: 


MD.—W. H. Mylechreest. 
MB, B'Chir.—* P. R. A. May. a 
MB.—*3, W. D. Buttery. — 

*By proxy. | 


Royal College of Surgeons of England 


The Princess Royal, who is an honorary fellow of the 
college, has sent a gift to the restoration and development 
fund. Over £38,500 has already been subscribed, mainly by 
fellows of the college. 
sent a donation of 1000 guineas. 

Two: Arris and Gale lectures will be. given at the college 
Lincoln’s Inn Fields, London, WC2, at 4 pm, on June 6 and 11. 


\ On Wednesday, the 6th,\Dr. D. V. Davies will speak’ on the 


synovial membrane and the synovial fluid of joints, and on 
Monday, the llth, Prof. Francis Davies on _the early 
development of the human embryo, 


Royal College of Physicians ,of Edinburgh 


On Friday, June 15, at 5 pM, at the college, 9, Queen Street, 
Edinburgh, Mr. Norman Dott will deliver the Morison lecture. 
He is to speak on recent experiences - in @ HoUTOpa yE MANIE 


x division of medicine. 


Middlesex Hospital 

Lord Horder will deliver the third Sanderson -Wells lecture 
‘at the hospital on Wednesday, June 6, at 4pm. His subject 
will be food and rheumatism. . N 


_The section is also at work on _ 


Medical supplies have 


Those who wish to support this venture. 


The Lord Mayor stressed the _ 


The British Medical Association has 


— 1 
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Middlesex County Medical Society. 
A clinical meeting of the society will be held at the North 
~ Middlesex County Hospital at.3 pm on Saturday, J une 9. 
Medical Society of the LCC Service l 
-A meeting ofthe society will be held on- “Wednesday, 


June 6, at 3 pM, at the North Western Hospital and Group . 


; Laboratory, Lawn Road, NW3, when there will be a clinical 


and patho Eea demonstration of puerperal sepsis -and 


gastro- -enteritis. 


Biochefnical Society V 

A meeting of the society will be held in the Tontut of 
Physiology, University of Glasgow, on Saturday, June 9, at 
11.30 am, when short communications and a demonstration 
will be given. | 


Society of Chemical Industry 


: A meeting of the nutrition panel of the socisty is to as held ` 


‘at the rooms of the Chemical Society, Burlington House, 
Piccadilly, London, W1, on Wednesday, June 6, at 2.30 PM, 
‘when Dr. D. P. Cuthbertson will speak on ve preparation and 
clinica] use of protein hydrolysates. ( 


= Royal Society of Arts os 


The lecture by Dr. F. M. R. Walshe on. infantile Saa: 
which was postponed owing to VE holidays, will now be held 


on Tuesday, June 12, at 1.45 pM, at the house of the society, l 


John Adam Street, London, WwC2. 
Recruitment of Nurses for India and Far East 


State-registered and other nurses are urgently pequired for 
Service hospitals in the Far East, particularly in India. The 
requirements include 1000 SRNs and in addition a number 
of unqualified nurses with six months’ or more experience 
of nursing to serve as members of Voluntary Aid Detachments. 
Applications cannot. be accepted from newly qualified and 
practising midwives, or midwives with recent experience, 
from nurses holding high administrative and teaching posts, 
or from certain other groups of nurses with specialised experi- 
ence or who are employed in hospitals or_services where there 
is a particularly acute shortage of staff. ° 


Royal Society of Medicine 

There will be a general meeting of fellows at 5 ‘PM on 
Tuesday, June 5. At the same hour, at the section of psychi- 
atry, short papers will be read by the following American 
psychiatrists: Dr. Karl Menninger, Dr. John Whitehorn, 
Dr. Lawrence Kubie, Dr. John Romano, and Dr. Leo Barte 
Meier. 
medicine, Dr. H. P. Bayon will read a centenary: note on 
' Charles Louis Alphonse Laveran, and Dr. W. S. Jones will 
read a paper on Hippocrates and compare the science of health 
among the Greeks and in modern days. On June 8, at 5 PM, 
at the section of ophthalmology, Dr. W. Russell Brain, Prof. 
Ida Mann, Mr. Harvey Jackson, and Major J. H. Mulvany will 
open a discussion on exophthalmos and endocrine disturbance. 


~ Conference on Maternity and Child Welfare 

On behalf of the National Council for Maternity and Child 
Welfare, the National Association of Maternity and Child 
Welfare Centres and for the Prevention of Infant Mortality 
has arranged a conference to be held at Friends House, 
Euston Road, London, NW1, on Thursday and Friday, 
June 28 and 29. Dr. Jane Turnbull, chairman of the associa- 
tion, will open the conference at 10.30 am on the 28th, and 
afterwards Prof. S. J. Cowell, FRCP, Dr. Margaret Wright, and 
Miss R. M. Simmonds, sn, will open-a discussion on nutrition 
as it affects the well-being of expectant mothers and of 
children. At 2:15 pm Dr. Robert Sutherland will speak on 
the place of films in health education, and there wilf be a show 
of films dealing with maternity and child welfare.. Mr. 
H. U. Willink, the Minister of Health, will deliver his presi- 
dential address at 10.30 am on the 29th, and at 11 am Dr. 
Nora Wattie, Miss G. L. Reed, and Dr. ‘Alan Moncrieff will 
open a discussion on the importance of maintaining the unity 
of the maternity and child-welfare services. 
Archbishop of Westminster, Dr. Leslie Housden, and Dr. 
Grantley Dick Read will be the opening speakers in a dis- 
cussion on the State and the parent in relation to the child. 
Further information from the secretary of the association, 
. Carnegie House, 117, Piccadilly, W1. 


In connexion with the conference the maternity and child- - 


welfare group of the Society of MOHs has arranged to hold 
a clinical course for medical Prnceuoners on Saturday 
morning and afternoon, June 30. . 


On June 6, at 2.30 pm, at the section of history of ' 


At 2.15 PM the. 


_ Royal Medical Benevolent. Fund 


The annual meeting will be held on Wednesday, A 20, at 
3.30 pM, at the house of the Medical oe: of London, 
ll, Chandos Street, W1. 


Royal Free Hospital | 


“ MCLEAN, W. F., 
* OGILVIE, Major- 


| DicK.—On May 20, at Leeds, John Dick, MB EDIN., 


On Thursday, June 21, at 3 PM, “Princess Elizabeth will dis- 
tribute the prizes and certificates to members of the London 
School of Medicine for Women. The prize-giving will be held 
at BMA House, Tavistock Square, Tondon, weI. A oR} 


Medical Insurance. Agency A 

At the annual meeting on. May 23, allocations to medical 
charities. were ‘authorised by which they will profit to the 
extent of £5113. Sir Robert Hutchison was re-elected chair- 
man and the following were elected to the committee of 
management for three years: Mr. N. Bishop Harman, Sir 
‘Ewen Maclean, Sir Krancis Fraser, Sir Robert Hutehison, 
Mr. H. S. Souttar, and Dr. G. Roche Lynch. 


Warning against VD: 

A photographic display has been produced for use in the 
educational campaign against venereal diseases. This display. 
tells frankly what the diseases are, how they are caused, what 
are their effects, and why skilled treatment should be obtained 
at the earliest possible stage. It has been prepared for show- 
ing to men and women separately, and is being Offered by the 
Ministry of Information to factories. Copies on free loan are 
available to local authorities through the Central Council for 
Health Education, Tavistock Fouke; Taytock Sauar ; 
London, WCI1. , \ 


uf 


Appointments - — * 
RSO, Princess Beatrice Hospital, 


medical referee for Haddington 
sheriff-court district. a idingto 


General W. M CH, DM OXFD, FRCS: senior 
surgeon to the Royal Buckinghamshire Hospital, Aylesbury. 

REID, J. » MBGLASG.: MO, Fiji. 

SUTHERL: D, V. L., MB ABERD. : asst. MO, Jamaica 

WALLACE, H: J., MD CAMB., MRCP : senior ‘dermatologist to the 
‘King’ Edward VII Hospital, Windsor. 


Births, Marriages, and Deaths 


LEBRUN, H. I., MBSHEFF. : 
London, SW5. 
MC, 'MD EDIN. : 


BIRTHS 


BARENDT. .—On May 24, the wife of Dr. G. H. Rarendt of Southamp-. 

on—a son. 

BaILEY.—On May 17, at Portsmouth, the wife of Dr. Kenneth 
Bailey—a daughter. 

BOLSOVER.—On May 23, at Oxford, the wife of Captain G. D. 
Bolsover, RAMC—a daug hter 

BOWESMAN.—On Mhay 21, ihe) wife of Dr. Reginald Bowesman of 
Billericay, Essex—a “daughter. 

BusBy.—On May 20, at Leicester, the wife of Dr. John C. Busby, 
Colonial Medical Service—a son. 

FRANCIS.—On May 24, in London, the wife of Surgeon Lieutenant 

S. Francis, RNVR—a son 

GRENVILLE-MATHERS.—On May, 26, the wife of Dr. R. Grenville- 
Mathers—a son. 

Kinc LEwis.—On May 24, at Worcester, the wife-of Dr. P.C. King 
Lewis, of Bromyard, Herefordshire—a daughter. 

MISKELLY.—On May 23, at Perth, the wife of Surgeon Lieutenant 
Ian Miskelly, psc, RNVR—a son. 

PAUL.—On May 18, at Chester, the wife of Dr. M. B. Paul—a gon. 

Rookr.—On May 18, at Norwich, the wife of Surgeon Lieutenant 
C. J. Rooke, RNVR, of Southwold—a son. l 


`. MARRIAGES 


GRANT—GLANVILLE.—On May 9, at Aldenham, Herts, Charles 
Landale Grant. licut.-colonel RaMc, to Phyllis Glanville. ` 


MILLIS—HARR1I8s.—On May 17, at East Sheen, SW, Peter J. W. 


Mills, MRCP, to Bronwen Margaret Harris. 


DEATHS ` 

CROOKES.—On May 9, Frank Raymond Crookes, BM OXFD, of 
Eekington, Derby shire, aged 39. 

medical super- 
intendent, St. ‘James’ Hospital, Leeds, aged 5 

EATON.—On May 13, at Cleator Moor, ‘Cumberland, . William 
Stanforth Eaton, MB EDIN. 

MrEIKLE.—On May 25, in Edinburgh, John Hally Meikle, MD EDIN., 
BAC, DPH. 

MILLIGAN.—On May ‘20, at Lytham, Lancs, Wilfred | Egerton 
Milligan, MB LOND., aged 56. 

O'SULLIVAN.—On Dec. 12, at St. Peter Port, Ciemos: Humphrey 
Donnell O’Sullivan, BA, MB CAMB., 
Trent, aged 71. 

WiıLsox.—0On May 5, Govres Wilson, MB EDIN., 
RAMC, retd. 


licut.-colonel 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper sho not be taken 
as an indication that they are necessarily avai for export. 


‘formerly of Burton-on-- 
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* and too often a defensive one. 
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A HARVEIAN LECTURE * 
. §rr ALEXANDER HOOD; KOB, CBE, 
ss | MD EDIN, FROP, KHP ŻŽ 
LIEUT.-GENERAL; DIRECTOR-GENERAL, ARMY MEDICAL 
SERVICES 


l IN the conrae of the wars in which we have been 


involved through the centuries most famous medical 


men have spent some time on active service, and William 
Harvey was no exception., It is appropriate that an 
` Army doctor should draw attention to his military 
services, although the accounts of them are relatively 
few and meagre, | , 

Harvey in his capaçity as personal physician to 
Charles I was present at th 


‘valent of our regimental aid-post close to Charles’ head- 
quarters. It is probable that besides being responsible 
for the King’s health he. was also in attendance on his 
staff and the personnel of his headquarters. He was 
the counterpart of the surgeon on the staff of a modern 


, commander-in-chief. At his time of life it says much. 


for his constitution that he established his regimental 
aid-post.in a ditch. There he sat reading, finding time 
hang heavily on his hands, as so many doctors have 
found since in war, until, as Aubrey ! says, ‘‘ the bullet 
from a great gun grazed the ground near him which 
made him remove his station.”’ i 

In addition to his other duties Harvey had personal 
charge at this time of two future kings of England, the 
boy princes later Charles II and James II; and they too 
were with him in the ditch. He attended the wounded 
in this action, and is credited with restoring to. life one 
Adrian Scrope who had been left for dead and whose 
son brought him to Harvey. 

After this battle he retired with the King to the base 
at Oxford, which was a position more in accordance with 
his years and his.eminence in the profession ; and here 
he had experience of what seems likely to have been 
typhus fever, for he attended Prince Rupert’s brother, 
Prince’ Maurice, in October, 1643, for what a contem- 
porary correspondent? calls ‘the ordinary raging 
disease of. the Army, a slow fever with great dejection 
of strength.” | | 

He remained in Oxford: carrying on what in a modern 
army we would call the duties of staff surgeon in medical 
attendance on headquarters until some time in 1646 
when he returned to London and so ended his army 
service. It is permissible perhaps to speculate on how 
he would have delighted in modern army medical 
methods, and particularly in the blood-transfusion 
service. 


Harvey was a master of experiment, observation, and ` 


deduction, and in the Army Medical Services there is 
. an experiment in group or social medicine which merits 
observation at the present time, and from which useful 
deductions ought to be available. 


Scope of a Medical Service — 


Medicine and war have much in common. The 
doctor’s whole life is a ceaseless battle against disease, 
The latest form of war- 
fare in which we have been engaged has been called 
total war. This expression, coined by our enemies, 
indicates that the whole resources of a nation are bent 
to the task of achieving its ends by force of arms. 

If the same purpose and will were exhibited to ensure 
that nothing is lacking which medicine can offer to 
_ a community to enable its individual units to play their 
‘part in life to the full, to their own and the community’s 
‘advantage, and to enjoy the playing, then that com- 
munity would have total medicine. 


The Army Medical Services have endeavoured to do. 


this for a limited section of the community, and I propose 
‘to examine the method of provision, its application, and 
some of its results. The keynote of all medical services 
should be prevention, and the definition of medicine 
should be wide and comprehensive. Everything which 


* The Harvefan lecture of the Harveian Society delivered at the 
- Royal College of Surgeons on May 28. 
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he Battle of Edgehill in October, . 
1642. Then in his 65th year, he established the equi- 


. service, a research service, a psychiatric service. 


-@ community of fit individuals, not merely healthy in 


the sense that they show no clinical signs of disease, 
but fighting fit, trained and looked -after even as a 
racehorse is—for surely people ‘are greater assets to the 
nation than its bloodstock, although that many receive 
less care and consideration cannot be doubted. .— < 

The field of the Church encloses everything that 
affects the spiritual life of the individual and the com- 
munity. The extent of the Church’s charge is recog- 
nised by the State, and the Lords Spiritual have their 
places by right in the Upper House of Parliament along 
with certain of the Law Lords. 
‘Minister * said: ‘“‘ the health of the people is really the 
foundation upon which all their happiness, and all their 
powers as a State, depends.” Yet those responsible 
for the cure of bodies have no places reserved for them 
in the highest council chamber of the nation beside those 
responsible for the cure of souls. If medicine, like the 
Church, is to be by law established, should it not have 
the. same representation and the safne opportunity of 
having its voice heard ? If the voice of medicine had 
‘been sufficiently powerful in this country, that lament- 


_able record of the failure of our civilisation, Our Towns, 


would never have been written. If it does not become 
more powerful, it is doubtful if we as a nation shall 
retain our present high place in the world. — .. 

Medicine in the eyes of all but .an enlightened 
minority consists in caring for the sick, in fact a salvage . 
service. The white-paper, a National Health Service, 
discusses the interpretation of a comprehensive health 
service, and while recognising the true width of the - 
medical ‘field confines its main discussion to curative 
medicine and makes no attempt to bring the whole of - 
medicine into one integrated service. 

The Army. Medical Services, which include a dental 
service and a nursing service, do give a pattern of such 
an integrated service ; for within its orbit are included a 
school medical service, an industrial medical service, a 
prison medical service, a public health service, a supply 
deals in antenatal care, in physical and mental fitness, 
in selection, in the training of medical personnel— 
doctors at postgraduate courses which are compulsory, — 


and others such as the laboratory assistant, operating- `~ 


room assistant, mental nursing orderly, male nurse, 
clinical clerk, hospital cook, and so on. | 

In addition the remedial service has for years been 
regionalised, with central hospitals at which all the necese 
sary specialists are provided, with outlying smaller 
medical units for minor cases. Where the provision is 
laid upon the Army neither a soldier nor his wife or 
family have ever to go on a waiting-list for a hospital bed. 
Specialist consultation and all forms of technica] and 
laboratory examination are provided for all members 
of the Army, freely, efficiently, and promptly, in peace 
as in war. The man or woman in the services in peace 
or war has better medical care, both preventive and 
remedial, than the inhabitants of rura] districts and the 
poor in this country, and that medical care is more . 
readily available. This statement is supported by all 
those with whom I have discussed it who are in a position 
to judge. 

This has been done by good organisation and adminis- 
tration. If a medical] service for a community does not 
include the whole of medicine working as one, then there 


-will be much wasted effort either in duplication or in 


liaison and a tendency for vested interests to obscure 
and obstruct the effort. — 


Administration of Army Medicine 


The Army Medical Services have a central] and a 
peripheral administrative structure. The central, at the 
War Office, is part of the charge of the member of the 
Army Council responsible for personnel, the Adjutant- 
General, who is responsible to the Secretary of State for 
War, who in turn is responsible to Parliament. l 

The Army Medical Department at the War Office is 
directed by the Director-General, who is the adviser of 
the Secretary of State on all matters connected with the 
health of the Army and has direct access to him. Under 
his administration there are. directorates of hygiene, 
pathology, research and statistics, psychiatry, dentistry, 

l z l 


A famous. Prime : 
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and nursing, presided over by directors doing adminis- clinical freedom, and there must be an element of dis- 


trative as well as professional work. Doing professional 
work and advising administratively there are consultants 
in anesthetics, dermatology, dental surgery, gynzcology 
and diseases of women, malar 
- neurosurgery, ophthalmology, orthopedic surgery, oto- 
rhinolaryngology, psychiatry, psychology, radiology, 
tropical diseases, sufgery, and venereal diseases, and 
honorary consultants in plastic and in thoracic surgery. 
These directors and consultants, with’ consultants from 
the periphery, meet monthly to discuss problems and to 
make recommendations; all have direct access to the 
Director-General; all travel widely to advise and to 
spread the gospel of their own subject ; and they prepare 
- for issue clinical recommendations and directives which 
are published for the information and guidance of officers. 
They are served by a secretarial branch, which it is 
hoped to develop into a directorate of clinical services, 


and it is the duty of the administrative and operatiqnal. 
branches to translate recommendations into suitable. 
administrative action. Examples of this are the fitting - 


of specialist officers into suitable appointments or the 
provision of special equipment. | 

Consultants are brought in to advise on the planning 
for military operations. For example, the staffing and 
equipping of ships used for landing tanks to enable 
them to bring patients off the beaches on D-day was 


done on the advice of consulting surgeons to the Army 


and Navy after they had visited one of these vessels, 
and in consultation with the consulting surgeons of the 
Canadian and American armies. The consultants meet 
and confer with their colleagues of the other services 
and the EMS. They are encouraged to bring anything 
-to notice which will help to make the service more 
efficient whether it lies within their -special field or not. 
-They are in close touch with the Medical Research 
Council, and many of them are members of MRC com- 
mittees ; and they correspond freely with their colleagues 
in the commands overseas. he th 

Non-medical officers are employed in many adminis- 
trative duties, and it is often argued by the superficial 
observer that nearly all medical administration can 


quite easily be done by laymen with advice from doctors. , 


But -often that means two men doing one man’s job. 
I feel that to administer a medical service the key posts 
require to be held by doctors. 

Not all doctors, however, make good administrators. 
And here I would like to digress and consider medical 
administrators in general, a question which is exercising 
many of the profession at the móment. | 
- In the service we have much experience of adminis- 
trators. What is required is not the specialist in ad- 
- ministration, but the doctor who has worked his way 
through many and various departments and specialties 
before starting to administer ; like the managing director 
of a factory, the best man is the one who has the widest 


knowledge of all the processes of that factory and pre- 


ferably from practical experience—an executive passing 
from minor part-time administration till he finally 
graduates as a whole-time administrator. But even 
above his knowledge I would rate his imperturbability 
and cheerfulness. 
not too suggestible, and ready to admit his own mistakes 
and correct them. . He must keep ever before his mind 
the object of his service and have a fine sense of pro- 
portion ; for his advisers will be enthusiasts with ‘the 
biased view of their kind—who would have it otherwise ? 
—and while tempering their enthusiasm to meet his 
purpose he must keep it fired to boiling-point. 
should not be chair-bound nor detail-minded, and he 
requires leisure to think and.an infinite capacity for 
getting his thoughts translated into action. He should 


be prepared to meet much criticism ; for medicine still- 


retains an aura of mystery which is resented by the 
uninitiated, and that resentment finds relief in a readiness 
to believe almost anything to the discredit of a medical 
service. He must not let his enthusiasm perish on the 
barren rocks of frustration, for if the aim of his service 
is sound, and its administration and composition fitting, 
it will progress slowly towards its goal. 


DISCIPLINE AND FREEDOM 


There. are certain requisites for an efficient medical 
service; there must be administrative discipline with 


L 


iology, medicine, neurology, 


. a disciplined service, it cannot happen otherwise. | 


He must be open to suggestion, yet 


He - 


cipline in those who receive the Service. 


of duty, reliefs for personnel sick or on leave, place of 
residence, and so on. By clinical freedom I mean. that 
every doctor is free to treat his patient as he thinks fit 
and is solely responsible for that treatment. A doctor 
in a service speaks of my patient and my service ; . the 
service talks of our patients ; a good service is a brother- 
hood of teams with an individual and a joint responsi- 
bility felt and shared by allits members. Consideration 
for the patient would, however, override all other 
considerations. | | 


Suppose in: one hospital the mortality-rate for a ` 


certain condition was 20%, whereas in all others it was 
below 10%; the-director would rightly cause his con- 
sultants to inquire and put matters right, or it might be 
necessary in the interests of the patient for orders to be 


_issued that certain procedures would only be undertaken 
These orders would be issued in 
the case of the Army Medical Services by the Director- 


in certain hospitals. 


General on the advice of the consultants’ committee. In 


_ this way the patient is guarded against inefficient or 


imexperienced treatment. This can and does happen in 
should be absolute freedom to publish clinical and 
scientific papers by all members of the service. There 
should be frequent discussion round a table at which 
doctors doing administrative work and clinicians- ex- 
change views and agree on procedure, the aim being 
the efficiency of the service. l ; 


There must also be some discipline amongst the reci- 


pients of the service; they must comply with hours 
and places of attendance, they must go to the hospital 
appropriate to their condition, and they must accept the 
doctor allotted to them. Free choice of doctor is un- 
attainable in a medical service, and the idea that the 
patient is the best judge of a doctor is not one to which 


most doctors would agree; the placing of doctors by ` 
medical administrators on the advice of a consultant. 


committee will result in a more efficient service for the 
patients. . ae 7 ! a 


AN INTEGRATED SERVICE 3 ‘ 


The central administration of the Army Medical 
Services then is charged with recruitment and training 
of personnel, doctors, dentists, and nurses, and of placing 
them in bulk (or in detail in certain cases) and the other 
ancillaries of providing hospital accommodation, and 
all the necessary furnishings and equipment, in the right 
place and in the correct quantity, and maintaining them 
and bringing them up to date; with supervising by 
means of its consultants and specialists the treatment 
given and the results produced, and on their advice 
issuing directives for guidance. It has also the duty of 
advising the Secretary of State on all matters affecting 


‘the health of the soldier or his family in such things as 
accommodation, nutrition, clothing in various climates, . 


prevention of disease by inoculation or ‘other special 
methods, promotion of physical fitness, the design of 
training, selection of personnel, and assessment of 
mental and physical fitness for different forms of employ- 
ment and for different parts of the world. Research 
in all its aspects and the promulgation of new procedures 
is a very important part of its functions—advice in the 
design of the tools of the soldier’s calling from the 
physiological and psychological aspects. ; 

It seems therefore that the Army Medical Service is 
designed to provide total medicine as I have defined it 
The Army has one complete medical service integrated 
to serve every need. But it is one thing to provide, it 
is another to have full use made of it. We are called 


upon in the obvious things like accommodation, ventila- ` 


tion, nutrition, and water-supplies, by the parent depart- 
ments to advise; but it has only been by education that 
_we have shown the Army that we can help in many other 
ways—in such things as design of weapons or vehicles, in 
protection against accidents as well as disease, in morale, 
in education, on the evaluation of the physical and 
mental effectiveness of weapons, on inoculation to noise, 
—in other words, in fitting the soldier for his job. 
It is becoming more and more recognised in the 
Army that the medical services are the authorities on 


By that I 
mean that those camprising the service must carry out 
. orders regarding, for example, methods of supply, hours 


ere . 


‘ 


y 


~ 


man and all that concerns him, and we are being con- 
sulted more and more freely. . Indeed there is a tendency 
for branches to want their own.special medical officers, 
and some have them; but they belong to our service 
and keep us in touch with all that affects their special 
subject and have the benefit of our organisation. All 


=` our experts are available to advise’‘on their particular. 


problem. aa 
At the periphery the central administration is repeated 


on a smaller scale and the service is regionalised ; it. 


deals with the details of implementing the policy laid 
down by the central administration. The sick man 


/ ; ae 
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attends a medical inspection room, and is seen by a | 


doctor who either treats him as an outpatient or has him 
admitted to a reception station which is designed to take 
patients who require more care and comfort than can be 
provided in a barrack or hut but do not need hospital 
treatment. Or he may go to hospital. Our Army 
hospitals have the same special departments and special- 
ists as civil hospitals, but they have no waiting-lists ; 
every man is admitted at once because the importance 
of man-power and waste of man-days is recognised in 
the Army as it is in manyindustries, especiallyin America, 
some of which now provide.a complete hospital service 
for their employees to avoid waiting-lists. 

Many of you have read of the Clyde Basin Experiment 
in Scotland whereby a man who was below par was 
thoroughly examined by specialists and all laboratory 
or other examinations were carried out, admission to 
hospital being arranged, or special treatment given. 
This has been Army medical practice for years before 
the war; the medical officer could and did send any 
man or woman in his care to the central hospital where 
all necessary examinations by specialists were done and 
treatment was ordered as necessary. In addition all 
fit men, women, and children under the care of Army. 
medical officers were periodically examined; on discharge 


from hospital, soldiers were the object of special examina- , 


tions in certain types of cases. 
h T 


Achievements in Peace-time 


I would like now to consider some examples of the 
lesser-known but very important achievements of the 
Army Medical Services in peace-time, for I have found 
that the vast majority of the civilian profession know 
nothing of them. They are important from the point 
of view of national health. 


POSITIVE HEALTH 


One of these was the experiment of the establishment 
of a Recruits Physical Development Centre. For some 
time before the war there was considerable difficulty 
in getting recruits for the Army ; so much so that our 
physical standards were lowered, and yet the difficulty 
‘went on. It was decided that certain recruits, who 


were below even our lowered standards, should be enlisted © 


provisionally and sent to a special depot known as the 
Recruits Physical Development Depot, and that an 
attempt should be made there to improve their physical 
condition to enable them to reach acceptable standards. 
These men would normally have been rejected because 
they did not reach the minimum standards of height, 
weight, and chest measurement (the so-called under- 
sized recruit); or because of some physical defect, such 
as scoliosis, flat feet, or tachycardia and general debility 
(the so-called borderline recruit); or in some cases of 
course for both reasons. : 

Not only were these men physically unfit, they were 
mentally apathetic; they came mostly from industrial 
areas and large towns. The depot set about to change 
both their physical state and their mental outlook; 
it provided a good environment, long periods of sound 
sleep, hard work and healthy recreation, and good 
food—the Army ration plus milk and fruit. The results 
were heartening ; of over 800 lads who went through the 
depot 87% were made physically fit for acceptance into 
the Army in an average period of nine weeks. 

Apart altogether however from the improvement in 
their physical condition, the alteration in their men- 
tality was from a national and social point of view much 
more important; they were happy, alert, eager to 
learn; from national liabilities they “had - become 
national assets. This has been carried on in war and the 
work of our physical development centres is well known. 


‘local welfare committees. 


\ 
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It is to be hoped that it will be carried on in peace. 

This was an experiment in the production of positive 

health. . 
SAFER CHILDBIRTH > ` z 


' In a different sphere the organisation and adminis- 
tration of the Army Medical Services has proved 
significant and successful. ` i z 
‘During 1923 there was an outbreak of correspondence 
in the British Medical Journal on midwifery and maternal 
mortality which induced a RAMC officer to put on record 
his experiences ¢ in the Army. I must quote at length - 
from his letter : i . 
“ I have just completed four years in charge of a maternity 
_ hospital with antenatal and gynecological departments 
in which, upwards of two thousand confinements have taken 
place under my supervision. There were two maternal 
deaths, one from pulmonary embolism in 1920 and one in 
1921 from advanced mitral valve disease in a woman who 
had just joined the district and who had not been to the 
antenatal clinic. This compares favourably with the 
national death-rate of one mother for every 275 births. 
The confinements included all sorts of complications, 
-~ mostly recognised antenatally and therefore to a great 
extent deprived of their risks—cases of contracted pelvis 
requiring cesarean section, placenta previa, tumours of 
the cervix, valvular disease of heart, toxæmias, &c., and 
one 24 lb. baby. Not a single case of eclampsia occurred 
during the past two years, although many cases with pre- 
eclamptic signs and symptoms were treated and cured and 
passed through labour safely. External version was done 
fifty-four times for breech presentations in the antenatal 
department without anesthesia.” | 


These results were, I think, remarkable, and if doctors 
and patients surrendered something of their freedom to 
attain them, both doctors and patients would think 
it worth while. : g i 
This good work went on; in 1935, for example, 2791 
cases of parturition were treated in military families’ 
hospitals at home and abroad with four maternal deaths, 
a rate of 1:43 per 1000 births. 
' The organisation required consisted in the training 
of officers, sisters, and other staff, and their selection 
for appropriate posts; the provision of hospitals 
adequately equipped; the provision of. antenatal 
supervision ; education of the soldiers’ wives ; adequate 
diet and good accommodation; and the formation of 
To set up this organisation 
the medical services had first to convince the authorities 
that it was necessary—the voice of medicine had to be 
powerful enough to obtain what was required. Dame 
Janet Campbell,’ commenting on this work, wrote: ~~ 
“ If such results can be secured by organisation and 
good management for one section of the community, why 
not for all mothers ? ”’ `. 


At that time the voice of civilian médicine was still 


crying in the wilderness. Had the organisation and 
administration practised in the Army by Army doctors 
been avàilable for all mothers as Dame Janet Campbell 
asked, there is no doubt that many lives would have been 
saved and much misery avoided. ; 

As late as 1937 the situation was not yet satisfactory, 


for in circular 1622 (May 7), the Ministry of Healthy 


referring to a report on maternal mortality, said : 


“The disturbing circumstances in which the special 
investigations had their genesis is not that the number of 
maternal deaths is in itself high but that it is known that 
many of the deaths are preventable, that the mortality- 

rate is higher than it should be and that all efforts have so 
far failed to reduce it appreciably.” 


That is a confession of failure and an indictment of the © 
present organisation of our community ; here are women 
dying unnecessarily. The Army Medical Services have 
shown how it can be remedied by the application of total 
medicine ; for it required the combined efforts of medical 
administrators, hygienists, gynecologists, and laymen, 
working under one administration, to produce the 
results in the Army which.I have quoted. 


INFECTIONS 


In remedial medicine where clinical opportunities 
present themselves, as for example in tropical countries 


. where malaria and dysentery abound, Army medical 


` 
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' officers have shown that their clinical remedial work 
‘is of a standard second to none. In venereal disease, 


methods of diagnosis and treatment in the services - 


have been of a high standard, and the services have 
given many eminent venereologists to the civil profession. 
In the years 1930-33 there were several outbreaks of 
. cerebrospinal fever in this country in which the Army 
suffered. Many bacteriologists were endeavouring to 
produce a serum which would be not only bactericidal 
but also antitoxic, and we in the Army were supplying 
_ numbers of different strains of meningococci for this 

purpose. This brought us into close touch with those 
who were dealing with the outbreak in all parts of the 
country, and at the end of 1933 one leading authority 
expressed the opinion that in the diagnosis and treat- 
ment of cerebrospinal fever the Army led the profession. 


Medicine and the Community 


I have endeavoured briefly to outline the organisation 
and results of a medical service designed to provide what 
I have termed “ total medicine’? to a community. It 
is, I hope, not unprofitable to attempt to draw deduc- 
tions from this and from an experience of over thirty. 
years in that service. 


Wherever you have a service it implies that those 


comprising it are servants: and no servants can be 
free ; they must have masters. Freedom and efficiency 
—especially efficiency in war—are incompatible ; ; and 
those who provide a tota] medical service are fighting 
a war and must sacrifice some of their freedom on the 
altar of efficiency and so must the community. Com- 
plete freedom is anarchy and complete efficiency is 
slavery ; somewhere between the two lies the choice. 
To make that choice is the duty of the whole community 
in possession of the facts; the advantages and the dis- 
advantages.: It should be arrived at by judgments 
based on cold scientific truth and a balance-sheet of 
profit and loss ; if it is a compromise acceptable to the 
community and to the doctors it will gradually progress 
to such perfection as the community and the medical 
profession deserve. 

The soldier and the doctor looking after him have 
surrendered some of their freedom to obtain greater 
efficiency in the purpose of the Army, the defence of 
the country. For this surrender of freedom the soldier 
in peace is well housed, well clothed, and well fed, with 


regular hours of work and play, all under expert medical . 
supervision, and immediate admission-to hospital when. 


necessary. His wife and family, when he is married 
on the strength, receive the same medical benefits. He 
is in fact the subject of a benevolent dictatorship which 
allows him as much freedom in his choice of medical 
treatment as is reasonable ; for example, he can refuse 
operation and the British Army is the only army fighting 
in this war in which a soldier can refuse vaccination and 
inoculation—although many clients of ‘transportation 
companies cannot so refuse. 
better off than his counterpart in civil life as regards 
even remedial medical care. 

It is arguable that outside the services ‘he: best 
medical care, including housing and feeding, for the 
remainder of most communities, is that provided for 
criminals and psychotics. 


Dd 


THE DOCTOR’S ATTITUDE 

What of the doctor in a service providing total medi- 
cine? I feel that he must have a different outlook on 
medicine from that which most doctors have when they 
first become qualified or when they have practised 
_ nothing but, remedial medicine. 

Dawson,’ in an address on medicine and statesman- 
ship, referring to the last part of the 19th century, said 


“ During the same period doctors were concerned for 
the most part with people so entirely sick that they were 
detached for the time being from the stream of life, and in 
looking after this cloistered class the doctors themselves 
were apt to become cloistered in thought.” 

This is still true of most doctors. It is not their fault ; 
the whole stress of teaching in medicine is on the patho- 
logical individual, and the livelihood of the doctor 
depends on his ability to salvage pathological wrecks 


rather than to create and preserve physical and mental | 
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As I said before, he is- 


[JUNE 9, 1945 


efficiency. 
with its great opportunities is looked upon as one of the 


‘drawbacks of a medical service ; lack of clinical oppor- 


tunity is given as one of the reasons why the Army 


' Medical Service is not popular with doctors in peace- 


time. 


_ A community will not get full value from its doctors B 
until that whole attitude is changed. That a change is 


coming is evident from the recent creation: of chairs of 
social medicine which ought to be but the beginning 
of an evolution which will spread right through the curri- 
culum. The sick man is i in the vast majority of cases a 


failure of the medical services of the community: That 


outlook prevails in the Army—a unit commander keeps 
an eye on his sick-list ; he asks his medical officer why 
he has so many sick and what he is doing to prevent it. 


That becomes part of every Army doctor’s outlook, so 


that the neuro-surgeon leads in the design of helmets 
for motor-cyclists ; the dermatologist and the psychia- 
trist get together in the prevention of certain skin 
diseases; the physician, the hygienist, and the patho- 


logist combine to fight against dysentery and malaria ; 


the clinicians cease to pay lip service to preventive 
medicine, and come out: to take the offensive against 
disease—and in all forms of warfare to take the offensive 
and dictate to the enemy is the best form of defence. 


EMERGENCIES 


There is one aspect of a medical service I have not 
touched upon—namely, its preparedness to. meet 
emergency. In the fighting services our emergencies 
may be war, disease, or acts of God ; in a civil community 
a medical service should prepare schemes in advance for 
famine, flood, earthquake, epidemics, and so on. In 
many communities the planning is left entirely to the 
public health services. I feel certain that more is 
required and that an integrated service providing total 


. medicine could produce better and more economical 


measures. It is when these emergencies arise that the 
administration of a medical service is tested ; the Army 
Medical Services after nearly six years of war in which 
they have attained no small measure of success may well 


be thankful for those administrators of the days between -~ 


the wars who in spite of much discouragement and many 
handicaps laid such sound foundation. : 


CONCLUSION 


I ive presented to you a very incomplete and 1 frag- 
mentary description of a service which can be looked 
upon as an experiment (although not designed as such) 
which has been going on for many years. It has been 


a gradual evolution and it has endeavoured to ensure that - 


all that medicine in its widest sense could do was being 
done for a limited and selected community. 

I must make it quite clear that I am advocating 
nothing in the shape of any type of medical service for 
any particular community, group of people, or country ; 
but in faint and feeble pursuit of the Harveian method 
I would attempt to draw such deductions from the 
experiment as I can—being an admittedly biased 
observer. 

What can be deduced from the experiences and the 
structure of the Army Medical Services by a community 
desirous to get the best out of its doctors ? 


Firstly, that community must ensure that the authentic 
voice of medicine is audible and clearly heard above any 
political or other clamour. 

Secondly, some freedom must: be surrendered by the 
community and by doctors, the degree of that surrender 

_ to be arrrved at slowly and deliberately by trial and error 
and evolution. 

Thirdly, the whole of the bountiful gifts medicine can 
confer in a community are most efficiently and economic- 
ally applied through a single integrated service. — . , 


These are some of the deductions. But however careful 
and far-seeing the planning, however broad and open- 
minded the scheme of administration, the execution 
depends on the quality of the doctors. The community. 
must see to it that the service they desire attracts the 
right men; it must be so designed as to bring: forth 
votaries who-see within its framework opportunities of 
great adventure and rich achievement and the leisure 
to contemplate their handiwork. 


In fact this preventive side of medicine 
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In the words of Kipling : 


Man dies too soon beside his works half piuse: 
His days are counted and reprieve is vain. 
Who shall éntreat with death to stay his hand 
_ Or cloak the shameful nakedness of pain ? 
Send here the bold,.the seekers of the way, 
The passionless, the unshakeable of soul, 
~- Who serve the inmost mysteries of man’s clay 
And ask no more than leave to make them whole. 
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EFFECT OF UNDERWATER EXPLOSIONS 
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DURING these five and a half years of total warfare, 


many hundreds of men have beén in the sea when depth 
charges, mines, or torpedoes have exploded, and injuries 
have resulted. Quite a number of clinical cases have 
been recorded and the case-fatality rates have ranged 
from 20 to 80 per cent. Investigations undertaken by 
the Royal Navy have shown that lesions similar to those 
occurring in men subjected to immersion blast can be 
produced experimentally in animals. -Very little has 
been published on the physical aspect of immersion blast, 
and ĮI am therefore publishing this short account. 


PROPAGATION OF EXPLOSION PULSES 


, To judge the probable effects of a distant explosion | 


on a human body partially or wholly immersed in water, 

it is necessary to know something of the laws which 

govern the propagation and reflexion, of explosion pulses. 
The pressure pulse from a high-explosive charge 


‘consists of a. very rapid, almost instantaneous rise of 


pressure to a maximum, followed by a much more 

gradual falling off. of the pressure to zero, the whole 

pulse lasting a few milliseconds (fig. 1). Special gauges 

which respond to hydrostatic pressures are used for 

obtaining pressute-time curves of these underwater 

explosions. The chief feature of these gauges is the 

reproduction of an undistorted record of the pressure- 

time curve, which for a slow 

; - burning propellant will show a 

| time of rise to maximum pressure 

; J (p-max) of approximately 10-3 
Fis. I — Original form of 
pressure pulse before 

reflexion. - 


seconds, whereas after the detona- 
tion of a high explosive the time 
to reach p-max will be of the 
order of 10-* seconds, with a time 
of decay of a few milliseconds for 
say a 300 lb. charge. _ 

Let us assume that a hypothe- 
tical explosive wave of the form shown in fig. 1 acts on the 
pressure-gauge. If the natural period of the gauge is 
considerably less than the time of rise to p-max—in other 
words, if the gauge is small in comparison with the pulse 
length—then an undistorted image of the explosive wave 
will be recorded. The smaller the charge the shorter the 
pulse length. The velocity of propagation is independent 
of distance and is nearly equal to the ordinary velocity of 
sound in water (5000 feet a second). This only holds in 
the case of weak waves as it relies on the assumption 
that the compression of the medium is indefinitely small. 

Near the charge, where there is enormous compression 
of the water, such laws of sound cannot be applied, for 
the velocity of sound increases with pressuré, so the 
steep front of the pulse remains steep and the time of 
decay of the pulse tends to increase as the pulse travels 
forward ; the high-pressure point of the pulse thus gets 
further and further ahead of the low-pressure tail. In 


Pension §=PALTtuap 


— a 


addition to this, with the very high pressure and veloci- - 


ties that exist in the water near the charge one cannot 


neglect the dissipation of energy due to viscosity and 
heat-conduction. The effect of this is that the inverse 
distance laws for pressure and Jpdt (time-integral of 
pressure) are not valid for the region very close to the 
charge, but hold to a good approximation once the pulse 
has travelled a distance of the order of 20 times ‘the 
linear dimensions of the charge. © After this the effects 
of dissipation and pressure on velocity become negligible 
and the pulse is propagated equally in all directions from 
the charge about 5000 feet a second. 


REFLEXION 


At a reflecting surface the explosion Seis behaves 
very differently from an ordinary sound wave of small 
intensity. First, consider reflexion at the bottom of the 
sea (fig.2). The pulse i is reflected according to the ordinary 
laws of reflexion, but its form is always somewhat dis- 
torted, even if the reflector is hard rock. With soft 
mud the distortion is very obvious, and the reflexion 
may sometimes seem to come. from a reflecting layer 
some way below the actual surface of the mud. For 
very soft mud there may be no reflexion at all. H the 
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g. 2—Pressure-gauge readings from an explosion (A) near the bottom ; and 
taj slightly above a hard rock bottom. (The surface cut off has not been 
included in the records.) 


charge is actually fired on the bottom (fig. 2a) there is no 
reflected pulse, but the primary pulse may be stronger 
aa would have been for the charge in mid-water 
(fig: 2b). | 

The phenomena which occur when an explosion pulse 
is reflected at an air-water boundary are more specta- 
cular. A very feeble pressure pulse (from a charge at a 
great distance) is reflected exactly like a sound wave—that 
is, the pressure pulse is reflected as a tension pulse, and 
an observer with a pressure gauge just below the surface 
would observe both a direct pulse (pressure) and a reflected 
pulse (tension) separated by a time interval correspond- 
ing to the difference between the two acoustic paths 
(figs. 3 and 4). 

For a more intense pulse (fig. 5) substantially the same 
thing occurs in the first. place, but the situation is now 
complicated by the fact that water can only stand a 
very small sustained tension (about 100 lb. per sq. in.) as 
compared with the peak pressure of about 1000 Ib. per 
sq. in. (due to a 300 Ib. charge of TNT at 100 feet). The 
reflexion starts normally, but ‘as soon as we reach the 
stage where the sum of the direct and reflected pressure 
pulses amounts to a tension greater'than the critical value, 


.the water breaks at that point, the top layer of water 


being thrown into thé air with a considerable velocity in ` 
the form of spray known as the ‘“‘ dome” from its 
shape (fig. 6). A new reflecting surface is thus formed 
at the break, and further layers may be torn off by a - 
similar process of reflexion of the remaining part of the 
pressure pulse. The net result of all this is that we 
observe not a positive and a negative pressure pulse 
added together, but merely that part of the positive 
pulse which occurs before the negative pulse arrives at 
the gauge. After the arrival of the negative pulse, the 
net pressure drops to practically zero; or to a small 
negative value. Reference to the diagrams (figs. 1-5) 
may help to clarify the situation." 
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Fig. 3—Reflexion froma treesclace (e.g., ara. Path difference between 
positive and negative pulse = CA — CB. Tension wave arrives later by 


= ce where a = velocity of sound in water ee ft. per sec,). 


interval 


It has been found from experiment that the maximum 
pressure from a charge is approximately proportional to 
W/D! where W= weight of charge and D = distance from 
centre of charge. This means that if damage to a structure 
is determined by p-max the range for constant damage will \ 
be proportional to wi. 

The energy is proportional to W/D? so that if the damage 
is determined by the energy, then the range for constant 
damage will be proportional to Wi. As the Jpdt is pro- 
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Fig. 4—Direct and reflected pressure-pulses ‘from under- 
water explosion as recorded in gauge near the surface and 
not immediately above charge. 


portional to W/D* the range, if determined by the time- 
integral of pressure, will be proportional to W?. 

These scaling laws can be summed up by the statement 
that distances and time intervals both have to be scaled 
up as W3, and that if this is done the pressure remains 
constant. 

It appears from experimental evidence that the damage 
range is proportional to something between W! and Wi, as the 
results show that it is neither maximum pressure nor the 
Spdt that determines the degree of damage. A high p-max 
is of little use if not sustained sufficiently long to distort the 
structure beyond its power of elastic recovery, and a high 
Spdt i is of little value if the pressure is less than the structure 
is able to withstand. 

For practical purposes, the effect of the air-water 
surface is.to suppress the latter part of the pressure 


Fig. G-cAdvanced stage of ‘' dome.’ 
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“mEn DL rr S as — 
ee C8 
—— ~~ -—_ 
——— ieee ee 
eee owe ee 


—_—_— ee —— Samea eo —-~ 


Oai) 
By 


Fig. 7—Appearance immediately after detonation of explosive, showing 
‘* dome ’’ and volume of gas which travels up to the surface later. 


pulse, and thus to diminish the time- -integral of pressure 
of the impulse, without affecting the maxjmum pressure 
(figs. 4 and 5). . 


The maximum pressure occurs at the beginning, and. 


so is not affected by the tension pulse, which arrives 
slightly later. For moderate depths below the free 


` surface—say up to 10 ft.—it is a sufficiently good 


approximation to take impulse as proportional to depth 
(of pours’) the impulse can never rise above the value for 

. deep water, correspond- 
V ing to the time-integral 
n . of the whòle pressure 


i 
I\ -SURFACE OF WATER pulse). 
\ 


BROKEN 
EFFECTS OF A DEPTH 
CHARGE 
oo E ~ Let us outline the 
sequence of events when 
a depth ei Sees vitae 
under water. The detona- 
tion produces a bubble 
of gas at a very high 
_ pressure of the order of 
100,000 atmospheres, the 
hs POSITION of expansion of which com- 
a eee presses the water and sets 
up a pressure pulse very 
_ likeanintense sound wave 
(fig. 7). The reflexion of 
this at the free surface of the water produces the ‘“‘ cut-off ” 
of the pulse already described. A few seconds later the 
explosion products, which have formed a bubble many 
times thg original volume of the charge, float upwards and 
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` break through the surface, any energy still remaining 


in the bubble being expanded in throwing water 
upwards (fig. 8) forming the ‘“‘ plume.’’ Although this 
phenomenon is very spectacular and the water may rise 


. to many hundreds of feet, it has little bearing on damage, 


> 


- movements might occur. Such phenomena as bruising. 


Which has, except in special cases, all been done by:the 
pressure pulse itself long before the ‘‘ plume ” occurs. 
For all except very shallow shots it is possible to dis- 
tinguish clearly by eye between the regular ‘‘ dome ” 
occurring almost instantly, and the-irregular ‘‘ plume.” 
po agn For very deep 

shots the dome 
disappears, be- 
cause the incident 
“pressure is not 
enough to break 
up the water and 
the plume is rep- 
resented by. an 
emulsion of ex- 
plosion products 


Surfoce._. i 
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rises slowly to the 
surface. The 
“dome,” while 
not so spectacular 
as the ‘“‘ plume,” 
is of more signifi- 
cance owing to the 


Fig. 9—Action of underwater explosion on depen- 
i dent leg on the surface. - 20 


` peculiar nature of 


` the reflexion from water to air surface.. This has a very 


important bearing on the damaging effect of an explo- 
sion on an object near the surface. 

We can now see the three main effects which will be 
important, as far as the human body is concerned. 
First, consider an arm or leg immersed in deep water. 
The substance-of this will behave dcoustically very like 
water, and the pressure pulse will travel straight through 
it, causing a uniform compression of all the tissues. The 


only likely consequences are those which follow com-' 


pression of the nerve-cells—e.g., -pain and. involuntary 


are also possible but unlikely, since it is difficult to burst 
a cell full of fluid by uniform external pressure. 


Next, think of an arm or leg just dipping below the. 


surface (fig. 9). All the wetted part will be subject to 
the maximum pressure, but owing to the action of the 
surface of the water as a reflector the pressure will be 
cut off latest for those parts of the limb that are immersed 
most deeply, so the time-integral of pressure will be 
longest for the deepest parts (the foot), dropping to 


practically nothing at the surface itself (the knee). We 
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wy Fig. 10—Action of underwater explosion on thorax and liver 
, ; of man floating upright. 
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have. now a non-uniform application of pressure which 
will lead to new effects, among which may be mentioned 


_a greater tendency for the cells to be burst, and a ten- 


dency for all the tissues to be squeezed upwards. 


The third effect is probably far the most intportant - E 


if the whole body is immersed (fig. 10). When a pressure 
pulse arrives at an air-water boundary it is reflected as-a 
tension pulse and tension is set up in the water. Mani- 
festly a similar effect will occur when the pressure pulse 
reaches an air cavity such as the pleural or abdominal 
cavity. The reflexion process will cause stresses in the 
walis of the cavity, and this wall will, aecording to its 


and water, which. 
‘is only about a quarter of an inch. 


Thorar 


Time in m- secs. 


x*(Co.ow) 


zy, (y) of swimming man. 


eet 


strength and thickness, either be torn apart or displaced 


bodily inward. It is at such a boundary of the liquid 
‘as air that these big displacements can occur. (The 


bodily motion of a particle of water at a point away 
from the free surface and 200 ft. from a 300 Ib. charge 


N 


PROTECTIVE MEASURES 


The best way of protecting a person in the water seems 
to be by surrounding his vulnerable parts by another 
air cavity such as a swimming jacket.’ Such substances 
as cork or ‘ Sorbo’ would also be of value on account 
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Fig. 12—Action of underwater explasion on spine (y) 
l and colon (x) of man floating on his back. 


of the air which they contain. It seems necessary to 
protect the abdomen as well as the chest, since it in any 
case receives a larger impulse because it is further from 
the surface of the water than the chest (fig. 10); to 
protect the chest and not the abdomen may do more 
harm than good. With or without protectivt equipment 
a man would be better off if he is swimming than simply 
floating upright, for the very act of swimming raises 
the lower parts of his body in the water (fig. 11). 

Thus, the indications appear to be that the protection 
should reach from neck to hips, and that the person 


so ewe 


Fig. 13—Retroperitoneal hemorrhagesduetoblast. Thesigns 
in this case were those of acute peritonitis. Laparotomy 
revealed only the retroperitoneal hemorrhages. - 
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| should be as nearly as possible in the horizontal positiun 
—preferably on his back (see fig. 12). ` In this position 
the abdominal viscera are as near the free surface of the 
water as possible. 

These physical facts fit in well with actual clinical 
observation of cases which have been submitted to under- 
water explosions, It is the air-containing viscera that 
are liable to be injured in such explosions. This has 
been shown by many surgeons during this war. 

i The abdominal 


lesions vary from. 
retroperitoneal and 
subperitoneal hæm- 


perforations of the in- 
testines (fig. 14). As 
a rule it is the gut in 
àJ the lower abdomen 
= + which is more likely 
to be injured. Quite 
often it is the termi- 
nal loop of the ileum. 
' The perforation is on 
.the  antimesenteric 
portion of the bowel 
and there is consider- 
able prolapse of the 
mucous membrane. 
The cæcum is quite 
commonly ruptured and the perforation occurs on the 
outer side just lateral to the longitudinal band. The 


Fig. 14—Blast injury to cecum. 


cecal perforations are similar to those produced in in- - 


testinal obstruction due to annular carcinoma of the 
sigmoid colon. In some cases patients have complained 
of pain in the right iliac fossa some three or four days 
after the underwater injury, and on examination a lump 
has been felt and diagnosed as an appendix abscess. 
Operation has revealed the true nature of things ; the 
tell-tale retroperitoneal] hemorrhages give the real 
diagnosis, and the actual perforation has been sealed off 
by the omentum in some cases. l 


= I wish to thank Surgeon Vice-Admiral Sir Sheldon Dudley, 

FRS, for his interest and help in the investigations we have 
carried out during the last four years. Mr. H. C. Wright, 
B SO, PH D, has given much help in the elucidation of some of 
the physical phenomena and I extend my grateful thanks for 
all his help and for the excellent diagrams. 
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NICOTINIC ACID 
BY THE MIXED CACAL FLORA OF MAN 
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THE synthesis of ‘“ nicotinamide ”’ by the. intestinal 
flora of man has been strongly suggested by indirect 
experimentation—i.e.,, by the observation that the 
urinary elimination of nicotinamide methochloride 
dropped sharply after the administration of ‘‘ sterilising 
sulphonamides ’’ to human subjects and returned to 
normal after the drugs were discontinued (Ellinger, 
Coulson, and Benesch 1944, Ellinger, Benesch, and 
Kay 1945). It was thought desirable to obtain direct 
evidence of such synthesis by studying the behaviour 
of the mixed intestinal organisms, obtained directly 
from the human bowel. The cecum was thought to be 
the most suitable part of the intestinal tract for this 
purpose, in view of the observations of other workers 
on the rôle of the cecum in the vitamin nutrition of the 
rat (Abdel-Salaam and Leong 1938, Taylor, Pennington, 
and Thacker 1942). 

Material from a patient with a cæcostomy was obtained 
through the courtesy of Mr. J. Jemson of Lewisham 
LCC Hospital. The. czecostomy was carried out to 
relieve obstruction in the distal half of the colon caused 


orrhages (fig. 13) to. 
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by a carcinoma. The sample‘of the ‘mixed cecal flora 
was secured by washing out the cecum through the 
cecostomy with warm tap water. One ml. of the 
resulting suspension was inoculated into a series of 
flasks, each containing 150 ml. of ‘ Bacto-Peptone ’ 
(Difco) with 0:5% sodium chloride. Twelve of these 
flasks were incubated aerobically and twelve anaerobic- 
ally—by covering the medium with liquid paraffin—at 
37° C. Two flasks from each set were removed after 


1, 2, 3, 4, 6, and 9.days and the amount of nicotinic . 


acid * in the whole culture medium (i.e., the medium plus 
the bacterial growth) was estimated in duplicate by the 
method of Wang and Kodicek (1943). ‘Each value 
therefore represents the average of four separate deter- 
minations. To ascertain the original nicotinic acid 
content of the medium plus inoculum, 150 ml. aliquots 
of the medium plus 1 ml. of inoculum were analysed 
immediately after inoculation. The results are shown 
in the figure. 

A qualitative examination of the bacteria in the 
original czecal sample was undertaken by Mr. F. Partner, 
his findings being as follows : = ooo 


Aerobic.—B. proteus; Alkaligenes fæcalis ; _ Bact. coli 
communis; Ps. pyocyanea; Enterococcus; Staph. 
albus. : l i 

Anaerobic.—Cl. welchii. 


On the ninth day of cultivation bacterial counts were 
carried out to compare the number of organisms present 
in the culture. flasks under aerobic and anaerobic condi- 
tions (see table). | 


y ; 

TABLE SHOWING NUMBER OF ORGANISMS PER ML. IN THE 
CULTURE FLASKS 9 DAYS AFTER INOCULATION (2 AEROBIC ; 
2 ANAEROBIO). . | 


Aerobic Average Anaerobic Average 
(a) 1-75 x 108 1:0 x 168 
3 2:15 X 108 } 1-95 x 10° 1-2 x joy 11 x 10° 
| DISCUSSION f 


From the results shown in the figure it will be seen 


-that considerable synthesis of nicotinic acid occurred ` 


-under aerobic conditions, amounting to 0-8 mg. per litre. 
For comparison a curve showing the nicotinic acid 


- synthesis by B. aerogenes on a synthetic medium, ob- 
tained by Burkholder and McVeigh (1942), is included. . 


It is apparent that the range of values found by these 
workers is comparable with the ones reported here, 
although more synthesis took place during the earlier 
part of their experiment. The absence of a more definite 
synthesis in the first few days of this experiment may 
perhaps be explained by one or all of the following 
acts : | 


(1) There was an interval of 3 hours between the cecal 
washout and the inoculation into the culture medium, 
which. may have had a retarding effect on bacterial 
growth. 


. (2) The medium employed in this work “contained some 


nicotinic acid to start with (0-4 microgramme per ml.), 
unlike the nicotinic-acid-free medium employed by 
Burkholder and McVeigh. The initial supply: of nico- 
tinic acid may have partly obviated the necessity for 
these bacteria to synthesise the vitamin at the beginning 
of the growth period. 

(3) It has been shown (Topley and Fielden 1922) that in 
broth cultures of the flora from human feces there 
occurs a succession of dominant species, one species 
replacing another at definite intervals. This may 
account for the nicotinic acid synthesis curve being 
almost linear, rather than of the exponential type 
usually associated with growth curves of a single bac- 
terial species. It is possible, therefore, that the observed 
linear increase in nicotinic acid from day to day was made 
‘up of the contributions of successive species. It is 
interesting to note that the average nicotinic acid syn- 
thesis of the five intestinal bacteria investigated separ- 

ately on.a synthetic medium by Burkholder and McVeigh 


*In this paper the substance under discussion has been termed 
nicotinic acid, since in the assay. method employed most 


derivatives of this compound are converted into nicotinic. 


acid and estimated as such. The actual substance produced 
and destroyed by the. cecal flora may, however, have been 
partly or altogether nicotinamide or some similar derivative 
of nicotinic acid. 
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| ‘amounted to 0-38 ug. in 48 hours, compared with 0-2 Hg. 


in the present experiment. 


‘The most interesting. feature of the ieee ions 
reported here is that the czcal organisms which developed 


under anaerobic. conditions actually destroyed about. 


60% of the vitamin present in the original medium. The 
drop in the nicotinic acid values cannot be interpreted 
as an uptake of the substance by the bacteria, since 
ehroushour these investigations the whole culture 
medium, in- 
cluding the 
organisms, 
was digested 
and analysed. 
It will be 

. seen from the 
table that 
there were 
5—6 times as 
many anae- 
robes as 
aerdbes in the 
cultures, so 

` the absence of 
any synthesis 
in the anae- 
robic cultures 
could certain- 
ly not have 
been due to a 


(4g. per ml.) 


NICOTINIC ACID ( 
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ANAEROBIC CULTURE - 


growth under 
‘these con- 
ditions. The 
predomin- 
ance of anae- 


t 2 3 4 5 6 7 8 9g 
; DAYS 


Synthesis and Destruction of Nicotinic Acid by Cæcal 
Organisms. 

he values represented by the sign on the border of 

the chart are the result of a microbiological assay 

(Barton-Wright 1944) carried out independently by Mr. 


@aerobes 
among the in- 
testinal flora 
agrees well 
with. the re- 
sults of sev- 
eral investi- 
gations on this subject (Eggerth and Gagnon 1933, Weiss 
and Rettger 1937, Misra 1938). 

A possible criticism of these results is that no real 
anserobiasis can be secured simply by the use of liquid 
paraffin. This is, however, mitigated by the faċt that 
both B. proteus and Ps. pyocyanea were present among 
the flora. These organisms are well known as avid 
oxygen consumers and are actually used for the produc- 
‘tion of anaerobiasis in ordinary bacteriology. 

With regard to bacterial destruction of nicotinic acid, 
it has been shown that some strains of soil bacteria can 
produce enzymeswhich specifically destroy this compound 
(Allinson ’ 1943). Considerable destruction of vitamin 
,B, in the human digestive tract has recently been 
‘claimed to occur by Williamson and Parsons (1945). 
These workers found that 5 out of the 25 subjects on 
whom aneurine-balance experiments were carried out 
consistently showed an extremely low fecal elimination 
of this vitamin, even when fresh yeast was fed. It is 
therefore concluded that some special condition exists 
in, the digestive tract of these persons which results in 
this particular effect, and that the destruction of the 
aneurine may be due to the action of micro-organisms. 

It has also been-shown by Young and- Rettger (1943) 
that a large variety of enteric bacteria decompose 
vitamin C rapidly and completely. From their in- 
vestigations it is apparent that tle conditions under 
which bacterial decomposition of ascorbic acid proceeds 
are Similar to those which accompany nicotinic acid 
destruction, .as revealed by the present work. Thus 
vitamin C was also found to be destroyed anaerobically 
and the reaction was enhanced by the presence of an 
easily available source of organic nitrogen, suchas peptone. 

The present findings throw an interesting light on the 
utilisation of nicotinic acid by the host organism and its 
- absorption from the gut. It seems that normally there 
‘exists in the bowel an ecological system in which aerobic 
and anaerobic. organisms live together, with the result 
that an equilibrium is constantly struck between the 
activities of the organisms producing and destroying 
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nicotinic acid. This equilibrium has corresponding 


repercussions on the net amount of vitamin available — 


. to the host organism. In view of these results it seems 


reasonable to suggest that much of the “ interferetice 
with absorption ’’ of water-soluble vitamins, often 
blamed for the development of deficiency diseases and 
tacitly assumed to. be due to an improperly functioning ` 
intestinal mucosa, is in fact partly due to actual destruc- 
tion of the vitamin in the gut under certain conditions. 

The findings also have an important bearing on the . 
interpretation of the experiments of Ellinger, Benesch, 
and Kay (1944), referred to at the outset. The immediate 
sharp drop in the urinary nicotinamide methochloride 
elimination, observed in subjects receiving sucginyl- 
sulphathiazole, may have been poe by a shifting of 
the equilibrium between the nicotinic-acid-producing 
and -destroying organisms in favour of the latter, since 
it is well known that both sulphonamide-sensitive and 
sulphonamide-resistant strains are present. among ‘the 
intestinal flora. Thus Najjar and others (1944), who 
demonstrated that intestinal biosynthesis of riboflavine 


-is not affected by the administration of succinylsulpha- 


thiazole, concluded that: riboflavine was synthesised by 
sulphonamide-resistant bacteria. 

her work is obviously necessary to confirm the 
present findings and to obtain more detailed information 
on the subject. A study of the vitamin metabolism of 
single intestinal species would, however, seem to be of 
less value than the investigation of the behaviour of 
these organisms in a ‘‘ symbiotic ” state, approaching as 
closely as possible the conditions prevalent in the bowel. 
This could perhaps be done by following the plan of the 
present experiment, with the modification that at 
regular intervals—corresponding to the. times of the 
vitamin estimations—the dominant species in the mixed 
flora is determined by the methods developed by Topley 
and Fielden (1922). In this-way it should be possible 
to correlate the presence of certain dominant speci 
with the rate of vitamin production or destruction. 


SUMMARY 


Human fæces obtained from a cæcostomy was culti- 
vated aerobically and anaerobi¢ally, the nicotinic-acid 
content of medium flux culture being estimated . at’ 
intervals for nine days. 

Under aerobic conditions a considerable synthesis 
of nicotinic acid took place, mainly after the third day 
of cultivation. 

Under anaerobic ‘conditions: the cecal © organisms 
destroyed two-thirds of the. nicotinic acid present in the 
original medium. 

It is suggested that in the ioral cecum an equili- 
brium is struck between organisms which produce and 

‘those which destroy nicotinic acid. An upset in this 
A quilibrium may play a part in the causation of deficiency 
iseases. 


Iam nabi to Mr. F. A. Ibbott for his capable assistance 
and to Dr. W. W. Kay for his interest in ‘this EN REPOR, ; 
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, PNEUMOCOCCUS IN THE TROPICS.—In a year’s experience on 
a US naval hospital ship in the Soyth Pacific the pneumo- 
coccus was a strikingly uncommon cause of trouble. Only 
24 men with pneumonia were admitted during the year, out 
of 9085 admissions, and out. of 272 cultures made from. the 
nasopharynx in cases of upper respiratory infection only 
7 grew a pneumococcus. This organism is apparently unable 
to survive for long periods in a tropical climate. (Norris, R. F. 
Med. Clin. N. Amer. December, 1944, p. 1418). 
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PENICILLIN for local treatment has usually been applied 
either as a solution in water or saline, or as a cream in a 
lanette wax or stearate base (Barron et al. 1944, Taylor 
and Hughes 1944); both these vehicles have disadvan- 
tages: Solutions exert their maximum effect immediately. 
after application; from a raw surface they may be 
absorbed, and if this happens local action will cease. 
Ointments and creams are greasy and readily contamin- 
ated, and they do not allow good diffusion of penicillin, 
as Selbie and his colleagues (1945) have also shown. One 


of us (R. B. C.) thought agar would be a good vehicle | 


for penicillin, and preliminary trial showed that 0:5% 
concentration gave the desired consistency. The name 
‘Penagar’ was given to the penicillin in agar; the 
control vehicle of 0:5% agar without penicillin was called 
‘ Blancagar.’ 

PREPARATION 


Base.—1% powdered agar was added to freshly distilled 


water, steamed to melt, and the agar filtered through paper. 


Volumes of 50 and 100 ml. were bottled and sterilised at 15 lb. 
for 20 minutes. 
NaCl was added.. 


Penicillin solution —A concentration twice that required — 


in the finished product was made up in sterile distilled water. 
If this solution had been refrigerated it was warmed to 37°C 
before mixing with the base. 

Penagar.—The base, melted in boiling water, was cooled 


to 55°C, when 50 ml. was pipetted into a wide test-tube 


(8 x 14 in.) ; an equal volume of the penicillin solution was 
added; the contents were then mixed and immediately 
pipetted in the required’ volumes into sterile screw- capped: 
bottles of convenient size. 

Blancagar.—The contro] preparation was made in the same 
- \way, but distilled water, in place of the penicilin solution, 
was added to the base. 


EXPERIMENTAL 


i Diffusion of penicillin through agar. _—Experiments 
were made to compare the diffusion of penicillin through 
agar, lanette wax base, and ammonium stearate base. 

Porcelain cylinders were half-filled with wax or stearate 
base, the under surface smoothed off with sterile lint, 
and the cylinders placed on plates sown with Heatley’s 
strain of Staphylococcus pyogenes. Other cylinders- 
` were sealed on to the medium and pence. pipetted 
into the lower half of the cylinder. e drops of 
penicillin solution were pipetted on to the paar of all 
the bases and into an empty cylinder. The plates were 
‘incubated and the diameter of each inhibition zone was 
measured next day; the results of two experiments are 
shown in table I. 

The experiments confirmed that penicillin diffused 
readily through agar and showed that there was much 
less diffusion through the lanette wax and stearate bases. 

Stability of penicillin in agar.—Penagar could be 


pipetted and reasonably accurate dilutions made for` 


assay. Using a modified Oxford plate method (16 
plates per assay) it was found that after storage in the 
refrigerator for 3 and 7 weeks the penagar assayed at 
80% and 55% of the original penicillin content. The 


experiments. were made in May and June, 1944, with 


_ relatively impure penicillin ; with more recent products 
` there is no doubt that the stability would be greater. 


USE OF PENAGAR 


Penagar was dispensed as ‘‘ one dose per bottle” and 
the contents were.spread on sterile lint cut to the size 
and shape of the area’ to be treated ; a 10% excess was 
placed in each bottle to allow for some of the jelly being 
retained. Penagar was applied twice a day. 

Skin infections.—Penagar, made up. to contain 100. 
units per ml., was compared with solutions (200 units 
per ml.) and cream (200 units per g.) used on similar 
cases. Swabs were taken daily and at least three 


If an isotonic preparation was wanted 1:7% 


colonies were picked from each plate and tested quali- ` 
tatively for penicillin sensitivity. The slide-coagulase 
test (Cadness- -Graves et al. 1943) was used for staphylo- 
cocci. 

Some improvement in the clinicál condition was often 
produced by blancagar—though the bacterial flora 
remained unchanged—so patients were treated with this , 
until the condition became stationary; penagar was 
then started. Bacteriologically the effect of penagar 
became apparent about 48 hours later and was shown 
by_a reduction in the number of colonies growing from 
the swab. Scanty growths (occasionally. no growth 
developed) persisted for several days, but-if the lesion 
had not healed after 10-14 days’ treatment the number 
of colonies again increased, The organisms growing at 
this stage often showed increased resistance to penicillin, 
but from one swab all organisms of the same species 


(usually staphylococci) “were not equally affected— — 


7 TABLE. I—HALO OF ‘INHIBITION PRODUCED BY PENICILLIN 


DIFFUSING THROUGH DIFFERENT BASES 


| Penicillin | Halo ` 
Expt Plate Base "| (units per ml, y atanétatinm J 
1 A | Blancagar | 1°5 | 10°. 
None 1:5 | 21 
B -| Lanette wax | 15 | 0 E 
None 1:5 l 23 
2) œ Ammonium stearate | l 0 à 
GA ae 5 0 
” 99° | ` 50 13 
| -| Blancagar | 0. 0 
w | 2 - “16 
= 5 18 
] . i! A ; 
None | "2 18 
O cee fo as 23. 
; i 4 
some might be resistant, others sensitive. Clinically 


the effect of penagar was no better—and no worse—than 
any other method of applying penicillin to these skin 


‘infections (impetigo, sycosis barb, and infective derma- 


titis). Initially they showed fairly rapid improvement 
but either failed to heal completely or relapsed later. 
Failure was often attributable to an underlying: con- 
stitutional condition such as seborrheea, or to reinfection - 
of the affected areas from a septic focus elsewhere. 
Uncomplicated cases did well. 

Infected superficial wounds.—A concentration of 500 l 
units per ml. was used in the treatment of this type of 
infection. If the organisms. were penicillin-sensitive, 
wounds were quickly sterilised and healing was rapid. 

. Gonorrhea.—It seemed likely that penagar might be 
suitable for Slow absorption of penicillin from the tissues, 
and animal experiments were made to determine what 
effects the agar itself would produce. Guineapigs were 
inoculated with blancagar in doses of 1 ml. intramuscu- 
larly (i.m.) and subcutaneously (s.c.) and were killed 1, 2, | 
and 4 weeks later. Injections of 1 ml., im. and s.c., 
into sites not previously inoculated were made just 
before death ; these served as controls and showed the 
immediate effects of the inoculation. 

A week after the subcutaneous inoculation, a swal 
indurated nodule could be felt; this gradually became 
smaller and could not be felt at 4 ‘weeks. Sections showed 
no immediate reaction ; after 7 days there was a collec- 
tion of mononuclear cells around ‘a small unstained 
central mass (thought to be agar); at 14 days there 
were more mononuclear cells and some of these resembled 
giant cells. | 

After intramuscular inoculation there was a swelling 
of the tissue, and a week later a small nodule could be 


felt, but in the animals killed ' after a fortnight the | 


precise site of inoculation was difficult to localise even 
when the muscle was exposed at necropsy. The in- 
oculations produced an immediate separation of the 
muscle-fibres ; a week later this was less and there was 
a mononuclear reaction ; after 2 and 4 weeks there was 
a greater cellular reaction but less muscular disturbance. 


. The reactions were typically those to a foreign body, 


Since blancagar appeared to be innocuous to guinea- 
pigs, a man with sulphonamide- resistant gonorrhea 
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was treated with penagar; two doses, each of 50,000 
- units in 4 ml. of penagar, were inoculated intramuscu- 
larly into the right buttock at 10 am and 3.5 pm. The 
bacteriostatic dilutions of serum and urine are shown in 
table 11; serum titrations were made by Heatley’s 
method ; urine was diluted serially in broth, which was 
then inoculated with Staph. pyogenes. After inoculation 
of penagar the serum bacteriostatic titre showed a rapid 
.tise followed by a fall which hardly differed from that 
following a single i.m. inoculation of an aqueous solution 
. Fleming et al. 1944, McAdam ‘et al. 1944). Clinically 
and bacteriologically ‘the response was good ; gonococci, 
numerous in smears before treatment started, were 
absent 9 hours later. Next day, on being uestioned, 
the. patient complained of slight pain in his buttock. 
Possible uses of penagar.—Small collapsible metal 
tubes containing penagar might be useful in preventing 
wound infection; the contents could be applied before 
the first field dressing. If penagar were of. adequate 
strength and packed in a collapsible tube fitted with a 
nozzle, urethral instillation by the patient might afford 
protection against both the gonococcus and Treponema 
pallidum. | 
DISCUSSION 


oF Penicillin agar,” the medium on which Penicillium 
notatum had grown, was used successfully by Roberts 
and Murphy (1944) to treat superficial septic conditions. 
Such a preparation suffers from the disadvantage that 
the penicillin content is necessarily small; that of 
penagar can be controlled. — 

Selbie and his colleagues think that. a completely 


satisfactory vehicle for the local administration of peni- ., 


cillin is a pressing need, for oily vehicles release penicillin 
too slowly. We think that penagar fills this need—it 
- is clean to use, it does not soil clothes or dressings, and, 
_ unlike pectin, it is not sticky. It is easy to prepare and. 


TABLE TI-—MAXIMUM SERUM AND URINE DILUTIONS 
PRODUCING BACTERIOSTASIS 


Time ' Time since inoculation Serum Urine 
pee ee 
10.00 am ! First inoculation a 
‘10.15 ,, 15 mimtes.. . 1/32 
10.30 ,, i a 55 1:16. te 
i. 11.00-. 93 É i i hour 1:34 oe 
11.30: 30 minutes l as 1:1280 
12,00 NOON | 2 hours cL 2 sis 
1.00 PM x 0 1:100 
..2.00 ,, A 0 S'i 
‘3.00 ,, ið 455 0 is 
3.05 ,, | Second inoculation ae i 
3.20 ;, 15 minutes 1:64 = 
3.35 3; |30 4, 1:8 A 
4.05 "opp 1 hour 1:8 ee 
5.05 ,, 2. hours 1:2 1:800 
6.00 -,, » 55 minutes 0 aks 
7.00 ,, a cay ia 0 ` 1:400 
. = no test. 
is stable at refrigerator temperature. Asa local applica- 


tion, penagar appeared to be as efficacious as'any other 
preparation of penicillin ;- it had the advantage that 
each dose could be presented in a sterile container. 
Solutions of penicillin have all these advantages but their 
application requires some form of nebuliser, which is 
not easy to sterilise. Ointments and creams are greasy 
and readily contaminated, and, as Selbie and his col- 
leagues (1945) have shown, they do not allow good 
diffusion of penicillin. For intramuscular inoculation 
Pe has no advantage over solutions, and it cannot 


e recommended for this purpose because it leaves & 


foreign body in the tissues. 


SUMMARY 


Penagar is penicillin in semi-solid agar ; ‘its prepara- l 


tion, which is simple, is described. The penicillin remains 
active for at least a month at refrigerator temperature- 


atid diffuses readily from the agar when applied to the 


tissues. Penagar is clean to use and non-sticky, and 
can be packed. in sterile bottles or collapsible tubes, each 
containing one dose. Its use as a primary application 
for wounds and as a urethral instillation is suggested. 
This pape 
Pathology, War Office, and we have to thank Major-General 
| Continued at foot of next column 


, together with certain features whic 
later, make the differential diagnosis interesting. 


r is a. summary of a report to the Director of | 


EOSINOPHILIA WITH CHRONIC PERITONITIS 
CLIFFORD G. PARSONS, M D CAMB., MRCP ` 
PHYSICIAN, EMS 


THE causes of eosinophilia have been enumerated in 
a Lancet (1943) commentary on 'Weingarten’s. (1943) 
paper on tropical eosinophilia. Two es were 
omitted from the list, tuberculosis and periarteritis 


‘nodosa, both of which are occasionally associated with 


a high eosinophil count. . 

Little has been published in this country on eosino- 
philia in tuberculosis (Gill 1940). . Some textbooks of 
hematology (e.g., Whitby and Britton 1939) refer 
vaguely to it, but emphasise that the usual white-cell 
reaction to tuberculosis i is, in the acute stages, a neutro- 
P a with ED opan or a Epe leuco- 
‘cytosis, and a monocytic or ocytic predominance 
as the disease heals. es EATE 

In Europe and South America eosinophilia has been 
' described with tuberculous infection of lungs, pleura, and 
glands, ‘as well as after administration: of tuberculin. 
Mention is made by Gill of a number of the papers con- 
cerned. He goes.on to describe the case of a lad of 19. 
who had had colicky upper abdominal pain for two 
months, the spasms lasting a few minutes and occurring’ 
several times a. day. The patient later developed a 
cough and pain in the chest. He proved to have 


. tuberculous peritonitis ‘and a pleural effusion which 


contained 80% of eosinop hils. His white cells num- 
bered 9200 per c.mm., ana of these 14% were eosiiophils. 

Periarteritis nodosa, on the other hand, is widely 
recognised in this country as a cause of eosinophilia, and 
high figures have been recorded—i.e., 77% of 20,000 white 
‘cells (Handley and Martin), and "55-65% of 31,000- 
33,000 (Grant 1940). Grant (1940) shows that it is the 
amazing variety of symptoms and si which at once 
gives periarteritis nodosa its characteristic features and 
makes it so difficult to diagnose. 


.. “A complete list of the symptoms of the established 
disease would cover almost the whole field of medicine, as. 
would also a list of the diagnoses mage before the nature 
of the condition was recognised.” 

“In fact it is difficult to. find any two cases with the 
oe course among those hitherto reported, about 350 in 
It cannot be claimed that a definite diagnosis was 

reached in either of the cases reported below ; the picture 

was of tuberculous peritonitis with eosinophilia. The 
two illnesses were strikingly similar, and the. train of 
symptoms was not unlike that of Gill’s case. It would. 
be rash to say that the clinical manifestations could not 
have been caused by periarteritis—indeed many of the 
symptoms could be accounted for admirably by that 
disease—but the second sentence quoted from Grant, 
will be mentioned 


CASE-HISTORIES 


Case 1 —A labourer: aged 29, was admitted to the General . 
Hospital, Birmingham, on Juty 18, 1931. Eight months 
previously he had had a febrile cold and bronchitis, which 
had been followed by a series. of mild attacks of asthma. 
He had had night sweats, and: had lost appetite and weight. 
For a month before admission he had been troubled by 
spasms of epigastric pain, which were sharp, quite unrelated 


Continued from previous column 


L. T. Poole’and Colonel F.. R. Laing, officer commanding a 
military hospital, for permission to Sele “We are also 
teful to Miss S. Glasscock, Sgt. F. Page, and Pte. G. 
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TABLE SHOWING BLOOD-COUNTS 


N 


CASE 1 CASE 2 
July 20 ‘July27) Aug. 4 Aug. 11 Aug. 25 |. Sept. 1 Oct. 19 Oct. 21] Nov. 5 Nov. 9 ‘No¥.11 
Red cells perc.mm, .. | 4,000, 000 | 4,590,000 | 4,690,000 | ` 4,100,000. 4,070,000 | 4,420,000 4,430,000 | 4,230, 000 | 
Hb. p 68 | 72 65 | 63 63 76 80 
White cells pere. mm. 32,600 © 19, 040 29,200 27,600 13,400 20,600 31,000 32,000 - 23,800 25,800 ! 25, 800 
Difterentia) count (%): 
Lymphocytes 11- 2 ' 10-8 9-0 5-6 15:0 16-0 15:0 14:0 23:5 + 20°0 
`. Polymorphs: | i t 
Neutrophils 24:2 37-2 38:2 42-4 41-6 53-6 22-0 25-0 24:0 ' 28-0 
Eosinophils ... 62:0 ' 49-2 48:4 46-6 39-6 i7 28-2 ‘6 62-0 61:0 48:5 49-0 
Paro p ae ae 0'2 0°6 0:8 ” 0:2 0'4 i 0'8 "i 1-0. P 1:5 1-0 
Monocytes. sa 2-4 ' 2-2 a 6 < -5:2 34 ; 1'4 ies ee 15 
Myelocytes a Ss j eR C a - 0:2 | ‘ 05 
Tiirck cells..  .. Bis Ko p ars "a 5 i | 05 |! 


to meals, and radiated to the right groin. On July 15 a rash, 
developed. Past and family history were irrelevant. 

He was well built, but had recently lost weight. General- 
ised petechial rash. Tonsils enlarged and injected: no 
enlargement of lymph-glands. Signs of mild asthmatic 
bronchitis. Pulse. regular, vessels normal, blood-pressure 
115/78 mm. Hg. Heart a little enlarged, but heart sounds 
normal. Slight tenderness in epigastrium, liver just palpable 
and tender, spleen not felt. Temperature ranged between 
98° and 99° F while he was in hospital. 

Urine: a few red cells and a trace of albumin. Wasser- 
mann reaction negative. Hydatid complement-fixation test 
positive, both with control and with patient: Casoni skin 
test negative. Radiography of chest showed general enlarge- 
ment of heart and diffuse mottling of both lungs, suggestive 
of miliary tuberculosis. No tubercle bacilli found in sputum 
or urine. Blood-counts are shown in the table. 


Laparotomy was carried out for persistent abdominal | 


‘discomfort on August 21. Liver, spleen, and both kidneys 
were enlarged. The peritoneum was studded with pinkish- 
white miliary tubercles. After recovering satisfactorily from 
the operation he suddenly collapsed and died on Oct. 6. 

At autopsy, the body was emaciated, with petechial rash 
on arms. Pleure normal; lungs emphysematous and con- 
taining numerous small infarcta; ; no evidence of tuberculosis. 
Heart. hypertrophied, with normal valves; terminal peri- 
carditis. Generalised miliary tuberculosis of peritoneum ; 
gut normal; spleen and liver enlarged and congested; 
kidneys large and scarred, with numerous small infarcts. 
Thrombus in left renal artery. Lymph-glands normal. 
Bone-marrow (right femur) gelatinous, with erythroblastic 


reaction at upper end; bone shaft thicker and denser than i 


normal. No evidence ‘of leukemia. 

Material taken for section was unfortunately lost in transit 
to the laboratory and consequently no microscopical examina- 
tion was made. Tuberculosis was the suggested cause of 
death. 3 
' ` CAsE 2.—A woman, aged 43, was admitted to an Emet- 
gency Hospital on Oct. 15, 1942. She had had mild attacks 
of asthma for some years, and had felt vaguely unwell for 
a year. At the beginning of September she became severely 
constipated, and complained for a few days of pains in the 


back, especially in the lumbar region, which were attributed — 


- by a surgeon to bad posture. A week later she began to have 
spasms of epigastric pain which radiated downwards towards 
the umbilicus. The pain bore.no consistent relation to food ; 
it was severe and colicky. She vomited once. 
ginning of October the constipation gave place to diarrhea, 
and she passed frequent fluid motions which contained neither 
blood nor mucus. Her appetite failed, and she lost 2 st. 
in weight in two months. No swelling of the aon Past 
and family history. irrelevant. 

On admission she was pale, but had no rash or subungual 
splinter hemorrhages ; no muscular tenderness. Mild dental 
caries. A few small cervical glands disappeared in the course 
of a few days. Lungs, heart, and peripheral vessels normal. 
Abdomén tumid and doughy ; ; free fluid present, no organs 
felt. Temperature was normal throughout illness, pulse 
80-100 per min. 
= Urine: a trace of albumin but no deposit. Antigen for 
Casoni skin test could not be obtained. X-ray films of chest 
and long bones normal; barium enema suggestive of ulcera- 
tive colitis; no calcified trichinella cysts seen in muscles, 
Stools contained no pus, red cells, mucus, protozoa, cysts, 
ova, or abnormal organisms, but the benzidine reaction was 
positive on two occasions. Sigmoidoscopy normal on Oct. 15, 
but on Nov. 18 Mr. L. E. Jones reported: ‘‘ mucous mem- 


' Her doctor found her lacrimose and uncodéperative ; 


. At the be- 


brane œdematous, vessels not visible. Bleeds more easily 
than normal. Areas of hyperæmia a few millimetres in 
diameter, no ulceration ; ; liquid fæces. Suggests early 
ulcerative colitis.’ Blood-counts are shown in the table. 

She was never acutely ill while in hospital and the diarrhcea 
was never pronounced; she passed only two semi-formed 
stools each day. Her abdomen remained distended, and 
several physicians agreed that she probably had tuberculous 
peritonitis. Exploratory laparotomy was considered, but 
rejected as unlikely to benefit the patient. She was dis- . 
charged on Nov. 28, slightly improved, and remained in fair 
health until Dec. 18 when she suddenly had severe headache. 
sub- 
arachnoid hemorrhage was suspected, but lumbar puncture 


_ ‘was not attempted. Her condition became rapidly worse ; 
- she developed strabismus, lapsed into coma, and died next 


day, before she could be admitted to hospital. 

Unfortunately it was not possible to obtain a post-mortem 
examination, and the cause of her sudden death must there- 
fore remain conjectural. -Tuberculous meningitis is unlikely 
in view of the rapid course. A vascular catastrophe similar 


to those affecting the kidneys and lungs of the first ‘patient 


igph have predisposed to a subarachnoid hemorrhage. 


DISCUSSION 


The remarkable similarity between the two cases is 
evident, the story and appearance of the second immedi- 
ately reminding me of the first. . Neither patient had 
been abroad; both had a history of mild ‘asthmatic 
attacks, severe spasmodic epigastric pain, unrelated: to 
meals but accompanied by anorexia and loss of weight 
(cf. Gill’s case). The blood-counts are extraordinarily 
alike, with a mild hypochromic anzmia and a very high 
relative and absolute eosinophilia, but no immature 
cells. Both patients had slight albuminuria and both 
were thought to have tuberculous peritonitis. 

All the usual causes of eosinophilia were considered, 
The slight asthma and early ulcerative colitis were in- 
sufficient to account for the findings. Nothing in the 
histories or physical signs suggested trichiniasis, except ` 


- perhaps the short episode of lumbar rheumatism in the 


secondcase. Hydatid disease was definitely ruled out in 
the one, and was unlikely in the other, since no cysts could 
be demonstrated either by clinical or X-ray examination. . 
There was certainly no parasitic infestation of the - 
alimentary tract, and no evidence of lymphadenoma. 
Lack of immature cells may not exclude leukemia, hut 
this is. improbable because of the steady decrease in 
leucocytes during the illnesses, the mild and non-pro- 
gressive anzmia, and the lack of marrow infiltration and 
material splenic enlargement. 

The differential diagnosis therefore appears’ to rest 
between tuberculosis and periarteritis nodosa. Asthma, 
albuminuria, abdominal pain, anorexia, and Joss of 
weight are fairly common in both diseases. While an 


- absolute blood eosinophilia of 20,000 is unusual in peri- 


arteritis it has probably never been described in tuber- 
culosis. Indeed the lack of papers on the subject 
suggests that, in this country, a blood eosinophil reaction 
rarely accompanies tuberculosis. (Eosinophilia in the 
pleural fluid may be commoner, for I have recently 
seen an airman, aged 40, who had a clear, straw-coloured 
effusion containing 50% “eosinophil cells. His pulmonary 
tuberculosis responded satisfactorily to treatment.) 
‘Periarteritis nodosa, which often involves the mesen- - 
teric vessels, could no doubt so closely simulate peri- 
toneal tuberculosis as to deceive the most elect of surgeons 
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or pathologists unless microscopical. sections were 
examined. 
certainly , suggest periarteritis, 
heemorrhage from a diseased Vessel might well account 
for the sudden fate of the other case, although it should 
be pointed out that Grant considers menin geal symptoms 
extremely unusual. 

It is the similarity of the case-histories which is so 
disturbing, and makes me hesitate to reject tuberculosis 
in favour of periarteritis. Moreover, a thorough search, 
on many occasions, for subcutaneous nodularities was 
always unsuccessful. The lack of fever and the very 


moderate anemia are additional points against. this. 


i aca 
l ' SUMMARY L5 

| Two.. cases are described with a high eosinophilia 
and ehronic peritonitis. The possibility that tuber- 
culosis, was responsible is discussed, and attention is 
again ‘drawn to the lack of English meperts of eosino- 
philia in tuberculosis. 

I am indebted to Pref. K. D. Wilkinson for permission to 
pores ne first- Case. 
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: Medical Societies 


ROYAL SOCIETY OF MEDICINE 


AT a meeting of the section of medicine on May 29, 
- with Dr. GEOFFREY Evans, the president, in the- chair, 
a discussion on 

Protein Hydrolysates 


was opened by Dr. H. E. MAGEE. In the terminal 
stages of starvation, he said, copious and persistent 
diarrhoea, not responding to treatment, is usualy the 
forerunner of death. Before 1933 he worked for several 
years on.the physiology of absorption, and found that 
as fasting continues there is progressive diminution in 
the absorptive powers and protective functions of the 
intestinal mucosa. Metabolic processes are also im- 
Baie tc Thus, in rats fasted for 24 hours absorption is 


30% lower, and the contractions of the intestinal villi 


are slower and less efficient than in animals not fasted at 
all. In fasting fowls, too, the rate of absorption is 
slowed, and: the hyperglycemic curve after a dose of 
glucose / is lower than the curve in unstarved fowls. 
Greek workers found that in starving humans, on the 
contrary, the ‘curve was not lower, but that it was 
prolonged considerably, showing that -metabolism is 
disturbed. The columnar epithelium is progressively 
disorganised by fasting, and the height of the cells is 


reduced. The staining properties are impaired and at 


` last the villi disappear, ‘and the columnar epithelium 
shrinks so much that only the basal membrane seems to 
be left. Careful feeding leads to gradual reconstitution 
of the mucous membrane. 
' In starvation then, he said, the essential lesion is in 
the intestine, and the first aim is to restore it structurally 
and functionally. The shrinkage of the epithelium 
exposes the intestine to irritation by undigested foods, 
and diarrhcea follows. Parenteral feeding should there- 
fore Be the aim, and sufficient amino-acids should be 
injected to reconstruct the intestinal mucosa. These 
amino-acids should be used by the body as building 
materials, but in ‘the starving patient they are apt 
to be broken down and used for energy. To protect 
then’ it is necessary to give glucose, and also B 
vitamins, which enable the body to metabolise glucose. 
Eliman has used injections of protein hydrolysates 
successfully in the USA, and some prisoners-of-war return- 
ing to this country have responded well to hydrolysates. 
Dr. Magee mentioned the experience of doctors ih 
the Channel. Islands, which he had lately visited: They 
found that, as diet there hecame coarser and more 
fibrous, appetite diminished, and people. developed 
spasmodic diarrhea. Œdema came later, and diarrhoea 
and vomiting might become so persistent that the 
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The widespread infarcts in the first patient 
.and a subarachnoid — 
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patient was forced to take to his bed. In the early 
stages of food-.shortage they noticed an increase in 
peptic ulcer perforations, but later the incidence fell off 
again, and was followed by an increase in the incidence 

of intestinal obstructions - At autopsy such cases ` 
showed spasm of the gut, usually the large but some- 
times the small intestine, with ballooning above the 
obstruction and thinning of the intestinal wall and 
shrinkage of the mucosa. The incidence of appendicitis 
fell. -Since liberation most of the islanders are suffering 
from constipation, and special supplies of laxatives have, 
been sent to their relief.! The white, or almost white, 
bread of freedom is thought to be responsible for this, 
since it has replaced the coarse wholemeal bread which 
they had during the occupation. The freedom bread was 
received with mixed feelings by the popu aton and. is 
regarded with strong disfavour by the whole medical 
profession of the Islands who express a preference for 
a bread midway . between the Breen: 3 white and ead 
former coarse wholemeal. 7 


. HYDROLYSATES. AND ALTERNATIVES | 
Dr. D. P. CUTHBERTSON said that when the body is 


- deprived of all food it gets 13% of its energy from protein 


and 87% from fat.. Thus fat and protein are used up in 


the proportion of 3 to 1, and survival will depend on the 


size of the fat depots. It is therefore im ortant to give 
the starving person enough protein, possibly in the form 
of its. constituent amino-acids. We do not know how. 
enzymes, which have a high protein content, are affected | 


- during starvation, nor whether they are preferentially 


retained. Even in the advanced stages of starvation 
it is possible to get patients to sip ‘proteinaceous fluids | 
and glucose solution, and to get some synthesis. He 
quoted *the work of Henriques and Anderson in 1913; 
they injected goats intravenously with glucose and an 
enzymic digest of goat’s flesh, and managed to keep them 
in nitrogen balance. . 

Three methods are at present available “for preparing 
protein hydrolysates: (1) digestion with the proteolytic 
enzyme of pork pancreas at-pH 8 and at 37°C; (2) 
digestion with papain obtained from the melon "tree, 


-at.pH 5 and 50°C; and (3) the action of sulphuric acid. 


The first two yield both polypeptides and amino- -acids : 
the third gives amino-acids only, and tryptophan is lost. 
Casein hydrolysed by method 1 yields amino-acids in 
proportions almost identical: with those of amino-acids 
in an ordinary American diet. It is, PON extremely 
unpalatable. 

The Medical Research Council drew up a table of 
suggested treatment by intravenous hydrolysate or plasma 
or serum, and sent out units ready packed, containing all 
the necessary materials, for 3 treatments with directions. 
They also sent units containing materials for 16 complete 
treatments with oral. ‘hydrolysate. Gavage had to be 
given up in the camps, he said, because the , patients 
thought it was a new form of torture. 

Dr. H. S. Stannvus remarked that hydrolysates have 
sprung rather suddenly into ‘prominence, and are in 
danger of being regarded asa panacea. With emaciation 
there is loss of protein from the tissues, and to give 
poe hydrolysate is only one way of making it good. 

otein is essential for protoplasm, nuclei, tissue fluids, 
enzymes, hormones, and antibodies. Some 30 amino- 
acids have been isolated and about 10 are essential to 
human needs. The actual number of proteins is very - 
large and each animal elaborates its own; about 160@ 


have been estimated in the human body. Cells absorb 


amino-acids from the blood-stream in the proportions 
in which they require them ; unless glucose is available 
some part of the amino-acids is. deaminated to provide 
it, so it is necessary to give glucose to protect the amino- 
acids. A pronounced loss. of tissue protein may be 
reflected in a loss of only about one-eighth of the plasma 
protein, If plasma protein is replaced it does not follow - 
that tissue protein is at once restored; experiment 
shows that tissue protein is put back at the rate of only 
about 25 grammes a day. In theory, if the patient can 
swallow and digest, his protein loss can be made good by 
giving him skim-milk by mouth; if he cannot swallow 
but can digest, he can be fed- ‘by nasal drip; and if 
he can do neither he needs intravenous feeding. Dr. 
Stannus had recently seen á starving man, thought to be 
moribund, at a time when no hydrolysate was available. 


‘N 
pi 
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Besides being dehydrated, emaciated, and incapable 
of moving, the man had a Flexner infection which had 
not responded to sulphaguanidine—or, if it had, the 
diarrhoea persisted. Blood and plasma transfusions 
had no effect. The patient was given glucose-saline 
drip and crude liver extract parenterally, and within 
24 hours was all smiles, claiming to feel perfectly well. 
A second case a few days later responded to: the same 
treatment in the same way. 


á = EXPERIENCE AT BELSEN 


-Dr. JANET VAUGHAN described the experiences of a 
small MRC team which arrived at a concentration camp 
14 days after its liberation. She paid' tribute to the 
brilliant and courageous work of the smal English 
medical team whom they found already on the scene. 
The task of the MRC team was to decide whether 
hydrolysates worked, and whether it was practicable. 
to give then. Under the conditions of the camps 
the answer in both cases was no.: For intravenous 
treatment they used ‘ Amigen,’ acid hydrolysate, con- 
- centrated normal serum, and twice-concentrated serum. 
By mouth they gave oral hydrolysate and milk mixture. 
Laboratory conditions were good, hospital conditions 
primitive. The patients lay on wooden beds with straw 


- palliasses, in a German barracks which had been taken. 
over in a state of filth. There were two cold taps, which ' 


did not always run, on each floor, and for a week after 
her arrival there was no artificial light except from candles. 
By day nursing ‘was donë by the less-ill women of the 


‘camp, by two. orderlies, and by members of the Hun- - 


garian army working under one English sister. The 


_ food came from central kitchens, where it was prepared < 


by Hungarian soldiers under one Red Cross sister for 
each kitchen. There was no common language, so the 


doctors could not explain that their intentions were good. 


The patients cried out at the sight of the simplest 
apparatus, especially at a syringe, which they knew as 
the prelude to death. This did not facilitate intravenous 
therapy.. 

_ The team chose emaciated men who were too weak 
to get off the stretcher, and they tried to avoid typhus 
and tuberculosis cases. Dysentery cases could not be 
excluded because all the patients had diarrhoea. They 


tried to choose patients with gross cedema who were 


clearly going down-hill. They found that after treat- 
ment the plasma protein fell because the plasma was 
diluted when dehydration was overcome. In 10 patients 
with gross cedema the mean plasma protein-was 3-84 g., 
and the albumin 2:09 g., per 100 c.cm. In 14 with slight 


cedema the mean protein was 4:99 g.. and the albumin - 


2-79 g., per 100 c.cm. The hemoglobin was higher than 
might have been expected—an average of 66-5% in 21 


men. Of 5 ‘patients given amigen intravenously 4 
did well: one with severe cedema showed no improve- ` 
ment. Of 3 given intravenous hydrolysate, 2 did not 


improve, and the third got much worse in a period of 
24 days ; he was then given 2 litres of twice-concentrated 
serum in 24 hours, and improved greatly. Three other 
patients given serum also did very well. 

Dr. Vaughan thought serum preferable to hydro- 
lysate in that it allowed more protein to be given with 
relatively little fluid; too much fluid increases ascites 
and cedema. If patients are given 1 litre of serum intra- 
venously, and what fluids they want to take by mouth, 
they get as much as they need. With hydrolysate the 
reaction rate is so high that it is not possible to inject 
enough to bring the patient into nitrogen balance. 
Hydrolysates given by mouth are so unpleasant that most, 
` patients seemed to prefer to die rather than to go on 
taking them. Some vomited; 2 took all they were 
given with serious clinical results.’ One of these, a 
thoroughly codperative patient with no diarrhea, 
passed half a bucket of watery diarrhoea after oral 
hydrolysate and had severe colic. It could not be given 
by gavage because of the dread of torture; besides, a 
nasal tube is difficult to pass on a patient with a dried 
. atrophic nasal mucosa. 

Patients given dried skim-milk and glucose mixtures 
in small frequent doses did extremely well. They took 
the milk eagerly, but many of them had sore mouths, and 
after a day or two it was evident that some flavouring 
was needed to help them to get it down. Tea and coffee 
were used, but other flavouring agents, such as vanilla 
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nitrogen balance made at Magill University. 
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and strawberry, naturally suggested themselves, and 


are now being considered. Starving ‘people crave food 
and crave the familiar. “They know milk, and they are 
ready to take it; and it is better to set the few nurses 
to giving them small frequent feeds than to set up drips 
which need constant watching and attention, especially 
when working with patients whose veins are collapsed 
and small. She reahsed that she was speaking only for 
the conditions under which the team has had to work : 

hydrolysates, she said, may none the less have a great 


. part to play in the medicine of the future. 


Captain J. A. F. Stevenson described studies of 
There is 
known to be increased excretion of nitrogen in the urine 
immediately after fractures and burns. About two 
months after such injuries-there is a period of reduced 
nitrogen excretion, when the body makes good its loss. 
Extra protein given to patients by. mouth immediately 
after burns or fractures does not influence the nitrogen 
balance, merely augmenting the nitrogen'loss. Attempts 
were made to bring such patients into nitrogen balance 
by giving amino-acids intravenously, but amigen was 
without effect. Intravenous plasma, however, was more 
successful. He pointed out that.it makes little essential 


difference to the patient whether amino-acids reach . 


his systemic blood-stream by way of a syringe or by way 
of his portal vein. >- Workers who have given amino-acids 
to injured patients 'with good results, he said. were 
dealing with those who were in a bad way to start with— 
cancer patients after operation, for example. In such 
there is little change in the protein balance after injury. 
The fracture and burn cases were all in good. health 
before their injuries. 

Prof. R. B. HAWES sugested that these various 
studies would help people to realise what protein shortage 


means, and would arouse their interest in the problem 


of surplus foods and their proper distribution. 


Reviews of Books - 


The Science of Nutrition. 


Henry C. SHERMAN, professor of chemistry, Columbia 
University, New York. 
Pp. 253. 158.) 


Professor Sherman’s name is so well known in the 


nutritional world that any work by him gives pleasur- 


able anticipation, and such anticipation is not dis- 
appointed in this book. It is addressed to the general 
public, though it presupposes somewhat more of scientific 
curiosity, and of intelligent appreciation, than most 
books on nutrition for laymen. Naturally enough the 
author is mainly concerned with, and draws his illustra- 
tions from, the nutrition of the USA. This gives the 
British something to think about, because he seriously 
considers that a third or more of the best-fed nation of 
the world consumes a ‘‘ poor ” diet. What must the 
proportion be here? He adds some intimate touches ; 


we learn, for instance, that. the world’s champion i 


heavyweight, Joe Louis, stood in danger of rejection 
from the service of the armed forces of the USA on the 
grounds of his weight compared with his height, but was 
accepted on measurement of his specific gravity. His 
excess weight was due to brawn and not to fat. — 

The book is not merely a statement of the present 
position of nutritional science, but looks to the future, 
both in America and abroad. 


by its last sentence: ‘‘ The question, what particular 


thing does such nutritional improvement do? hardly ‘ 


admits of a simpler or more specific answer than that 
it offers us the option of a more liberal term of -years 
of more efficient life with which. to do{what we will.” 
In short, that we may have life more ppuneentiy: 


Pharmacology ; 
(2nd ed.) J. H. Gappum, scp, MRCS, (Oxford 
_ University Press. Pp. 460. 21s.) 


Tuts long-deferred second edition satisfies an educa- 
tional need. The basic facts of pharmacology are here 
described in a manner well suited to the undergraduate, 
in a happy- lucid style. Information is related in just 
perspective to laboratory experiment and to the practice 
of medicine. 


~ 


(Oxford University Press. 


Its trend is best illustrated 
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-` Release and Replacement 
. THE majority of doctors have expected that the 


-end of the war in Europe would relieve them of * 


strain. They have believed that, on the defeat 
of Germany, their personal _ burdens would be 
lightened or shared or at least exchanged for another 
kind.. Some no doubt have expected too much and 
too soon: after all, it took three years to raise the 
military medical services to their present strength, 
and only a month has passed since Germany laid 
down her arms. Nevertheless it is natural that every- 
one should wish to know when he may hope to return 


' to something like a normal life, and reassurance about - . 
this is requested on every side—in the Forces and . 


outside them. All are painfully conscious of the 
. stresses under which they themselves labour, and are 
anxious that in any rearrangement these stresses 
should be recognised and if possible reduced. In 
‘the Services the dominant feeling, expressed over and 
over again, is that the time has come when doctors 
who have not yet been in uniform and have con- 
tinued their professional careers should be recruited 
to permit the release of men who have served long 
years out of contact with their homes and ordinary 
work. One of our correspondents this week speaks 


no doubt for many of his Service colleagues when he - 


says that they ask no privileges beyond those of the 
rest of the Forces, but want to be released at the 
same time as combatants in the same demobilisation 
group. They look to the civilians to replace them 
where necessary—a plan which seems comparatively. 
simple to those who imagine that the EMS still has 
a large surplus of young and healthy muinistrants. 
On the other hand civilian doctors, many of whom, - 
as the Central Medical War Committee points out, 
have been literally working themselves to death, are 
chiefly aware that they have come near breaking 
point, and ask that reinforcements should reach them 
before the seventh winter of war. They for their 
part are inclined to suppose that the Services have a 
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hospitals in the Middle East last year, only 87,157 _ 


were British. Hence the fact that in an Army ` 
general hospital in Italy a month ago only half the 


patients were British, the remainder including 
Russians, Poles, Africans, Albanians, a Spaniard, 
Greeks, Indians, Canadians, French Arabs, Italians, 
and some of the 2000 Yugoslav partisans still in our 
medical charge. No service without a reserve for 
emergencies could have suddenly assumed the medical 
care of the 70,000 inmates found at- Belsen concen- 


tration camp, where 20,000 patients are still under 


treatment. An army in which every medical officer 
was already working continuously to the limit of his 
powers could scarcely have accepted responsibility: 
for the 2 million displaced persons (of whom the largest 
contingent are Russians) in the British zone. As it is, 
whatever has been necessary has been done. 

All recognise the remarkable success of the medical 
services in the war with Germany. But we may say 
to the Army: “ That war is over; Belsen is under 
control ; the displaced persons will be going home ; 
major emergencies should no longer arise. Surely 
you will be able to make big economies and release 
a great many doctors from the BLA ? ” To this the © 
answer is that big economies will be made. In the 
Army of occupation, instead of units having their 
own medical officers, the medical services will gener- _ 
ally be provided on an area basis, and doctors will 
work mainly from hospitals or reception stations. 
The provision of hospital beds will be drastically |. 
reduced, and so will administrative medical staffs, ` 
and full use will continue to be made bf non-medical 
officers. Big economies will indeed be effected . 
in this way’; but unfortunately the doctors thus | 
liberated will mostly be wanted for the war in the 
Far East, where our present medical strength is well ° 
below what is needed for the active operations in 
prospect. With EMS transit and base hospitals 
at hand on this side of the Channel it was possible- 
to invade France with a cover of under 5 hospital 
beds per 100 men ; but in the Far East, with its very 
long lines of communication, its abominable climates, 


‘and its special risks from endemic and epidemic 


disease, it will be necessary to furnish 10' beds 


_ for every 100 troops—and the dogtors, orderlies, and 


nurses to staff them. For the first time in modern 
history ‘the medical services havé gone through a 


large surplus of men who will relapse into idleness -war without a single major breakdown in their com- | 


now that the fighting in Europe is over. From 
different angles Service-man and civilian unite in 
hoping that there will soon be large releases from the 
Forces into civil hospitals and general practice. 

But the military authorities also have a point of 
view. The European war may be finished, but it 


. leaves. the armies of occupation confronted with ' 


chaotic conditions on the Continent and a great war 
approaching its climax at the opposite side of the 


world. People who say that the Army has too many . 


doctors in proportion to the number of the troops-may 
(or-may not) appreciate the need to be prepared for 
battle, but they seldom consider the other demands 
the medical. services must be ready to meet. The 
RAMC does not merely look after British troops: 


it undertakes whatever medical tasks may be related | 


to the health and. well-being of our.own Forces and 
sometimes those of our allies. Hence for example 
the fact that of 211,813 soldiers treated in British 


N l - 


plex machinery.. In former wars breakdowns and 
scandals commonly arose becayse there were too few _ 
doctors where they were needed, and it is-right that 
the men responsible for the medical services’ recent 
achievements should be determined to prevent any 
such disaster in the East. l 

. All will agree that the Forces must have the 
doctors they require. All will agree too that medical 
officers should, if practicable, be released at the same 
time as other soldiers of the same demobilisation 
group. The difficulty is that medical officers (owing 
to their higher average age) are disproportionately' 
represented in the higher groups ; and, failing some 
special action, operation of the Government’s scheme 
for reallocating man-power will rapidly deplete the 
medical services while only slowly diminishing the 
size of the Forces they look after: Many of the 
officers of long service will therefore have to be 
retained.on ground of military necessity—unless they 
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can be replaced by civilians. The ordinary process 
of recruiting young doctors within a year or two of 
qualification will not provide enough replacements ; 

nor can it conceivably replace the specialists, so many 
of whom are due for early demobilisation because they 
belong to the highest age-and-service groups. (The 
1431 doctors in groups 1 to 11 include 467 specialists.) 
The Central Medical War Committee intends therefore 
to call up many older doctors who have not yet served 
with the Forces. The upper age-limit proposed for 
this fresh levy on the profession is 35 or 40, which 
should embrace a considerable number of men and 
women qualified to become specialists or graded 
specialists. In a letter this week a Service correspon- 
dent suggests an even higher limit (50); and ‘he 
thinks that, as much of the work. required will be 
non- operational, the Forces should now employ 
doctors hitherto rejected as unfit. But,- whatever 
impression to the contrary may be given by excep- 


tional cases, it is a delusion to suppose that, even with, 


THERAPEUTIC VALUE OF BLOOD PROTEINS | 


‘ or red-cell concentrates. 


a 


half the war over, there. will be many jobs in the | 


Services offering the assurance of an easy life; and 
the calling-up of doctors of 40-50, who have generally 
lost the cheerful adaptability of youth, should if 
possible be avoided at a time when conscription is 
unlikely to be applied to other men over the age of 25. 
The profession has never been backward in supplying 
the needs of the Forces : 
provided from Great Britain and Northern Ireland 
- 2405 doctors for the Royal Navy, 12,200 for the Army, 
> and 2564 for the Royal Air Force, making a total of 
17,169 ; whichis 27:5% of the number on the Medical 


since the war began it has — 


Register and 31-3% of the estimated number of active . 


practitioners. While it is desirable that reasonably 
young and fit civilians should now change places with 
- their colleagues who have suffered long separation 
from their families, it is at least equally desirable that 
“reallocation ” should mean substantial relief for those 
at home—i.e., that more doctors shall be released 
than are recruited. In a letter to the Times of 
May 31 the secretary of the Central Medical War 
Committee makes it clear that this will in fact happen. 
Obviously a balance has to be struck between the 
various ‘claims. 


their commitments are very large. But they are not 
quite so latge as when we were actually fighting the 


Germans, and the end of the war in Europe gives. 


a chance of rearranging the burdens borne by indi- 
viduals. The net effect of the schemes now approved 
will be a lightening of the load of the profession, at 
home, and we may also look forward to the early 
release of most of the older men who have served for 
a long time. On another page a Peripatetic Corre- 
spondent in the BLA says that the impression left 
on him by Lord Moran and others who have lately 
been addressing medical officers in Belgium and 


The requirements of the Services 
' remain, as we have indicated, very large, because 


p 


- 
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Therapeutic Value of Blood Proteins 

BLOOD-TRANSFUSION has a very wide application in 
therapeutics because of the multiple factors which 
blood contains, all or any of which may be valuable in 
particular circumstances. _ Until recently there has 
been no option but to use blood on the shot-gun prin- 
ciple, firing both barrels together with a transfusion 
of whole blood, or left and right separately with plasma 


one constituent of plasma—for example, the immune 
bodies—had perforce to receive whole plasma. 
to obtain reliable high-titre hemagglutinating serum, 
it has been necessary to search for those relatively 
few individuals who fulfil all the criteria. One may 
assume that every part of the blood performs an 
important natural function. Clearly, therefore, it is 
an advantage to make available as many as possible of 
its diverse cellular, protein, and lipoid components, in 

separate and concentrated form, for. selective use in 
appropriate conditions. This concept suggests the 
brave new world of transfusion which has been 


brilliantly initiated and exploited by the Harvard 


Medical School. under the leadership of Epwmy J. 


Coxn,} who, with the support of the National Research — 


Council, has had the ‘integrated help of workers? 
skilled in every aspect of the subject. 


The methods of separating the various plasma 


proteins are complex. They depend on differences in 
the physicochemical properties of the proteins 
according to their individual solubility and stability 
in solutions of different hydrogen-ion concentration, 
temperature, and dielectric constant, as well as on the 
concentration of dipolar ions, electrolytes, and mole- 
cules rich in hydroxylions. The fractions which have 


so far been isolated in the form of dry stable powders: 


are of the following four main types, though others, 
in the globulin class, are Byala for: exploitation ï in 
due course. 


(1) Albumin, which represents dinot 60%, of the 
plasma proteins, but is responsible for about 80% of the 
osmotic activity of the blood, and is therefore invaluable 
as the main constituent of a volume-restoring fluid or for 
the treatment of hypoproteinzemia.’ 


(2) Immune bodies in the globulin class, which have 


_ already proved their value in the prophylaxis of measles 


and infective hepatitis.‘ 
(3) Fibrinogen, on which the physical properties of the 


' blood-clot largely depend. This, as such, can be.made 


into plastics, or, by the addition of thrombin, can be 
converted into fibrin films, clots, or plastics for use as 
membranes, or, into fibrin foam for use as a hemostatic i in 
neurosurgery. 

(4) The iso-agglutinins used in Biscdzeroupiie work: 

The prospect-revealed. by no more than these four 
main fractions is bright: Further fractionation 
should open up a most promising field for specific 
therapy. Whole plasma can now be stored in the 


_ fluid state or can be dehydrated from the frozen state ; 


Holland was that it would evidently be a very long . 


time before he came home. . But the demobilisation 
programme then outlined was provisional not final. 
A few days after his return to London Lord Moran 
explained the situation anew in the Times of May 30 
in a statement whose most significant sentence was: 


“ there is reason to hope that the vast majority of | 


doctors, both general practitioners and specialists, 
in groups 1 to 11 will be demobilised before the 
autumn.” 


but, without freezing, the more labile components 
immune © 
Simple freezing 


(prothrombin, fibrinogen, complement, 
bodies) deteriorate with time. 
requires an inconveniently large space, but plasma 
dehydrated from the frozen state has been the main- 
stay of transfusion services for our Forces, particularly 


. Cohn, E. J. Chem. Rev. 1911, 28, 395. 

. J. clin. Invest. 1944, 23, 417. 

. Janeway, C. A. J. Amer..med. Ass. 1944, 126, 674. 
See Lancet editorial of March 31, 1943, p. 405. 
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A patient who needed only 
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-those fighting in tropical climates. Nevertheless, the 
main virtue of plasma in the treatment of the injured 
is its power of restoring blood-volume and maintaining 
a stable osmotic equilibrium. This power is largely 
due to albumin, the smaller. molecules of proteins 
which plasma contains. Albumin is so stable that it 
can be dispensed as a solution which will withstand 
heating to 50° C for 100 days? and at a strength of 25% 
has the same viscosity as blood ; furthermore it can be 
dehydrated and reconstituted from the dried powder 
in any strength required. If the active-service ex- 
perience of the American Forces proves that albumin 
solution is the equal of natural plasma for blood- 


volume restoration in the injured man, then the hos- . 


pital casualty «department of the future need do no 
, more than keep a few bottles on the shelf. Until 
lately the conferring of passive immunity to the exan- 
themata has demanded the infusion of the whole 
plasma or serum obtained from convalescents at an. 
optimum time; moreover, this carries the risk of 
transference | of \“ homologous serum jaundice.” 5 
Conn’s ‘fractionation of the gamma globulins has 
shown that the immune bodies are contained in a 
- pseudoglobulin fraction comprising about 5% of the 
total protein of blood. Thus there is available a 
material safe for intravenous use,’ and more powerful 
than crude convalescent serum taken at the optimum 
period, and certainly many times more effective than 
the unselected pool from which the fraction was origin- 
_ally obtained. It is in the pseudoglobulin fractions 
that interest, from the public health and preventive 
medicine aspects, will be centred.. Their success in 
measles and infective hepatitis raises hopes that the 


control of many other exanthemata.to which we are 


commonly exposed is in sight. . | 
_ The prevention of oozing and bleeding from a site 
so vascular as to defy control by ligature is always a 
major problem. The ‘application of muscle tissue 7 
is partly effective and has long been practised ; 


oxidised cellulose saturated with thrombin * has been ` 


well reported on, while topical applications of crude 
plasma, and thrombin have their supporters. CoHN’S 


work has made prothrombin readily available (fraction — 


I1I2), and this may be converted into thrombin and 
dispensed as a sterile dry powder ready for recon- 
stitution and immediate emergency use. Thrombin 
alone is useful’ for stopping the flow of blood during 
surgical procedures, but to be really effective, it must 
be applied with a matrix which oan hold it in the 
bleeding area until clotting is complete. An ideal 


porous matrix is the fibrin foam which can be prepared? — 


from human fibrinogen and thrombin in various forms 
with different mechanical and biological properties. 
At one end of the scale, the material is a light highly. 
compressible product which can be wetted with ‘great 
ease, and is best suited for hemostasis in small areas 
such as the dura mater ; at the other end is a dense 
firm product suitable for packing large cavities such 
as tumour beds. In all, this material can be used for 
controlling bleeding from oozing surfaces and even 
large veins. Though not recommended for brisk 
. arterial hemorrhage, fibrin foam has proved very 


- Bradley, W, H., Loutit, J. F., Maunsell, K. Brit. med. J. 1944, 
9 e 


Cohn, E. J. Science, 1945, 101, 51. 

Cushing, H. Ann. Surg. 1911, 54, 1. = 
. Uihlem, A., Claggett, O. T. Proc. Mayo Clin. 1945, 20, 29. 

. Bering, E. A. J. clin. Invest. 1944, 23, 587. 
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effective iù neurosurgery in controlling bleeding from 
_ the dura, tumour beds, dural sinuses, and large cere- 


bral veins. In general surgery; it has been used with 


in jaundiced patients, in thoracic operations, and in 


stopping bleeding in hemophilia. . Furthermore, the’ 
. porosity of the material allows it readily to absorb 


water, saline, or thrombin solution and it can be used 
in conjunction with the sulphonamides or penicillin. 


absorbed with the minimum of tissue reaction and 


so can be left in situ to prevent recurrent bleeding. 


In practice! three bottles are supplied, containing 
dried thrombin, 30 o.cm. of sterile isotonic saline, and 


success on the cut surface of the liver. and kidney; — | 


. Being a natural human product, fibrin foam is rapidly - 


fibrin foam. The foam is cut into pieces of appro- — 


priate size in the 
tion of the thrombin before application. © `“ : 
Cohn’s fraction I consists largely of fibrinogen. 
This, in itself, has many uses, and it can also be mani- 
pulated to yield a number of valuable products. 


_ Skin-grafts can be firmly fixed by dipping the graft in 
thrombin solution and painting the receiving site with- 


a solution of fibrinogen !“ or by spraying the recipient’s 


site with thrombin solution and dipping the graft in . 


fibrinogen solution." A soft fibrin clot ‘freshly pre- 
pared from fibrinogen and thrombin has been used in 
the removal of-renal calculi.* From fibrinogen can be 
made a variety of films," clots, and plastics which can 
simulate different natural anatomical] structures and 
may be used for implantation into the body to replace 
such tissue as the dura with the minimum of tissue 
reaction: J : 

The perfection and extension of this outstanding 
work ‘should greatly influence the. development of 
post-war transfusion services. The public, if properly 


dry state, and then soaked in a solu- ` 


approached, should be ready to contribute to a pool — 


from which, with complete economy, can be extracted 


appropriate materials not only for individual diseases .. 


and emergencies, but also for the control of epidemics 
and common infectious diseases. 
the major problem of prolonging the useful life of the 
red cell, so that stable red-cell concentrates can at 


, least approach the endurance of frozen fluid plasma. 


So far no medium has been found for red-cell preserva- 
tion which is superior to natural plasma. This 
problem demands the serious consideration of the. 


‘post-war world. — | 


There still remains - 


10. Ingraham, F. D., Bailey, O. T. J. Amer. med. Ass. 1944, 126, 


11. Cronkite; E. P., Lozner, E. L., Deaver, J. M. Ibid, 1944, 124, 


12. Dees, J. E. J. clin. Invest. 1944, 23, 576. 
13. Ferry, J. D., Morrison, P. R. Ibid, 1944, 23, 566. 


THE United States War Department announced on May 20 
that more than a million sick and wounded members of 
the US and Allied forces had been evacuated from all theatres 
by the US Army Air Transport Command in the 32 months 
since the service was started in the South Pacific in 1942. 
Battle casualties comprised about 35% of air evacuees in 1944, 
rising to about 50% in the early months of 1945. About 30% 
were casualties of other United -Nations. 


Almost all the American casualties evacuated from east of | 


. the Rhine in’the final phases of the European war were trans- 


ported by aircraft. More than 300,000 patients were evacu- 
ated from the forward to the rear areas in the European 
theatre between’ D-day and VE-day, with an estimated peak 
load for April of more than 60,000.: The April load is accounted 
for partly by the return. of liberated prisoners-of-war. _ 
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Annotations 


ENURESIS AND THE SMALL BLADDER 


ENURESIS, always one of the perplexing afflictions of 


childhood, has emerged in the war years as a pressing 
social and medical problem i in the areas receiving evacuee 


children, and as an important cause of disability in the . 


serving soldier or of rejection in potential recruits—as a 
peripatetic correspondent lately recalled.! Enuresis in 
the adult is not incompatible with earning a civilian 
living, though it rules out many means of livelihood ; but 
it is incompatible with life in the Services, and in a mili- 
tary environment frequency of micturition is almost 
equally intolerable. 

Careful clinical examinations were made by Backus and 
Mansell ? in 277 cases of nocturnal enuresis admitted to a 
military psychiatric hospital in eight months of 1943. 
Patients with evident genito-urinary lesions would no 
doubt have been sent to other hospitals, which probably 
explains why physical disease of the urinary tract was 
found in only 7 (of whom 4 had urethral strictures, 
presumably congenital). But on testing the bladder 
capacity with a cystometer nearly a quarter of the 
total were found to have irritable bladders holding less 
than 300 c.cm. on distension at low pressure (20 c.cm. 
' of water). Backus and Mansell, though they mention 

that the small bladder is often associated with daytime 
frequency of micturition, attach no particular significance 
to it as a cause, per se, of enuresis. Sheppard,’ however, 
has drawn attention to it as an explanation of frequency 
and urgency of micturition in young males, sometimes 
associated with nocturnal enuresis. The characteristic 
features -he noted were a forceful stream of sterile urine 
coming from a small hypertrophied bladder holding as 
little as 6-10 oz. and so irritable that sometimesfluid was 
ejected past the cystoscope. He raised the question 
whether these patients are born with a small muscular 
bladder or develop it as a result of obstruction of the 
internal meatus, which might be relieved in the early 

stages by perurethral resection of the faulty sphincter. 
| Though there is little doubt that. enuresis occurs in 
males with a normal urinary tract, and though both 
enuresis and frequency of micturition can be due to many 


of the well-recognised urinary diseases, it seems that a 


new group of cases has emerged in which frequency, 
with or without enuresis, is the presenting symptom, and 


in which investigation reveals no abnormality other than | 


a small hypertrophied bladder, intolerant of distension. 
The small irritable bladder has long been known to 
account for frequency of micturition in the female, being 


occasionally secondary to cervicitis, vaginitis, or cysto- 


cele. (Much rarer is the “‘ interstitial cystitis ” described 


by Skene in 1887, in which chronic inflammation of — 


insidious onset spreads from the mucosa through the 
bladder wall, causing intractable pain and reducing the 
capacity of the bladder.) If in some cases enuresis and 
frequency are purely disorders of function, in others they 
are the result of acquired lesions, and in others again of 
congenital abnormality. In children enuresis has been 
entrusted to the pediatrician ; in adults it is apt to take 
the patient to the psychiatrist.’ But it is a symptom 
rather than a disease, and may indicate disease or 
disorders almost anywhere in the mind or body of the 
patient. The fact that a small intolerant bladder is now 
being found in many cases underlines the necessity for 
full physical examination before serious treatment of any 
kind is undertaken. ‘‘ Those,” said Bacon, “ who aspire 
not to guess and divine, but discover and know; who 


propose not to devise and mimic fabulous worlds of their - 


own, but to examine and dissect the nature of this very 


world itself must go to facts themselves for everything. ie 


1: Lancet, Feb. 24, 1945, p. 254 
. Backus, P. L., Mansell, G. S. Brit. med. J. 1944, ii, 462. 
. Sheppard, M. D. Ibid, 1944, ii, 124. 
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ASTHMA FROM SULPHATHIAZOLE 


` , Systemic and skin reactions to sulphonamides are now 


familiar, but the case reported by Zanfagna 1 is. one of 
the few examples of asthma arising from sensitisation 
to these drugs. A soldier of 37, with no previous or 
family history of allergic manifestations, received two 
5-day courses. of sulphathiazole, 1 g. four times daily by 
mouth, for acute gonorrhea, with 5 days’ interval 
‘between them. A month later, the gonorrhea being 
still present, he was given the same dosage for 8 days, 


at the end of which he developed giant urticaria, followed 


2 hours later by gross angioneurotic cedema and asthma, 
lasting for 24 hours. Skin and patch tests with sulpha- 
thiazole were negative, but a strong reaction was ob- 


tained by the intradermal injection of 0- -2% sulphathia- 


zole solution. Later he was given 0-5 g: of sulphathia- 
zole by mouth and again developed asthma. Here there 
was a definite indication for sulphonamide therapy, 
but the case emphasises another danger of indiscriminate 
use of these compounds by mouth, locally, or in sprays 
or gargles. This was also a case where desensitisation 
would have been of great benefit ; without it this soldier 
is left in the predicament of being intolerant to the 
standard treatment for wounds and the commoner 
bacterial infections. The method suggested by Erskine 2 
and developed by Tate and Klorfajn® in patients with 
sulphonamide dermatitis might be applicable to such 
cases. 
desensitising course of the sulphonamide, beginning 
with a dosage small enough to produce only slight or 
moderate symptoms (usually 0-125 g. 
sometimes 0-06 g. or less), doubling the dose when the 
reaction has subsided, and so continuing until the patient 
can tolerate 2 g. 


MYSTERY OF NOMA 


THE disease variously known as cancrum oris, noma, 


gangrenous stomatitis, or cancer aquaticus (owing to 
the accompanying ptyalism) is regarded as almost in- 
variably fatal. Fortunately it is very rare, though it 
still appears occasionally among poor and under- 
nourished communities in both hemispheres. It deve- 
lops as a complication.or sequel of measles, scarlet fever, 
or other infection in children between 1 and 6 years, and 
first appears as an indurated red swelling on the cheek. 
The mucous membrane on the inner side of the cheek is 
intensely inflamed around an irregular ulcer with a 
sloughing base. The ulcer spreads rapidly, in the form 


of a sloughing necrosis, in the cheek and to ‘the lips, 
Spirochetes, diphtheroid. 


gums, and even the jaws. 
bacilli, and a multitude of pyogenic cocci are found in the 
lesions, but no specific organism has been implicated. 
This sounds like the work of a micro-zrophilic strepto- 
coccus of the kind responsible for - the postoperative 


gangrene of the skin which Meleney* has described in- 


detail and two cases of which were lately reported by 
Grimshaw and Stent * in these columns. Both conditions 
usually affect debilitated patients, and both are com- 
monly fatal. Meleney has had good results with zine 
peroxide paste in the postoperative cases, but it is diffi- 
cult to obtain active preparations of zino peroxide, and 
Grimshaw and Stent obtained dramatic healing in their 
second patient with intramuscular penicillin. In a 
beautifully produced monograph on noma ê de Carvalho 
advises free excision with the electro-cautery, buccal 
lavage with potassium permanganate solutions, and 
careful attention to the accompanying dietary’ deficien- 
cies, especially B-complex deficiency; of his 3 cases 
1 recovered with these measures, and his advocacy of 


. Zanfagna, P. E. Bull. US Army med, Dept. January, 1945, p. 117. 
. Erskine, D. Lancet, 1942, ii, 568 

. Tate, B.C., Klorfajn, I. Ibid, 1944, ii, 553. 

. Meleney, F. L. in- Christopher’ s Textbook. of Surgery 1939. 

. Grimshaw, C., Stent, L. Lancet, April 7, 1945, p. 4: d. 

. de Carvalho, C..O Misterio do Noma, Rio de ‘Janeiro, 1944. 
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permanganate applications conforms with the views. 
_ expressed by Dr. Frank Marsh in a letter in this issue. 
' Marsh and-Wilson ? have obtained rapid healing in resist- 
ant_cases of tropical ulcer—another type of cutaneous 
necrosis—by dusting the: raw area with powdered 
potassium permanganate, and Marsh proposes perman- 
ganate as a more readily available substitute for zinc 
peroxide in postoperative and scrotal gangrene. De 
Carvalho quotes 6 cases of noma reported from Mexico 


by J. H. Valenzuela which all recovered with local 


sulphathiazole, systemic sulphapyridine, blood-trans- 
fusions, and oral lavage with sodium hypochlorite. 


_ NEUROTIC AND PSYCHOTIC CASUALTIES 


DuRING this war the Services have shown more 
interest in the man with a psychiatric disability, and 
his fate on returning to civil life, than ever before. 
In poifrting this out to the Ex-Services Welfare Society 
at .their annual meeting on June 1, Lieut.-General 
Sir Alexander Hood was not implying that plans for 
resettlement for such patients are complete ; and indeed 
the discussion revealed wide gaps which the society 
hopes to see bridged. 
~The needs of the psychiatric casualty, especially the 
“neurotic, were thoroughly aired, from first aid in the 


form of sedation to guidance in resuming full civil - 
responsibility. Brigadier J. R. Rees compared - the 


initial treatment by sedation to the splinting of a wdund ; 

but added that just as a wound also called for debride- 
ment the man with a neurotic lesion néeded the oppor- 
tunity to abreact his symptoms. If this is denied him 
he may be left’ with chronic neurosis, very much as a 
wound may develop an abscess. Dr. Noel Harris, who 
shared this view, mentioned the value of narco-analysis, 
and hinted at an experiment in group narco-analysis 
which he was about to undertake. Much can be done, 
he said, for the man while he is yet in the Forces; 
psychotic patients may be kept in the Service and 
treated for up to 9 months before being sent to a civil 
hospital under certificate. The numbers are not large : 

only 3°5% of cases referred to Army psychiatrists are 
psychotic. Treatment before discharge may not always 
be adequate however ; thus, answering Brigadier Rees’s 
view that to give a ‘neurotic man a pension is to do 


him a great injury, Lieut.-Colonel P. K. McCowan 


pointed out that a man who breaks down in the Far East 


may have to wait a long time for transport, and in the. 


meantime may get little treatment. If he is psychotic 


this delay may be even more serious than if he is neurotic, 


sinee the best time for electrical convulsion therapy may 
pass unheeded. In such cases, Colonel McCowan felt, 
the Ministry of Pensions ought to have the onus of 


proving that no good would have come of the treatment 


even had it been given. Proper treatment is more 
important than a pension and this change in responsi- 
bility would ‘hélp to impress on the Ministry the import- 
ance of early treatment. Dr. J. F. E. Prideaux agreed 
to put this point to the Ministry of Pensions, though he 


foresaw difficulties ; however, the Ministry accepts a 


similar responsibility in the case of cancer patients, and 

he thought the suggestion would be discussed sympa- 
thetically. It is evident that some patients who have 
been denied psychiatric treatment feel they would have 
been the better for it, as some figures presented by Dr. 
Eric Guttmann showed. Only 5% of a large group of 
men discharged from the Services on account of neurosis 
had been treated by a psychiatrist, though 70% had had 
medical treatment. Air Vice-Marshal C. P. Symonds 
said that some men who are incapable of a sustained 
mental effort can carry out a job provided they can be 
given some extra leisure for rest and treatment: and 
these, too, need the financial security of a pension. 


Te Marah, F., Wilson, H, A. Trans. R. Soc. trop. ned. Hyg. 1945, 38, 
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. There was a general feeling that the neurotic patient 
should not.be segregated from patiefts of other types 


during reablement, or be made to feel that. he was differ- . 


ent from them in any other way. Mr. Everett Howard, 
general secretary of the society, who had made a tour 
of inspection of Government training centres on behalf 
of the Ministry of Labour, held that the more normal 
the conditions under which the neurotic can work the 
better. The aim is to fit him for ordinary life among 
ordinary people, and to segregate him among other neuro - 
tics only encourages him to indulge in what Prof. 
J. le F. C. Burrow called “organ recitals.” 
posal of the psychotic or neurotic man on discharge 
will of course vary with his state. Both Professor 
Burrow and Dr. R. D. Gillespie emphasised the good 
results which can be achieved in the wards of a general 
hospital, and Dr. E. C. Dax foresaw advances in mental 
treatment which would get rid of high walls and locked 


gates and bring mental hospital practice into line with’ - 


that in general hospitals. Interchange of staff between 
general and mental hospitals was warmly advocated. 
For the neurotic, Government training centres, indus- 


trial centres, and sheltered industries were all felt to have | 


a place, though Dr. E. D. Moir suggested that training 
for jobs ought to. be left to employers in industry : 
technical methods change 1 100 rapidly for outside training 
to be useful. 

Dr. W. S. Maclay and Dr. Doris Odlum described the 
after-care scheme sponsored by the National Council for 
Mental Health, which is already doing good service. 


Each hospital under the scheme has had a psychiatric 


` 


- social worker allotted to it, who sees the patient and - 


finds out what kind of help is needed. She works. under 
an experienced regional after-care officer who deals with 
the patient’s problems at home and at work, and who 
keeps in touch with the employer, the local authority, and 
the labour exchange. Dr. Maclay suggested that self- 
supporting industries might be developed within mental 
hospitals—a thoroughly promising idea. Dr. Thomas 
‘Beaton described the experience of Portsmouth where a 
successful comprehensive psychiatric service has been 
created. Practical in everything, he imsisted that 
attention should be directed to what is normal about the 
man to be treated, not to a hunt for what is abnormal. 
Those who want to help him must go and look at his 
home, consider his difficulties, help him financially if 


that is what he needs, and discourage him from thinking » 


himself ill. He claimed to have said to more than one: 
i Don’t go near another doctor for the rest of youre life.” 


VINCENT’S INFECTION 


Muca work has been done on the etiology of acute 
ulcerative gingivo-stomatitis (Vincent’s type), but few. 
definite results have been obtained. The association of 
spirochetes and fusiform bacilli with the lesions has been 
recognised since the disease was first investigated micro- 
scopically, but of recent years doubt has been cast on 
their pathogenic rôle. The fact that these organisms can 
be found in small pockets associated with chronic gingi- 
vitis in the majority of patients has suggested that the 
increase in numbers of spirochetes and fusiform bacilli in 
the acute caseis due merely toconditions having been made 
more favourable for their growth. On this hypothesis _ 
it has been postulated that acute ulcerative gingivo- 
stomatitis is due to invasion of the gum tissues by 
some other organism or virus, and that the spirochetes 
and fusiform bacill? are merely secondary invaders. 
The difficulty in obtaining pure cultures of the various 
organisms found in the disease, especially of the spiro- 
chetes, has obstructed experimental work on the subject. 
Tunnicliff } and others claimed to have grown the spiro- 
chæte anaerobically, and maintained that it appeared as a 
stage in the growth of the fusiform bacillus. This view. 


1. Tunnicliff, R. J. infect. Dis. 1906, 3, 148. ~ 
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has not been generally accepted, and most recent workers 
have failed to grow T. vincenti at all. The experimental 
inoculation of spirochetes and fusiform bacilli into 


animals has never produced the disease, though Smith 2- 


has shown that inoculation of a mixture of spirochietes, 
fusiform bacilli, streptococci, d vibrios ` produced’ 
abscesses in animals. It must be remembered, however, 
when assessing these results, that organisms pathogenic 
to man are not necessarily pathogenic to the experi- 
mental animal. 

General diseases of certain types, and vitamin defici- 
encies, appear to predispose to the condition. It has 
been known for some time:that diseases characterised by 
leucopenia or alteration of the leucocytes—agranulo-~ 
' eytosis, leukemia, glandular fever, &c.—often show 
ulcerative gingivo-stomatitis as one of their most distress-' 
ing features. It is interesting in this connexion that 
recent work with ‘Scillaren B, a glucoside mixture 
producing leucopenia, has shown that injections of the 
drug into an animal predispose it to attack by spiro- 
chetes and fusiform bacilli. The association of ulcera- 
tive stomatitis with local damage, or intoxication—e.g., 
bismuth and mercury stomatitis—is also a common 
observation. In recent years vitamin deficiencies have 
been cited as the main predisposing cause of the disease. 
Vitamins A, B, and C have, all had their share of 
attention, and King? has reported that nicotinic acid 
combined with local measures seemed more ,beneficial 
than local measures alone ; in his experience vitamin-C 
supplements did not accelerate healing. The two main 

predisposing and precipitating factors in the causation of — 
~- the disease seem to be: (a) lack of resistance im the 
gingival tissues, brought about by various local or general 
conditions ; and (b) invasion of the tissues either by some 
unidentified organism or virus which is causal and also 
provides a suitable environment for the excessive growth 
of spirochetes and fusiform bacilli, or by the spirochetes 
and fusiform bacilli themselves. 

Attempts to raise the resistance of the tissues by vita- 
min therapy have not proved particularly encouraging, 
except possibly as an adjunct to local treatment; and 
local treatment, both mechanical and chemical, still 
remains the accepted practice. This usually takes the 
form of syringing, packing, scaling, and application of ° 
oxidising agents and caustics, sometimes followed in 
severe cases by gingivectomy to eliminate the gum 
pockets and areas of stagnation. MacGregor and Long $ 
. have shown that the infection in its acute stages responds 
rapidly to penicillin in pastilles allowed to dissolve in the 
mouth. With pastilles containing 500 units of penicillin 
taken at regular intervals by 75 patients, clinical im- - 
provement was well marked after 24 hours and the spiro- 
chetes disappeared in the same period; the fusiform 
bacilli were absent or greatly diminished after 48 hours, 
` and in 72 hours both organisms had disappeared from 
the films in all patients. After 5 days of this treatment, 
clinical and bacteriological improvement was such that 
the pastilles were stopped. . The coincidence of clinical 
improvement with disappearance of the spirochetes and 
fusiforms suggests that either these organisms themselves 
or some other hitherto unrecognised penicillin-sensitive 
organisms are responsible for the acute inflammation. 
The treatment devised by MacGregor and Long is a 
distinct advance i in the treatment of the acute form of the 
disease since it can be carried out easily and rapidly 
without frequent attention by the dental surgeon. They 
point out, however, that, even after scaling and general 
hygienic measures have been carried out, gingivectomy, 
extraction of wisdom teeth covered by a gum flap, and 
similar measures may later be needed, because while gum 
pockets remain recurrence is still possible. Further evi- 


2. Smith, D. T. Ibid, 1930, 46, 303. 

3. King, J. D. Brit. dent. J. 1943, 74,174. 

4. MacGregor, A. B., Long, D. A. Brit. med, J. 1944, il, 686; Drit. 
dent. J. 1945, 78, 33. 
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dence of the efficacy of penicillin has lately been published 


by Greey and Macdonald * in Canada. They have shown 


that penicillin included in an | agar base is effective, and its 


use in the mouth resulted in all instances in the rapid 
elimination of the infecting organisms together with 
prompt alleviation of clinical symptoms and signs. A 
different technique of application has been adopted by 
Thexton and Dick® in this country. 
penicillin to the.gum tissues by incorporating it in a 
pack, and their preliminary results have been -excellent 
—in 15 cases symptoms vanished in 24 hours. They 
agree, however, that the pastille methods of application 
is preferable, where pastilles are available. The value 
of penicillin in the treatment of the condition how 
appears to be beyond doubt. 


MEDICAL STUDENTS > AT BELSEN_ - 

“ No other group of people could have done the job.” 
Dr. A. P. Meiklejohn, adviser on nutrition to the Rocke- 
feller Foundation and Unrra, thus commends the work 
of the 96 medical students from the London teaching 
hospitals who volunteered to serve in Belsen camp. 
Dr. Janet Vaughan, at the Royal Society of Medicine on 
May: 29 (see p. 723), described conditions in the camps 


while this welcome aid was lacking, and her picture . 


gives a measure of the need. Some 29,000 released 
prisoners were transferred to the panzer training school 
alongside the camp, and here the medical students, 
working in pairs under the official relief teams, were 
made responsible for the huts, one pair'to each hut of 
150 people. ‘They brought,. as Dr.. Meiklejohn said, 
initiative, energy, enthusiasm, team spirit, medical 
knowledge, and hope. No doubt they also brought an 
ability to make reassuring jokes. They scrubbed the 
filthy floors, they organised the fitter prisoners into 


hospital staff, they fed the starving who had been too - 


weak to succeed in the scramble for food, and they 
attended to the needs of the worst cases. Patients with 
a chance of recovery and typhus cases were evacuated 
first, and as the daily drafts went off, and conditions 
became easier, the students were able to plan a hospital 
area within the camp itself. They share the credit for 
the fact that within ten days of their arrival the death- 
, Tate had dropped by half. No doubt Dr, Meiklejohn 
is right in thinking that an equal number of doctors 
could not have worked together in the same way. 
Students carry the sense of community gained in 
schooldays into the wards of their hospitals : they 
have not yet been chiselled by life into the rugged 
individualists who distinguish our profession. It was 
a fine stroke of imagination to send them where their 
team spirit was of such moment. 

Of the students who returned to England last week 
one (from King’s College Hospital) has developed typhus 
and three (from Bart’s, the London, and the Middlesex) 
are under observation. 


A COLOUR film showing. the movament of the brain 
during head injuries, as seen through a lucite calvarium, 


has been made by the Medical Corps of the United States 


Navy. This film will be shown by Lieut. Robert Pudenz 


at the house of the Royal Society of Medicine, 1, Wimpole - 


Street, London, W1, at 4.30 pm on Friday, June 15. 
Lieut.-General Sir Alexander Hood, Girector-general of 
see Medical Services, will preside. 


. Greey, P., Macdonald, I. B. Canad. med. Ass. J. aon! 52, 327. 
. Thexton, R., Dick, P. ‘K. Brit. dent. J. 1945, 78, 29 


RoraL COLLEGE oF PHYSICIANS or Lonpon.—Surgeon 
Captain Macdonald Critchley will now deliver the Croonian 
lectures, which had to. be postponed’ owing to VE-day, 
on Tuesday and Thursday, July 10 and 12, at 4.30 PM. He 
is to speak on problems of naval warfare under climatic 
extremes. | 

LONDON AND COUNTIES MEDICAL PROTECTION SOOIETY.— 
The annual meeting will be held at Victory House, Leicester 
Square, London, WC2, on Wednesday, June 20, at 3.30 Pat. 
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Special Articles | 
= FAMINE IN BENGAL ~ 
' . REPORT OF THE INQUIRY 


' Tne Bengal famine was one of the great catastrophes 
of the war. Unlike the war-time famines in certain 
European countries it was not due to the deliberately 
“inhuman policy of a conqueror, but toa number of causes 
which can be studied with profit. A 200-page report 1 


shows that the investigating commission has done its . 


work well. [Evidence has been obtained from no less 
than 285 witnesses, and ‘the Spirit of the inquiry is 
summed up in the sentence: ‘“‘ numerous lessons which 
should be of value in the future can be drawn from the 
sequence of events which led to the tragedy of 1943.” 
The various aspects of the famine were so complex, 
and its causes so intertwined, that it is essential to keep 
in mind the bare facts of what happened. In 1943, in 
an area not itself the seat of.active military operations, 
though it was an important military base, many of the 


inhabitants went short of foad. Famine was accom- , 


panied ‘by widespread economic and social dislocation, 
and by severe epidemics. During this period. “ 1-5 
million deaths occurred as a direct “result of the famine 
and of the epidemics which followed in its train.” 


ORIGINS 
The background of this tragedy was stated thus by 
one of the witnesses : 


“Until Japan declared war, Intia had no serious food 
problem beyond the fundamental truth that two-thirds 
_ of its population normally . existed at a level little above 


the starvation line, and, by western standards, well below 


it. That in itself is an important fact, the effect of which is 
to be fully grasped before the true significance of the situa- 
tion which ultimately developed can be understood. Its 
_ effect was that a slight disturbance of the economic prac- 
~ tices of the country, and a small diminution of the overall 
available supply, had consequences altogether out of pro- 
portion to their intrinsic gravity. So delicate was the 
balarice between actual starvation and bare subsistence, 
that the slightest tilting of the scale in the value and supply 
of food was enough to put it out of the reach of many and 
to bring large classes within the range of famine.” 


Such a tilting of the scale, in fact, took place. In 1942 


the winter rice crop was deficient, and there was less, 


than the normal] carry-over of stocks from 1942 to 1943. 
The government of Bengal failed to: control the price 
and distribution of rice, the price rose, and many found 
that that essential foodstuff was beyond their means. 
Then, owing to the loss of the normal imports from 
Burma and to the restrictions imposed on the movements 
of grain from one province to another, the usual. supply 
from outside Bengal was not available. In great detail 
the commission deals with the failure to control the price 
of rice. 
on the part of the Bengal government, and of greed on 
the part of the rice merchants. 
to fantastic heights during 1943, and this rise was one 
of = main causes of the famine. 
“ What happened was that producers sold their rice as 
they thought fit at the best price they could obtain, or 
held it in the hope of still higher prices. 
held and sold with the object of obtaining maximum profits, 
and consumers who could afford it bought as much as they 
could and not as much as they needed: The results were 
on the one hand unprecedented profiteering and the en- 
richment of those on the right side of the fence; on the 
other, the rise of prices to fantastic heights andthe death of 
perhaps one and a half million people. It has been reckoned 
that the amount of unusual profits made on the buying and 
selling of rice during 1943 was 150 crores ” (£112 million). 
1. Famine Inquiry Commission. Sir John Woodhead (chairman) ; 
Mr. S. V. ary Sir Manilal Nanavati: Mr. M. Afzal 
Husain; “Dr. W. R.’ Aykroyd; Mr. .A. Gopalaswami 


_ (secretary). A “Vimitea number of copies will be averenls 
„Shortly at India House, Aldwych, London, WC2. 


It is a tragic tale of lack of foresight and dive. 


The price of rice rose - 


Traders bought, 


Meanwhile, the country was suffering acutely from 
shortage of transport. Road transport was scarcer 
than ever, and boats had been taken off the rivers at 
the threat of invasion by the Japanese. Relief measures 
weré hampered at the start by the failure of the govern- 
ment, for propaganda reasons, to declare that a state of 
famine existed. A change of government in Bengal also 
held matters up. ` T 

“It appears that at one stage in 1943, the expenditure 
on relief was limited on financial grounds . . . Between 
‘the Government... and the various political parties, and, in 
the early part of. the year, between the Governorand his 
ministry, and between the administrative organisation of 

Government and the public there was lack of coöperation 

which stood in the way of a united and vigorous effort to 

prevent and relieve famine. ‘The change in the Ministry 
in March-April 1943, failed to bring about political unity. 

An ‘all-Party ’ Government might have created public 

confidence and led to more effective action, but no such 

Government came into being. . . . During and preceding 

the famine, there were changes in key officers concerned - 

with food administration. In 1943, there were three 
changes in the post of Director of Civil Supplies.” 
The Government of India is criticised for failing to 
recognise early enough the need for sending food into 
Bengal, and “the public in Bengal, or at least certain 
sections of it, have also their share of blame.” 


EFFECTS 


The second part of the report deals-with the public. 
health aspects of the famine. The initial difficulty was 
that of collecting accurate information on what was going 
on: ‘all public health statistics in India are inaccurate.” 
Such mechanisms for collecting them as existed in nor- 
mal times were disrupted during the famine. Thus, if 
we are to believe the official figures, the neonatal death- -. 
rate actually decreased by 26% in 1943. The official 
figures were used as a basis for the commission’s esti- 
mates, though it was borne in mind that “ the quotation 
of recorded mortality figures, including digits down to 
the tens of hundreds, and the calculation of percentages. 
to one place of decimals, tends to give a false air of 
accuracy.” The broad conclusion was however arrived 
at that “ mortality during the first six months of the 
famine was related to the degree of local scarcity. But 
in almost all the districts, whatever their position as 
regards_production and supplies of rice, there was some 
increase -in the death-rate. The rise in prices was 
general throughout Bengal and led to starvation even 
,in districts which were not obviously deficient in their 
‘total supplies. Further, epidemic disease was not con- 
‘fined to the areas in which food shortage was most acute.” 

The causes of death were starvation and the epidemics | 
to which a starving population rapidly. succumbed. 
“ At first starvation alone was more prominent, later, 
‘epidemic diseases took precedence over starvation, and 
their suppression became the main problem.” Yet 
“the difference between death from simple starvation 
and death occurring in a starved individual who is 
suffering from disease is ...a negligible difference 


~ when the broad facts of famine mortality are under 


consideration.” Famine diarrhea and famine œdema 
often accompanied starvation, but the clear-cut vitamin 
deficiency diseases were rare. The chief and most fatal 


epidemics were of malaria, smallpox, and cholera. 


The commission discusses the relation between epi- 
demics and famine. Social disorganisation and mass 
migration increased ‘the opportunities for ‘contagion 
with smallpox. Cholera was aided by a general care- 
lessness in the quality of food taken, and probably also 
by a diminution, in an undernourished population, of 
the protective acid gastric secretion. The high fatality 
of malaria was probably due to diminished resistance of 
‘the population, and not to the appearance of a new and 
more virulent strain of malaria parasite, for wuel there 
was no evidence. ; 


' scarce too. 
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RELIEF 

The chapter on medical relief may be summed up by 
the phrase “too little and too Tate.” Doctors have 
always been scarce in India, and many whe would 
otherwise have been available for relief work were in the 
army. Nurses. were even more scarce,. and sweepers, 
who are “ of vital importance in Indian hospitals,” were 
Medical supplies were very short. Yet 
there were some redeeming features. One was the 
vigour and ultimate success of the vaccination and 
inoculation campaign. Out -of a population of 60 
million, 24 million were vaccinated and over 15 million 
inoculated against cholera in the space of ten months. 
The second was the immediate improvement that 
followed the visit of Lord Wavell to Calcutta in Novem- 
ber, 1943, after which the army was put on the job of 
relief. The army had drive, efficiency, and transport ; 
it was incorruptible and not bothered by political or 
- communal considerations. It took its coat off and got 
down to the job, and the result was an all-round change 
for the better. . 

The commission deals in detail with the difficulties in 


can take on behalf of all. . . . We can no longer afford either 


. failure or prdspect of failure, and I, in the discharge of the 


duty which is mine, shall not hesitate to exercise whatever 
degree of superintendence and control at every stage may 
be necessary, or to invoke the use of whatever powers are 
essential to ensure success.’ Bie ee 
“ This is what had been urged from the beginning of 
1940. An early decision on these lines would have saved 
Bengal. This decision, one is constrained to say, was 


arrived at when the famine had almost spent itself.”’ 


GENERAL MEDICAL COUNCIL . 
SUMMER SESSION, MAY 29-JUNE 2 | 


AT the conclusion of the President’s address, reported 
in these columns last week, a vote of thanks was proposed 
by Sir Kaye le Fleming and seconded by Dr. J.. W. Bone. 
Prof. J. M. O’Connor was introduced as representative 
of the National University of Ireland; Dr. Andrew 


- Davidson as Crown nominee for Scotland; and Dr. 


providing buildings, staff, and equipment for emergency 


hospitals, and sums up this section thus : 
“ The health situation which arose in 1943 was beyond 
the control of any health or medical service. The health 
. and medical services in Bengal, were, however, unfitted to 
meet the emergency because of defects in organisation and 
inadequacy and insufficiency of staff, and some of the 
mortality ‘which occurred could have been prevented by 
. more. vigorous and timely measures. During the famine 
period-up to November, 1943, there was almost a complete 
breakdown in the health services. In November the atmos- 
phere of defeatism was partially dispelled and. much 
effective work was subsequently done in the medical and 
public health spheres. Even at this late period, however, 
there were many unnecessary delays and failures. The 
story is, in fact, throughout one of belated efforts to bring 
the situation under control. ‘This is said with full under- 
standing of the numerous and formidable difficulties and 
full appreciation of all that was eventually done to over- 
come them.” 
' PREVENTION 


The last section of the report deals with the system 
of supply and distribution, and calls for vigorous action 
against the corruption found at all levels. Then follows 
a chapter on rehabilitation which is worthy of à review 
to itself. Briefly, the commission recommends that a 
rehabilitation commissioner be appointed to supervise 
the restoration of lands to those who have lost them, the' 
care of orphans, the building of houses, and (of great 
importance) the rehabilitation of the skilled artisans 
such as fishermen, carpenters, potters, and weavers, on 
whom the economy of Bengalis built. Finally, the food 
habits of the population are discussed, and recom- 
mendations made that wheat be used when possible in 
place of rice and. that the population should make more 
use of the readily available fish supply. 

In a separate minute which one of the members of the 
commission appends to the report, the issue of the famine 
is fairly stated. The famine was foreseen, it could have 
been prevented, and, once it had started, it could have 
been mitigated. The closing paragraph is as follows : 


‘* October 1943, in the fifth year of the war, witnessed 
a sudden change in the attitude of the Government of 
` India. At the Fourth Food Conference held in October, 
1943, the President (Sir J. P. Srivastava) said : 


‘... we must think of each other and not of ourselves. ... .. 
In the mobilisation of India’s resources the Government of 
India will have to take and implement decisions which may 
at times conflict with what appear to be logal or sectional 
interests. Whenever possible, and to the greatest extent 
possible, the Government of India will proceed after consulta- 
tion with you and with your consent, but if circumstances 
should compel us to proceed otherwise, I look to you to 
- accept and implement those decisions which we, and we alone 


4 


. to Mrs. A. B. ; 


N. E. Waterfield as a representative of the general body 
of practitioners of England and Wales. | 

The names of John Holden Beckett and Ivor Llewellyn 
Edmunds were restored to the Dentists Register after 


penal erasure. 
A Penal Cases 


The council ordered the Registrar to erase from the 
Medical Register the names of the following practitioners 
who are serving prison sentences : | 

Delbert Evans, registered as of Flat 116, 55, -Park Lane, 
London, W1, MB TORONTO (1903). 

Francis Vincent Hanratty, registered as of Little Sutton, 
Birkenhead, LRoprr (1911). 7 pes . | 

Zaky Risk, registered as of 15, Sheaf Lane, Sheldon, 


‘Birmingham, 26, LMssa LOND. (1930). -~ 


Mohammed Farid, registered as of 44, Olton Boulevard East, 
Acock’s Green, Birmingham, mrcs (1929). 


The first three were convicted of criminal abortion, the 


fourth of unlawfully killing a woman. 


BREACH OF PROFESSIONAL RELATIONSHIP 


Richard Thorz, registered as of Canterbury Hall, 
Cartwright Gardens, London, WC1, mp PRAGUE. (1929), 
appeared before the council on the following charge : 

That being a registered medical practitioner and standing 
in professional relationship to Mrs. A. B., her husband, 
Mr. A. B., and their children, you (1) between July 6, 1944, 
and about the middle of October, 1944, behaved improperly 
(2) on a day unknown between about the end 
of August, 1944, and about the middle of October, 1944, 
committed adultery with Mrs. A. B.; (3) between about the 
end of August, 1944, and about the middle of October, 1944, 
frequently committed adultery with Mrs. A. B. And that 
in relation to the facts so alleged you have been guilty of 
infamous conduct in a professional respect. 


Dr. Thorz was accompanied by Mr. A. A. Pereira, of 


‘counsel, instructed by Messrs. Le Brasseur & Oakley for 


r 


-where Dr. Thorz had practised in North London. 


‘induced by air-raids. 


the London & Counties Medical Protection Society. 
Mr. H. Heathcote-Williams, of counsel, instructed by 
Messrs. Waterhouse & Co., the council’s solicitors, 
prosecuted. The complainant was ‘Mr. A..B.”. _ 
Mrs. A. B. testified that she was caretaker of the house 
Her 
husband worked elsewhere. Wishing to sleep there one 
night, the doctor had asked her to show him how to fit 
up a folding bed, and had then attempted to have sexual 
connexion, with her. She had resisted him. Later, 
however, after much pestering, she had given way and 
committed adultery withhim. Adultery had taken place 
two or three times after that. Her husband was on his 
panel and he had treated her at various times. ‘‘ Mr. 
A. B.” gave evidence of his wife’s confession and of an 
interview he had had with the doctor, in which the latter 
had submitted to being struck in the face and had begged 
for mercy like “a white-livered dog.” Dr. Thorz 
denied the whole of the wife’s and the complainant's 
story, putting it down to vivid imagination and hysteria 
The council found the facts 
proved and ordered his name to be erased, 


Alfred Herbert Bartley, registered as of Aspley Lodge, 
Woodbourne Avenue, Streatham, London, SW16, MRCS 


- 


` 


- February. 1944. 
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(1934), appeared before the council on the following —— 
charge: | i 


_ That being a registered medical practitioner, and standing 
in professional relationship to Mrs. A. B., her husband Mr. 
A. B., and her cousin Mrs. C. D., you (1) between February, 
1944, and March, 1945, behaved improperly to the said Mrs. 
A. B. ; (2) on a day unknown between February, 1944, and 
March, 1945, committed adultery with Mrs. A. B.;. (3) be- 
tween February, 1944, and March, 1945, frequently committed 

.adultery with Mrs. A..B.; (4) having in or about, December, 

1944, and again on Jan. 30, 1945, undertaken to Mr. A. B. 


to cease seeing or having any contact whatever with Mrs.. 
A. B., continued secretly and in breach of auch undertakings 


to meet and improperly associate with Mrs. A. B. And that 
in relation to the facts so alleged you have been guilty of 
infamous conduct in a professional respect. : 


* Dr. Bartley was accompanied by Mr. Geoffrey Howard, of 


counsel, instructed by Messrs. W. R. Bennett & Co. 

Mr. Heathcote-Williams, opening the case for the 
complainant, ‘‘Mr. A. B.,” said that Mrs A. B.introduced 
a female cousin of hers to the doctor for treatment in 
She had been expecting to meet his 
locum tenens, and had not known him before. After 
that day he had made opportunities for meeting her 


_ and had given her the impression that he was more than 


professionally interested in her. Adultery was first 
‘committed in his surgery a fortnight afterwards, and had 
been repeated at frequent intervals there and in Mrs. 
A. B.’s flat and at other places. 
for a cough and given her several bottles of medicine, 
and had prescribed medicine and tonic for a rash. 
At the request of her husband he had examined her foot, 
which had a deformity; and had given her a certificate 
for special footwear. The husband’s suspicions were 


aroused in August, and after a time the wife confessed . 


adultery. Twice the doctor gave the husband a written 
undertaking to break off the association, but he soon 
broke both these promises, and after he had broken the 
-second, the husband complained to the council. 

The husband and the wife both testified to the facts 
counsel had stated, and Dr. Bartley gave evidence in 
his own defence. He said he was an Anglo-Indian, born 
in Aden, and had practised in India until 1937 except 
for a visit to this country to qualify for registration. 
No mention had been made of the husband paying a fee 
for the cousin’s treatment, and he had never sent in an 


account for it. Mrs. A. B. had not been a patient of his” 


until about September, the adultery (which he admitted) 


having begun in February. He had regarded her and. 


her husband as his friends and had therefore made no 
charge for treating them. He had treated the husband 
after an accident, but had been told to send in the 
account to the London Passenger Transport Board, 
against whom the husband had a right of action. He 
blamed ‘the husband for throwing him and the wife 
together after he had given an undertaking never to see 
her again. | 

Mr. Howard pleaded in his address that if a doctor 
gave his mistress medical treatment he infringed no rule 
of ethics, but the council found the facts proved to their 
satisfaction and directed the registrar to erase Dr. 
Bartley’s name from the register. 


Arthur Henry Hennessy, registered as of Devon, 
, Limpsfield Road, Sanderstead, Surrey, LMSSA LOND. 
(1928), appeared on the following charge : 


That being a registered medical practitioner, and standing 
in professional relationship to Miss A. B., you (1) on Sept. 26, 
1944, attempted to commit adultery with Miss A. B.; 
(2) on Sept. 26, 1944, indecently assaulted Miss A. B.; 
(3) on Sept. 26, 1944, assaulted, or were party to an assault 
upon, Miss A.B. And that in relation to the facts so alleged 
you have been guilty of infamous conduct in a professional 
respect. The complainant was Miss A. B. 


Mr. Heathcote-Williams prosecuted, and Mr. Oswald 
Hempson defended on behalf of the Medical Defence 
Union. After a long héaring in camera, the council 
found the charges proved and ordered the erasure of 
Dr. Henhessy’s name. M 


John Neil Leitch, registered as of 1, Crescent Wood 
Road, Sydenham Hill, London, SE26, MRCS ENG. 
(1919), appeared ‘before the council on the following 
charge. l : 


-misdemeanours, viz.: 


He had treated her ` 


That you were at the Central Criminal Court at its session 
commencing on Jan. 9, 1945, convicted of the following 
(1) with intent to defraud you at- 
tempted to obtain the sum of £99 12s. 8d. from the War 
Damage Commission by false pretences; (2) with intent to 
defraud you obtained the sum of £50 from the War Damage 
Commission by false pretences; and (3) being an undis- 
charged bankrupt -you obtained credit to the extent of 
£33 2s. 4d. from John Northcott and £63 16s. lld. from 
Samuel Hugh Holloway without informing them that you 
were an undischarged bankrupt, and were ordered. to’ be 
imprisoned for twelve months. 


- Mr. S. Winterbotham, the council’s solicitor, said that 
in the autumn of 1942 Dr. Leitch had become tenant of 


.a house in. Sydenham. In May, 1943, he had claimed 


compensation for war damage to an amount of £99 12s. 8d. 
The commission paid £50 on account while the claim 
was being investigated. Much of the work had never 
béen necessitated by war damage, and some had been 
done before Dr. Leitch took the house. .The credits 
had been obtained in connexion with the work. : 

Dr. Leitch, who was not represented, said he had 
known nothing of the forms that. had to be returned to 
the commission, nor of the work done; he had left the 
whole matter to agents, rightly or wrongly. Of the two 
creditors, one had been paid in full and the other more 
than half before the trial. About half his. total debt 
had been paid back, and he was struggling to rehabilitate 
himself. He had a wife and three young children. 
He produced a testimonial from another practitioner 
and one from the governor of Maidstone Prison. The 


council, however, decided that his name must be erased.. 
; N 


REMOVAL OF AN ENTRY OBTAINED BY FRAUD 


The council, acting under sect. 26 of the Medical 
Act, 1858, gave the registrar formal notice in writing to 


- erase from the register the entry made therein on Oct. 4, 


1943, in respect of Mrs. Doreen Warren, MD BERLIN, 
1937, under Defence Regulation 32B and the Medical 
Register (Temporary Registration) Order (No. 2), 1941. 


. This lady was sentenced at the Manchester Assizes on 


May 11 to six months’ imprisonment for procuring 
registration by a false declaration.2 — a; 


DRINK CHARGES Ni 


Annie McCrorie, registered as of 181, Queen’s Drive, | 
Crosshill, Glasgow, MB GLASG. (1907), appeared because ` 
of convictions in July, 1941, and December, 1944, of 
driving and being in charge of a motor-car while incapable 
of having proper control through drink. She was 
represented by Mr. Aiken Watson, of the Scottish 
Bar, instructed by Messrs. Gordon, Smith & Parker, 
solicitors of Glasgow. The council, confident that she 
would take the warning to heart, did not erase her name 
nor suspend judgment. te 


James Kirkness, registered as of 5, Warrender Park 
Crescent, Edinburgh, 9, LRCP EDIN. (1925), appeared 
before the council after a year’s probation. He had 
been found guilty last summer of twice in 1942 having 
been. incapable through drink of properly carrying out 
his professional duties towards his patients who were 
waiting to consult him. The council were satisfied by 
the evidence which he produced of his good conduct in 
the interval. | 

[oo ¢ ANONYMITY OF PARTIES | 

At the close of one of the day’s proceedings two press 
photographers photographed the ‘‘ Mr. and Mrs. A. B.” ` 
of one of the cases. Next day the President remarked 
that the council had no power to prevent such action, 
but he appealed to the press representatives present to 
prevent the publication of the photographs if possible. 
If they were reproduced in any newspaper on sale in the 
neighbourhood where these persons lived, the precaution | 
taken by the council to conceal their identity would be 
absolutely useless. Publication would, in the opinion of 
the council, be a grave breach of the decency and decorum’ 
of the press. His warning was heeded and the photo- 
graphs were suppressed. 3 


Pharmacopeia Committee 


According to the report of the Pharmacopoeia Com- 
mittee, the sales of the British Pharmacope@ia, 1932, 
a AG A ESC SRI ae 


1. Lancet, June 2, p. 708. 
f 8 
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amounted to £56,282 by Nov. 20, 1944. The Seventh 


Addendum became official on Feb. 1, 1945. Now that 
the war in Europe is over a new pharmacopceia will be 
produced as soon as possible. 
When the council ended its summer session at midday 
last Saturday, many cases had to be adjourned to another 
session. The council’s penal work has increased so 
much that another extra session may be necessary 
between now and November—four sessions in all this year. 


` MEDICAL PERSONNEL OF UNRRA 
THE medical staff of the health division of UNRRA 


(European region) is as follows: 


Director of health: Dr. Andrew Topping (late LCC). . 
Deputy directors: Dr. N. M. Goodman (Ministry of Health) and 
Lieut.-Colonel H. R. Leavell (USPHS). 


HEADS OF SECTIONS AND ASSISTANTS 


Medical services and supplies: Dr. J. G. Johnstone (LCC). 
Epidemic control and medical intelligence : Dr. George Stuart (late 
Colonial Medical Service). l x 
Medical services to displaced persons: Dr. R. L. Coigny (late 
_ _ French Air Force Medical Service). 
Nutrition: Colonel V. P. Sydenstricker (USPHS), Lieut.-Colonel 

R. E. Butler (USPHS), and Dr. A. P. Meiklejohn (Rockefeller 

Foundation). - 

Nursing: Miss F. N. Udell (College of Nursing). 
Medical specialists— l 

Tuberculosis : Lieut.-Colonel R. S. Gass (USPHS) and Dr. 
Marc Daniels (Prophit research scholar). 

Maternity and child welfare : Prof. R. R. Struthers (Montreal) 
and Dr. Audrey Russell Ellis (medical director, Inter- 
national Commission for War Refugees). 

Appointment of other specialists '(e.g., for venereal diseases) 
is under consideration. 


. 
~ 


COUNTRY MISSIONS 


France: Dr. M. T. Morgan (Port of London Authority) now 
succeeded by Colonel Gaud (late principal medical oficer, 
Morocco). 

Belgium : Dr. J. M. Vine (Grimsby). a: 

Holland: Dr. F. Daubenton (South Africa). 

Poland :.- Lieut.-Colonel H. Holle (USPHS). 

Czechoslovakia: Dr.G, Lilico (Derby). 

Norway : ‘Dr. W. C. V. Brothwood (Lancashire). 

Greece: Dr. J. Balfour Kirk (Colonial Medical Service) and, for 
tuberculosis, Dr. J. B. McDougall (Preston Hall). 


Yugoslavia: Dr. H. S. Banks (LCC), with Dr. K. Sinclair-Loutit 


(casualty MO, Ministry of Health) as deputy. 

Albania : Dr. W. E. Thompson (Colonial Medical Service). 

Italy : Lieut-Colonel D. A. Reekio (USPHS), with Dr. E. C. Benn 
(Leeds) as deputy. i 


PMO, displaced persons, Germany : Lieut.-Colonel N. B. Hon 
(USPHS). 


The following regular officers have been lent to the 
Administration by the United States Public Health 
Service: Lieut.-Colonels S. F. Fellows, O. F. Hedley, 
and D. S. Elliott, and Major M. B. Shimkin. They, 
together with Lieut.-Colonel Hon, have been working 


with the medical branch of SHAEF for some six months. © 


All have been entrusted with responsible jobs; for 
example, Lieut.-Colonel Hedley has been working as 
chief health officer for Cologne since its occupation. 
Seven USPHS sanitary engineers have also been tem- 
porarily allocated to SHAEF for duty with army groups. 
Several senior positions in the Displaced Persons 
operations in Germany have been earmarked for officers 
' recently retired from the Services, including Major- 
General R. H. Candy and Colonel J. J. Harper Nelson of 
the Indian Medical Service, who are already in the field. 
with assembly-centre teams. Mr. T. B. Layton (Guy’s 
- Hospital) has been recalled from duty as a district 
medical officer in Italy to take over a more senior post 
in Austria. 


BELGIAN Visitors.—A third group of Belgian professors 
representing the Belgian Fondation Universitaire is now 
spending a fortnight in Britain at the invitation of the British 
Council. l 

They are visiting universities or research institutions in 
London, Reading, Oxford, Cambridge, Newcastle, Aberdeen, 


Edinburgh, Liverpool, and Greenwich, and the ICI: works at - 


Billingham. The delegates include: Dr. A. E. Michotte van 
den Berck, professor of experimental psychology at Louvain 
University, Dr. A. E. Gratia, professor of parasitology and 
bacteriology, Liége University, and Prof. J. A. H. Rodhain, 
director of the Institute of Tropical Medicine. Antwerp. 


IN ENGLAND 


‘restless ?. Ah well, life is like that. E 


‘over the flat and arid plain of Northern Burma. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


A FEW months ago I went over by night in a little boat 
from Famagusta to Beirut. I took a car from Beirut 
and set out for the south along one of the most fascinating 
roads in the world. Bordered by the Mediterranean 
on. one hand and the mountains of Lebanon on the 
other, it runs through miles ‘of neatly terraced olive 
groves, vineyards, and peach orchards. Westopped just 
long enough at Sidon to glance at the ruins of the castle 
and buy baskets of peaches. -I thought regretfully of 
Lady Hester Stanhope on her hill a few. miles away at 


. Djoun and of all the things I wanted to see in anti- 
Lebanon, but I had to get to Jerusalem that day if. 
On through Tyre; not a trace of the old city ° 


poss:ble. 
because Nebuchadnezzar was so enraged at having to 
besiege the place for 19 years that he sacked it utterly, 
but Alexander’s causeway has helped to make an excel- 
lent modern road into the present-day city. Then Acre, 
close enough to see some of the Emperor’s earthworks 
and trenches, and to watch the waves beating against 
its seaward walls. Haifa has no claim to anything 
except being built on the slopes of Mount' Carmel. I 
wondered idly on which knob the priests of Baal were 


slain, as the. baggage was shoved into our tired car and: 


we wasted no time in getting away. One does not travel 


‘after dark in Palestine unless one has to, so we crossed 


the brook Kishor at 50 m.p.h. and tore across the plain 
of Esdraelon all gold in the sunset and studded with 
little black bedouin tents. Carmel towered over me on 
the west and far away across the plain I could make out 
Nazareth on its hilltop, with the round: boss of Tabor 
beyond.it. Nothing like Palestine for giving you a sense 


‘of déjà vu. Then Jezreel and the mountains of Gilboa, 


Megiddo on its hilltop all neatly excavated by the 
Americans,. and through the defile of Jenin on to the 
plain of Dothan. By this time I was so. dazed with 
fatigue that I really thought the mountains ringing it 
round were filled with horses and chariots of fire. I got 
a backward glimpse of Hermon before the dark came, 
snowcapped far away to the north, and then we plunged 
to Nablus past the great gate of Samaria perched on 
its hillside. Nablus is a sinister-looking little town lying 
in a deep valley between Mt. Ebal and Mt. Gerizim, and 
the only Samaritans left in the world—about .150— 
live there. As it was Ramadan and dusk had. now 
fallen my driver could and did eat while I wandered 
about looking vainly for a Samaritan or two. I felt 
that if they had in fact remained pure in blood for 2500 
years they ought to be distinguishable, but I had no 
luck. We reached a blacked-out Jerusalem at 9 PM, 
but I must tell you about that another time. _ 
* ` * xk i 

A few days ago I heard Lord Moran and Stanley 
Davidson on Medical Demobilisation.. Moran’s charm 
and his outstanding ability as a speaker pleased every- 
body, but I should think that by the time his audience 
had had time to browse over what he told them they would 
have little hope of ever getting out of the Army.* There 
will be more heart-burnings among doctors’ wives than 
among the MOs themselves over this. The women are 
getting so very tired of managing the business side of 


the house, keeping in touch with the partners in the* 
practice, and doing all the other jobs which the doctor 


did before the war—talking to bankers and lawyers and 


‘insurance agents and goodness knows who else, qans 
the background of rationing, lack of servants, an 


SO On. 
It’s the MO’s wife who deserves the medals, and if she 
says now and again that it can’t go on much longer, 
who will blame her—or the MO—for getting a little 


* a * ~ 


The advance party arrived at ‘‘ Pagoda Grove ” at 
3 o’clock one hot afternoon, dusty and tired. We had 
‘travelled for five days over atrocious roads, climbing 
mountain ranges 7000 feet high and finally. running 
At 
each halt we were surrounded by a small silent crowd of 
bedraggled Burmese offering us, in exchange for a single 


* More encouraging information is quoted in our leading article this 
week.—ED. L. ; 


y 
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tablet of soap, a big bunch of bananàs, eggs, or ten- 
rupee Japanese currency notes. Their once white 
clothes were ragged and grey, for there had been no 
weaving nor any soap made while the Japs were in 
occupation. The site was a shady palm and acacia 
grove, and in. the middle two lovely pagodas stood up 
graceful and dazzlingly white in the blazing sun. A 
third had had the top knocked clean off, and its base 
was a mass of rubble and twisted gilded. metal from the 


fallen masonry and its once graceful crown. Bells 
‘suspended from the canopies of the still intact pagodas 


tinkled merrily in the light breeze. We explored the 
ground and gazed dismayed. . It was honeycombed with 
trenches, and, in the middle, a neat white board at the 
head, lay the grave of Chaudra Sing, killed in the recent 
fighting for the place. . E 
Next morning a businesslike and cheerful Engineer 


_ €aptain arrived and informed us that he was 14th Army 


and that he was to give-us. all the help we required. 
‘Over-a cup of tea the plan of operations was discussed, 
and later in the day a bulldozer, driven by a cheerful 


-- Indian, roared into the site, while the little gods around 


the pagodas looked on bewildered. In the twinkling 
of an eye the trenches were gone, hummocks and hollows 
scooped off and filled in, leaving flat, clear spaces for 
-our tents. 
‘grove, and presently a van drove in and backed up to 
one of them, 


.. platform of teak had been built over the well; and on this 


! 


nected to the well. 


the -psychiatrists. 


document. 


_charades and play them all day long. 


‘rested a petrol engine, with a long flexible drive attached, 


down into the dark cavern of the 
A canvas tank was next erected and a hose con- 
The starting handle was swung, and 
after a few ineffective kicks the motor caught and roared 
and a gush of water poured steadily and reassuringly 
into our tank. The water problem was solved. Two 
days later the main party arrived. Tents were pitched 
for our wards, beds laid out and covered with cool blue 
bedspreads, ovens built for the cooks, and an operating- 
theatre prepared. In another two days we had 50 
patients. 
in Burma, and with the remark, on first seeing our 
Sisters, ‘‘ Gosh, a white woman; it can’t be, I must be 
ill,” they lay back in their beds and grinned. Thus it 


which disappeared 
well. 


-was that the MFHs of the RAF first came to Burma. 


*- bd k 


It is high time that somebody put in a good word for 
You really mustn’t believe half of 
what you hear, nor let other people’s imaginations run 
away with you. I have been studying them now for 
some months and I can, for instance, assure you posi» 
tively that it’s absolute nonsense about their being 
phosphorescent in the dark. That lie must be nailed 
once and for all. As has been said before with great 
truth in these columns, their runcibility could scarcely 
be higher. The ones I have met all wash regularly 
behind the.ears, are reasonably monogamous, and can 
put a signature of sorts to any simple typewritten 
(That comes as a bit of an eye-opener, I bet, 
doesn’t it?) And they have terrific fun. The things 
they say! They are ever so rude, much ruder than you 
or I could ever hope or dare to be. On the Galahad 
Scale my strength is as the strength of seven plus, or 
pores eight minus—somewhat higher. than the norm. 

eir average cannot be much more than two minus ; 
but its quite all right because of Freud. And then they 
contrive to do the things they most enjoy doing nearly 
all the time ; which is very sensible of them and more 
than most of us can claim. Supposing, for example, 
a psychiatrist likes mud-pies: he will get everybody to 
make mud-pies, and after observing 500 chaps making 
mud-pies he can tell at a glance how well a chap can 
Handle the Mud-Pie Situation. There’s glory for you! 
Then you know how, if you make a big, blot and then 


= fold the paper and squeeze it, when you open it again the 


result is generally pretty rude? Well, they choose a 


.dozen or so of the very rudest blot-squeezes and confront 
. you with them. Whether you faint or giggle or snort 
means something quite different, and they note it down 


and add it up and draw a graph. Some of them adore 
It’s quite all 
right so long as you call them Psycho Dramas, because 
that makes them therapeutic. 


PARLIAMENT 


2 - a anai i. 


‘are certain little tabus you must respect. 


There were two deep circular wells in the- 


When we came back two hours later a. 


They gaped with surprise at seeing real beds. 
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Personally, being GS 8 — (or at least 7+-) and therefore 
having nothing to fear, I am always ready to play with ` 
them. Besides which, having studied them so long, I 
decided it was only fair to give them a chance to study ` 
me, just as -a control. Accordingly one day we got 
cracking on the Every Picture Telle a Story test, where 
you are shown a series of little scenes from everyday 


life and are asked to explain what’s happening. The 


first picture wasof a gentleman with nothing on climbing 
a@ rope inside a very large factory chimney. He seemed 
a bit irresolute, so I hazarded the caption—‘‘ Did she say 
black or white tie ? Damn, I shall have to go back and 
ask.” But that couldn’t have been the right answer 
because the psychiatrist wouldn’t play any more. He 
was most psarchastic (if I may. coin a word); which 


_was a pity because I had already glimpsed the next 


picture where a deeply shocked stenographer appeared 
to be exclaiming ‘‘ Really, Mr. Baldwin!’’ and I wanted 


- to make sure. 


Mind you, there is a limit to their good nature. There 
Rudery— 
yes, that’s all right, a sine qua non you might almost say ; 
but they draw the line at blasphemy. There was, I 
remember, that silly young trainee who was overheard 
to murmur, in the little lull before grace at lunch—‘ I 
don’t believe in the ubiquity of the Œdipal Situation.” 
By teatime he had gone. Unarmed Pioneer Corps, I 
suppose. Sickening for his people, don’t you think ? 


Parliament 
7 N 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP. 3 


PARLIAMENT met. on Tuesday, May 29, with the tem- 
porary Caretakers in office and with a stiff breeze of 
‘repartee blowing from one front bench to the other. 
With the end of the war in Europe many hundreds of 
thousands of workers are eager to go away for a holiday, 
and it was doubtful whether one polling day, July 5, 
would suffice. It has finally been decided that polling, 
in certain areas, may take place on other dates. The 
date of the poll is staggered, holidays are staggered, and 
possibly the population of these islands will be staggered 
when the final results of the general election are announced 
at the end of July. 7 l 

The steep rise of 3s. 6d. a ton in the price of coal has 
made the mines problem real‘ to many thousands of 
people. On Tuesday the debate on the Coal {Charges 
Order brought swift conflict between centralised control 
plus private ownership and straight nationalisation of 
the mines, and this will be a key issue at the election. .. 
There is a big programme of legislation which both sides 
of the House are anxious to get through before the dis- 
solution on June 15 and this means wholesale sacrifice 
of this or that beloved amendment on one side or the 
other. or 

On Thursday a question to the Minister of Health 
brought out the fact, now revealed for the first time, 
that 17,169 medical men ‘and women have been re- 
cruited to the Services from the beginning of the war 
up to May 24, 1945, which is 27:5% of the total number 
on the register and 31:3% of the number of active practi- 
tioners. The proportion of general practitioners in 
the Services is 21-4%. The Minister was however not 
able to say how many doctors would be demobilised in 
the first six months after June 18. Class A men who 
are general-duty doctors will presumably come out of 
the Army in regular progression but class B releases are 
more difficult as is the release of specialists and consult- 
ants under class A which to some extent depends on 
the continued intake of medical men and women of the 
same category, although not necessarily of the same 
grade, | 

The Medical Personnel (Priority) Committee is to 
continue under the chairmanship of Sir Geoffrey Shake- 
speare, but this committee is now working under a repre- 


‘sentative of the War Oabinet—so important are its duties 


of allocation of man-power between the civilian and 
Service needs. ' The civilian situation will probably be 
improved during the next few months by. the release of 


class A. But with the extension in the use of medical 


services which the war has brought, and our increased 
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civilian responsibilities in Europe, the medical profession 
will probably find itself with numbers too low for the 
discharge of all its duties even after the end of the war 
with Japan. s 


FROM THE PRESS GALLERY 
Health Services in the'Coal Mines 


IN moving the approval of the Coal (Charges) (Amend-' 

_ ment) (No. 1) Order, 1945, in the House of Commons 
on May 29, Major LLOYD GEORGE said that since the 
establishment of the war-time control over the mines 
important welfare measures had been taken with regard 
to medical services, canteens, and so forth. -Since he 
had been in office he had had no complaints about food 
for miners, but it was disappointing to find so few workers 
taking advantage of the canteen. Rehabilitation centres- 
had been greatly increased during the last three or four 
years, and a pneumoconiosis research centre was to be 
established. Every preventive measure against this 
disease that engineering skill could suggest had been 
taken. Additional doctors had- been appointed to deal 
with it and he hoped that the waiting-list, which at.one 
time was 3000, would be got rid of within the next year. 
Dr.. EDITH SUMMERSKILL asked how the doctors for 
the pneumoconiosis service were chosen. ‘She had a 
feeling that many who had the requisite qualifications 
had never been approached. But Major LLOYD GEORGE 
said he was assured that it was not so easy to get the 
right men for this work. The ordinary tuberculosis 
speciglist could not be regarded as having any real 
knowledge of this extraordinary disease, but when the 
war against Japan was ended more doctors would per- 
haps be available with experience of it. He also hoped 
‘it would be possible to set up a proper clinic and establish 
contacts with other countries where the same disease 


existed in different forms. 3 

Dr. H. B. MORGAN asked what steps the Governmen 
were taking to train young medical men for this work, 
or to enable older doctors, who were experts in respira- 
tory diseases, to obtain the requisite specialised know- 
ledge ? Major LLOYD GEORGE said there was a great 
shortage of medical men of all categories, and it was with 
the utmost difficulty that they were able to get men 
who .could be trained. Nevertheless, the panels had 
been substantially increased and he was hopeful that 
now the war in Europe had ended it would be possible 
still further to extend them. Dr. MORGAN also stressed 
the importance of medical as well as surgical rehabilita- 
tion, especially from the point of view of workmen’s 
compensation. 


Replying to the debate Major LLOYD GEORGE said - 


the establishment of a medical service was part of the 
Government’s policy set out in the white-paper. In 
spite of the shortage of medical men a start had been 
made—he did not put it higher than that. Already 
there was one doctor at headquarters and another in 
each region and the Ministry were codperating closely 
with the Medical Research Council on the question of 
the arrears in the examination of men suffering from 
pneumoconiosis and silicosis. The panels working on 
these cases had been doubled and a radiological unit 
had been lent to the Ministry. | l 


go QUESTION TIME 
Demobilisation of Doctors 


Major CHARLES TAYLOR asked the Secretary of State for 
War whether he could now announce demobilisation plans 
for officers and men in the RAMC; and if they would be 
treated in the same way as officers and men in other branches 
of the service.—Sir JAMES GricG replied: The ordinary 
release regulations will apply to the RAMC as to the rest of 
the Army.. I do not anticipate that the ‘‘ military neces- 
sity ’’ clause will be frequently applied to other ranks and 
general duty officers. It will probably have to be applied 
to specialist officers much more freely in view of the overall 
shortage of such officers and of the difficulty of obtaining 
from civil life replacements which are likely to be necessary. 

Sir Percy Harris: Is not the Minister aware that there 
is a great shortage of doctors in many parts of the country 
and -will he bear that in mind in making his plans ?—Sir 
J. GRIGG: Quite a considerable number of doctors are due 
to be released under the ordinary working of the scheme. 
In reply to a further question Sir James added: I think that 


the need of the civil population for doctors is much more 
likely to be met under class A than class B. It is a new idea 
to me that it will be necessary to have recourse to class B for 
doctors. he 
Dr. HADEN .GuEST asked the Minister of Health if he 
would state the number of medical men.and women expected 
to be demobilised in the first six months after June 18; and 
whether this number of doctors would be enough to provide 
for the needs of the civil population.—Mr. WILLINK replied : 
I am not yet able to give the number. It depends on various 
factors, including the decision of the Service departments as 
to whether an officer’s retention is necessary on military 


- grounds, ; 


Doctors in the Services - 


Dr. Haven Guest asked the Minister of Health if he 
would state the number of medical men and women who 


-had been enlisted into the medical services of the Navy, 


Army, and Air Force from the beginning of the war in 1939 
to the latest convenient date.—-Mr. H. WILLINK replied : 
The numbers of medical men and women recruited from Great 
Britain and Northern Ireland into the medical branches of 
the Services up to May 24 last are 2405 in the Royal Navy, 
12,200 in the Army, and 2564 in the Royal Air Force, making 
a total of 17,169. The figure for the Army includes a numher 
recruited for work with the Indian Medical Service.—Dr. 
HapDEN GuEST: What proportion do the doctors recruited 
into the fighting Services bear to the total number of active 
medical practitioners on the register ?—-Mr. WILLINK: The 
proportion of the total number recruited to the total on the 
register is 27-5%. 
to the total number of active practitioners is 31:3%. The 
proportion of general practitioners in the Services is 21:4%. 


R Ministry of Health E 


Sir GEORGE JEFFREYS asked. the Prime Minister whether 
he would consider changing the designation of the Minister 
of Health to Minister of Health and Local Government, in 
view of the fact that it was often not realised that this Minister 
was responsible for many aspects of local government in 
addition to health.—Mr. CHURCHILL replied: Personally I 


` never liked the change from *‘ President of the Local Govern- 


ment Board” to ‘‘ Minister of Health.” But I. think it 
would be a great mistake to make another change now. 


Medical Personnel (Priority) Committee . 


Dr. HADEN GuEsT asked the Minister the composition of 
the Medical Personnel Priority Committee; and whether the 
work of that committee was to be continued.—Mr. WILLINK 
replied: The Medical Personnel (Priority): Committee con- 
sists of a chairman, and twelve medical mèn representing the 
several branches of the professidn and the Service departments. 
The committee and its chairman have done most valuable 
work and there is no intention of bringing it to an end so long 
as general questions affecting the release and continued 
recruitment of doctors are still likely to arise for their con- 
sideration. The members of the committee are as follow : 
‘Sir Geoffrey Shakespeare, MP, chairman. . 
= ee Ball, dean of the medical faculty, St. Bartholomew’s 

ospital. l ; 

- Prof. J. Orighton Bramwell, dean of the medical faculty, Man- 
chester University. 

Major-General R. J. Blackham, War Offce. 

Dr. J. A. Brown, general practitioner, Birmingham. 

Dr. W. M. Knox, general practitioner, Glasgow. l 

Surgeon Rear-Admiral A. E. Malone, Admiralty. 

Air-Commodore D. McLaren, Air Ministry. 

Prof. R. M. F. Picken, Mansell Talbot professor of preventive 
medicine, Welsh National School of Medicine. 

Prof. Sydney Smith, dean of the medical faculty, Edinburgh 
University. 

Sir Alfred Webb-Johnson, PRCS. . 

Lord Moran, PRCP. . l 
. Mr. H. S. Souttar, past chairman of the Central Medical War 
Committee. . 


Sanatorium Nurses 


Mr. R. W. SorenseN. asked the Minister whether his . 


attention had been called to the conditions of nurses in tuber- 
culosis sanatoriums; what was the minimum age for such 
nurses ; how it compared with that for other nursing; if he 
had particulars respecting the number of nurses who caught 
the disease.-—-Mr. WILLINK replied: In coéperation with the 
Minister of Labour and National Service, I have had under 
consideration the conditions in a number of sanatoriums. 
Many are satisfactory, others have defects that could be 
remedied only by buildjng that cannot at present be under- 
taken, others are in isolated situations so that the provision 
of certain amenities is difficult. Such steps as are practicable 


The proportion of the number recruited ` 
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in present -circumstances are being taken to remedy these - 


defects.. .There is no prescribed minimum age either for 
tuberculosis nursing or for other types of nursing. It is 
preferable that girls undertaking nursing should not be 
under 18 and the Athlone: Committee, which reported in 
1938, considered that 17 should be the minimum age. Statis- 
. tics as to the incidence of tuberculosis among sanatorium 
nurses are not available, but the general opinion of experts 
is that the sanatorium nurse is at no greater risk than other 
nurses. An inquiry is in progress under the auspices of the 
Joint Tuberculosis Council. 

Mr. SORENSEN : 
. of medical’ experts, -including medical officers of health, 
declare that some of the younger nurses are more prone to 


catch this disease than:the older ones? Will he give an 


assurance that he will pay particular care to the incidence 
of this disease among nurses, particularly among young girls, 
and will he ensure that no girls under 18 are employed as 
nurses in sanatorium ?—Mr. WILLINK: On the first point 
I am sure that the inquiry will take into account the -con- 
siderations mentioned. On the second point, he will under- 
stand that I must have notice on a question of that kind. 


A Parent at Hospital. 


a Commander O. S. Locxer-Lampson asked the Minister 
. whether his attention had been drawn to the neglect of Lady 
Russell’s son in a cottage hospital under his control; and if 
he would give the-name of'the hospital and cause an inquiry 


to be.made.—Mr. WILLINK replied: I have seen statements 


in the medical and lay press:on the matter, but I have no 
clue to the cottage hospital involved. 


Release of Medical Consultants’ Houses 


Sir E. GRAHAM-LITTLE asked the Prime Minister whether 
he was aware of the shortage, evidence of which had been 
submitted to him, of houses in the Harley Street area for 
medical consultants ; 
“with the return of consultants from war service and was 


partly occasioned by the continued requisition of 56 houses’ 


in the area by Government departments; and if he would 
take steps to remedy this position as soon as péssible. — 
Mr. CHURCHILL replied: The majority of the houses in the 
Harley Street area requisitioned by Government depart- 
ments are used to house American officers so as to reduce the 
pressure upon the limited hotel accommodation of London ; 
as officers for French missions and branches of the French 
Embassy; and as hostels. The possibility of reducing the 
number retained is being examined with the occupying 
authorities and any houses which can be vacated will be 
released. Five requisitioned houses now vacant are being 
released immediately. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED MAY 26 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1295; whooping-cough, 855; diphtheria, 396; 

; paratyphoid, 3; typhoid, 8; measles (excluding rubella), 
11,408; pneumonia (primary or influenzal), 487; 

puerperal pyrexia, 117 ; cerebrospinal fever, 50 ; polio- 
myeltis, 6; polio-encephalitis, 3; encephalitis lethargica, 
0; dysentery, 374; , ophthalmia neonatorum, 8l. 
* No case of cholera or plague was notified during the week, 
but there were 6 imported cases of typhus—1 each at 
Reading, Newbury, Exeter, Braintree, Stratford- -on- 

Avon, and Exeter. 

- '  Thenumber of service and civilign sick in the Infectious Hospitals 
of the. London County Council on May 23 was 1056. During the 

previoue-week the following cases were admitted : scarlet fever. 47; 

- diphtheria, 27; measles, 84; whooping-cough, 12. 

Deaths.—In: 126 great towns there were no deaths 
from enteric fever, 1 (0) from scarlet fever, 9 (1) from 
measles, 7 (0) from ,whooping-cough, 10 (1) from dipb- 
theria, 40 (0) from’ diarrhoea and enteritis under two 
years, and 6 (0) from influenza. The ngures in paren- 
theses are those for London itself. 
` An imported case of typhus died at Bradford. There ` were 5 
peatis from diarrhea and enteritis at Manchester, and 4 at Liver- 
poo . 

The number of stillbirths notified during the week was 
211 (corresponding to a rate of 30 per thousand total 
= births), including 23 in London. 


TRAINING OF NURSES ' 


Is the Minister aware that quite a number. 


- proper. 


that this shortage would increase’ 


t a 
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- TRAINING OF NURSES 


Sm,—'The kindness, technical skill, and good manners 
necessary for nursing are the same, whether practised in 
hospital or home, in the chronic or in the acute ward. 
There are not two ways, first-grade and second-grade, of 
giving, for instance, a patient a bedpan. But women 
attracted to nursing as a professional career come from 
every section of the community and vary greatly in 
education, natural aptitude, and ambition. What they 
almost all have in common is a genuine wish to care for 
patients. 

‘From this it follows that there should be three stages 
in a nursing career. _ 

In stage 1, the pre-hospital period, elementary scien- 
tific knowledge relating to the human body and mind 
and its environment must be acquired and the candidate 
taught how to observe and record and to develop manual 
dexterity and delicacy of touch. National organisation 
of this stage is urgent and should be planned on a regional 
basis. Teachers and equipment should be of first-rate 
quality and the length and content of courses depend on 
the ability and previous experience of the student. 

A satisfactory standard having been reached a student 
then enters on stage 2, the period of hospital training 
It is our opinion that a thorough general 
training in hospital nursing could be given in two years. 
We have not a shadow of doubt that if the nurse came 
into the hospital well prepared and. were relieved of 
non-nursing duties she would get a far more thorough 
training and give much better service to patients in two 
years than she now does in three or four. Inquiries 
show that from 30 to a 0% with an average of from 
40 to 50% of the nurses’ time, during the first two years 
of training, is spent on non-nursing duties. It is a . 
matter of simple arithmetic to see that the training, 
under the conditions proposed, could be shortened and 
the standard of nursing raised. 

At the end of the two-year period in hospital every 
nurse should be eligible for statutory qualification and 
be able to earn a salary (with successive increments and 


the prospect of a pension) attractive enough to keep her . 
- at the bedside, if her inclination lie that way, and to com- 


pare favourably with prospects in other branches of, 
nursing and other professions. But what we do wish to 
emphasise is that whatever name is chosen to designate 
the qualification of the nurse completing her two-year 
general nursing training all nurses who complete that 
training should be equally welt grounded in the principles 
of nursing. 

The nurse now enters on stage 3, the period of pro- 
fessional maturity. For those who ‘wish to continue to 
work at the bedside without further qualification it 
should offer the chance to gain experience which will be 
rewarded by successive salary increments and good 
conditions of service. But the profession needs sisters, 
tutors, and administrators, as well as such specialists 
as midwives and health visitors. For aspirants to these 
posts stage 3 should be a period of study and experience, 
securely founded on the general nursing training already 
received, and lasting for one or two years or even longer. 
In any scheme it would be necessary to safeguard the 
title and status of the SRN as now qualified. 

If development could be along these lines we believe 
that many more recruits would come forward and that 


the 60% wastage during training which now makes non- 


sense of recruiting campaigns would be much reduced. 
The inauguration of a National Health Service admin- 
istered regionally provides the opportunity. 

The nursing profession should be responsible for the 
nursing of all the sick and the foundation of this sense 
of responsibility should be laid during training. 

The loading on to the nurse in training of non-nursing 
duties; the lack of any conception of.the essential nature 
and scope of nursing ; unsuitable teaching ; imperfectly 
trained or too few teachers and poor’ equipment—all 
have led to a spiral of longer and longer training and 
more and more specialties each clamouring for student 
nurses. Hitherto the teaching of nurses has been largely 
based on the teaching given to the medical .student, 
suitably diluted and without the dissection and labora- 
tory work which give it meaning. This phase should be 


-s 
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left behind and teaching adapted to the specific prob-.. 


lems of nursing should be worked out, using all the 
resources of technological teaching, films, and radio. 
Nurses now have a sense of: inadequacy, not because 
their training is too short, or because they have not had 
a few months with each specialty, but because they are 
rarely taught fundamental principles or how to think. 
A nursing profession sure of itself, and of the contribution 
it has to make, would greatly strengthen the medical 
team. Moreover, the priceless opportunities for obser- 
vation open to nurses and now usually wasted for lack 
of knowledge of how to use them might add nota little 
to medical science. 
7 i G. B. CARTER. 
London, w2. EVELYN C. PEARCE. 


DEMOBILISATION OF DOCTORS 


Sir,—All temporary serving medical officers will be 
grateful to the Central Medical War Committee for their 
letter in your issue of May 26. Not only were all the 
problems of release soundly treated bya seriés of ques- 
‘tions and answers, but the whole phrasing of the letter 
was kindly and considerate. 

It is stated that “‘ the key to the problem of neleasinge 
Service. doctors lies in the recruitment of — civilian 
_ doctors,” and. that “the main source of supply is the 
pool of young practitioners who have completed A or 
B2 posts in hospitals.” - I contend that another import- 
ant source of supply is the ranks of general practitioners. 

In the early years of the war, a fairly large number of 
general practitioners in the thirties and younger, were 
rejected, sometimes to their surprise, for health reasons. 
At that time doctors were relatively plentiful, and their 


acceptance for service was largely based on their fitness 


for active service. It is common knowledge that many 
_ medical officers have led a sedentary life for long periods 
of their Service career—indeed much more sedentary 
_ than the men who were rejected and remained on in 

general practice. Now that the European War is over, 
these rejected doctors could easily carry out duties in 
military hospitals, reception stations, and ports, and 
thereby release a, corresponding number of doctors 
according to their age and service groups. Even doctors 

accepted in category C, providing the disability is not 
. active, and does not require active and continuous 
treatment—e.g. proved peptic ulceration—could carry 
out selected duties in this country or on the Continent. 

I would suggest, therefore, that all civilian doctors 
who were at one time rejected for health reason should 
be examined again, in the light of.the new conditions 
now prevailing. And why limit the proposed call-up 
to 36-40 years? During the war, far older volunteers 
were gladly accepted and did a useful job. 

One more point. The letter states that many 
civilian. practitioners are being worked to death. It is 
also a fact that many Service medical officers are being 
bored to dedth. Quite obviously, then, an exchange of 
occupation would be highly beneficial to both sides. 


SERVING MEDICAL OFFICER. 


. SıR;—The general tone of your leader of April 14 is 
sympathetic but in two places I beg to disagree with 
your statements : 

1. You say that those with field experience will find 
themselves at less of a disadvantage than they now 
suppose. I would suggest that the only medical man 
who has benefited professionally by his Army experience 
is the young surgeon, who got more surgery than he 
would have got in peace-time. It is the very opposite 
with older men like myself. and with many physicians 

‘whose line of treatment had.to be rule-of-thumb as 
- laid down by higher authority—e.g., treatment of malaria 
and dysentery. I had four years’ service in this war 
as an ophthalmologist and I have almost forgotten what 
an “old ” fundus looks like, or how to do a “cold ”’ 
cataract operation, or a diathermy for retina] detach- 
ment; for owing to the scarcity of apparatus the last 
type were sent to one hospital. | 
2. Later in your article you ask, ‘‘ Why should the 
medical officer . . . be singled out for early replacement 
and return to civil life ? ’’ This is based on misappre- 
hension. None of us do expect any advantage over any 
-other type-of personnel. But we have been told that 
doctors, dentists, padres, and nurses will not be released 


- DEMOBILISATION OF DOCTORS 


_ by age and length of service. 


` occupied on average fifteen minutes a day. 
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according to their demobilisation group as determined 
On that reckoning I am 
in group 14 and all I ask is that I be released when 
others in group 14 go out; no sooner, but no later. 

In each of two'wars I have had four years’ service as a 


‘volunteer, and I am now in my 48th year ; but as things 


stand I can visualise a key man—say a plumber with - 
only two years’ conscript service and. much younger 
than I—being released long before me. A medical 
officer’s exchange with a member of the EMS (preferably 
from his home locality) is quite easy, for'the civilian 
can learn all about Army documentation in a few days. 


CMF, k W. D. HAMILTON. 


Sır, —The circular jsiter from the secretary. of the 
British Medical Association published in your issue of - 
May 26, and a leader in the Times of May 25, have 
reviewed the position as regards reallocation of medical 
manpower. In both articles stress is laid on the shortage 
of doctors, but apart from a hint in the Times there is 
no suggestion that some economy might be effected in 
the distribution of medical officers among the ‘Forces. 
Having served as a “ general duties ’’ medical officer 
on land and sea, at home and abroad, for rather more 
than five years, I feel inclined to record a few facts | 
relating to this. matter. 

I will not.comment on my employment while abroad, 
nor on the 24 years at sea when my professional work 
.Clearly the 
distribution of medical officers overseas and with opera- 
tional units may require a more lavish scale than the 
actual routine work warrants. In this country however 
I have served in two non-operational units, for 11 and 
8 months, where the medical departments could only be 
described as wastefully overstaffed. In the one case, 


four doctors were considered necessary for the care of 


about 1000 Service personnel and the first-aid treatment 
of about 1500 civilian industrial staff. In the other 


.case, three doctors were considered necessary for the 


care of 1800 Service personnel. In both cases full 
hospitab facilities were available within one hour. I 
quote these two examples as a personal experience,. but 
inquiry would reveal that they represent the rule rather 
than the exception. 

When these figures (which in addition relate to healthy 
adults) are compared with an average general practice, 
it is easy to see why the overworked civilian doctor resents 
the Service medical officer’s claim for sympathy ; and 
why the Service MO views with dismay the demand for . 
yet more doctors in the Forces. MEDICAL OFFICER. 


*,* We do not know the particular circumstances of 


á Medical Officer’s ” work, but his experience is certainly 


exceptional. The subject of these letters is a ina 
leading article-—ED. L. 


GENERAL PRACTICE A SPECIALTY? 


Sirn,—Your annotation of May 19 draws attention 
to the necessity of raising the standard of medicine as 
practised by the general practitioner, not so much by 
encouraging each general practitioner to be a part-time 
specialist in some other branch of medicine, but by 
recognising that general practice is in itself a branch of 
medicine in which a very high degree of proficiency can 
be attained. 

It should be the aim of every general practitioner 
continually to be improving himself in this his specialty. 
And there should be opportunity, and easy access to 
the means, for keeping himself up to date, and also `. 
incentive, academic or pecuniary or both. I therefore 
suggest a programme for the continuous postgraduate 
education of the bulk of the medical profession. Three 
of the four parts have already been tried experimentally 
in a very small way; the fourth would be a complete 
innovation and liable to considerable criticism. 


1. The introduction of senior students to the atmosphere 
of general practice, by a course of lectures in their final year 
by a seasoned general practitioner.’ Such a course has been 
given at one of the main teaching hospitals at intervals during 
the last ten years, and has dealt with ethics, common diseases, _ 
equipment, book-keeping, practice-purchase, National Health 
Insurance, dispensers and dispensing, district nurses, relieving 
officers, and so on. The lectures were well attended, and 
students have shown great interest by their questions. 


/ . = 
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sufficient size, so that no dóctor throughout the country would. 
have to go an ‘unreasonable distance to attend. This has 
been practised in at least one EMS hospital during the war. 
Cases of unusual interest can be shown. It gives doctors 
an opportunity of looking up their cases, and it could give 
exactly the right chance for the Ministry of Health to suggest 
a text for study in the shape of topical epidemics such as 
infantile paralysis or epidemic hepatitis; and for teaching 
on the use and abuse of sulphonamides. A regular feature 
- should be the explanation, and administration, of the routine 
laboratory tests that the’ general practitioner uses or should 
use in diagnosis, by the local pathologist, with examples of 
good and useless specimens, and advite and practical instruc- 
tion on how and when to take them. 

3. Each county should form an epidemiological committee, 
as has been in use, in one county for several years. The 
members consist of the county medical officer, three patholo- 
gists, a representative of the. Ministry of Health, several 
medical officers of health, superintendents of hospitals and 
sanatoria, jand two general practitioners—about twelve 
altogether. They should meet each month with.the object 
of discussing the prevalence of epidemics and preventable 
illness in the county, and can circularise practitioners and 
help them considerably in simplifying the diagnosis and 
treatment of early cases. There could be a close link between 
this committee and the teaching rounds. ) 

4. A weekly half-hour broadcast on modern advances in 
medicine. The objection will at once.be urged that this will 
increase hypochondriasis, through talking medicine to the 
. general public. My contention is that it could be at a reason- 
ably late hour, and that the layman who wanted to sit up to 
listen to it would not be harmed sufficiently to counter- 
balance the good it could do to his doctor. : 

Finally, as to incentive. Academically, a Diploma in 
General Practice. r 
weight, it could easily achieve the object of keeping the 
practitioner in touch with modern medicine. To do this 
there should really be re-examination at intervals. A 
much more sordid, but obviously much more efficient, 


way, would be to make a portion of the capitation fee ~ 


in the future National Medical Service dependent on 
' regular.attendance at so many weekly teaching rounds 
per year. I know that suggestion will raise a storm of 
protest, but the fact remains that there are many doctors 
who depend for their knowledge of modern advances in 
medicine on the breakfast-table literature of enterprising 
chemists, and who definitely deprive their patients of 
the most efficient treatment through their ignorance. 
It is a position which we should recognise officially, and 
to do that means to take immediate steps to remedy it. 
' Great Dunmow. GEOFFREY BARBER. 


RELEASE OF VITAMINS BY THE INTESTINAL 
| FLORA | 

Sir,—In your annotation of June 2 you criticise 
some remarks of mine made at a meeting of the Bio- 
chemical and Nutrition Societies. I raised the question 
-whether the B vitamins synthesised by the flora of the 
human gut are available to the host. I did not, as you 
state, ‘‘ doubt whether significant amounts of the syn- 
thesised vitamins are absorbed in the gut,” but discussed 
the question of their absorption and gave evidence both 
for and against it in the human being. Your annotation 
only gives the evidence for absorption and quotes mainly 
animal work. You'do not mention the recent paper of 
Alexander and Landwehr (Science, 1945; 101, . 229), 
in which they describe experiments showing that in 
human feces the vitamin B, synthesised by the bacteria 
in the gut is largely within the bodies of the bacteria 
and therefore may not be absorbed and utilised. They 


also produced evidence to show that vitamin B, is not - 


absorbed from the large gut when administered per 
rectum in physiological amounts. My concluding 
remarks at the meeting were, ‘‘ the subject obviously 
requires further investigation.” In view of our present 
scanty and conflicting knowledge on the biosynthesis 
and absorption of the B vitamins in the human being, 
I think that this critical attitude is justified. . 


= Wellcome Research Institution. F. PRESCOTT. 
*,* The annotation of June 2 should be read as a 


supplement to the leading article; Synthesis of ‘Vitamins 
in the Bowel, of Dec. 30, 1944.—Ep. L. 


RELEASE OF VITAMINS BY THE INTESTINAL FLORA 


2, A regular weekly teaching round in every hospital of. 


If this were made to carry sufficient 


1944, 19, 32). 
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TENDON SUTURE j 

Sırk,—The method of tendon repair with metal 
anastomosis tubes described by Mr. McKee (May 26, 
p. 660), although very interesting, seems to be unneces- . 
sarily complicated. The disadvantages that I see in this 
method are: (1) the introduction of a foreign body ; 
(2) the need for a second operation 3-5 weeks later to 
remove it ; and (3) the enforced complete immobilisation 
of the fingers between the two operations. ` 

The method I have been using for the past nine months 
depends on the same principles, but the material I use 
is fascia lata. The advantages are: (1) it is a living 
tissue, being in the nature of a “ fascial graft ” ; so (2) 
there is no need for a second operation; (3) there is no 
danger of adhesions, because the junction of the cut 
ends of the tendon, is covered by the fascia; and (4) 
active finger movements are permitted from the day of 
operation—thus preventing the stiff interphalangeal 
joints often -seen after immobilisation of the fingers. 
. In the cases for which I have used this method of. 
tendon repair, not only has the end-result been satis- . 
factory but the time off work has been very short. 
Among these cases have been two severed extensor. 
pollicis longus tendons and a cut tendo -achillis (ina 


girl of 17 years who caught her heel on a tin plate pro- 


jecting from a low shelf). The first two patients were 
back at work 3 weeks after operation. ` The third was 
walking in a plaster for 6 weeks, and. then started on 
active ankle exercises; 9 weeks after operation she was 


walking well, and when last seen it was impossible to 


tell which leg had been affected. 
I can see no reason for McKee using his metal tubes for 


_ flexor tendons cut at the wrist, since these normally heal: 


well if carefully sutured. In a case similar to his 4th 
and 6th cases (in which all the flexor tendons at the wrist 
had been severed, as also was the median nerve), I 
sutured all the tendons, using Burnell’s method. Re- 
covery was complete, as shown by the fact that the 
patient—a semi-professional pianist—played at a con- 
cert 3 months after his accident, and has since been 
passed as Al by the medical board for entry into the 
Fleet ‘Air-Arm. 
` King George Hospital, Ilford. 


CUTANEOUS GANGRENE 


. Sm,—The postoperative cutaneous gangrene described 
by Grimshaw and Stent (April 7, p. 434) and the idio- 


PHILIP HOPKINS. 


- pathic gangrene of the scrotum described by Mair (April 


14, p. 464) are both likely to be examples of the post- 


operative progressive bacterial synergistic gangrene of 


Meleney, which he believes is due to a staphylococcus 
plus a micro-aerophilic non-hzemolytic streptococcus, 
acting in combination. Meleney recommends a special 
active preparation of zinc peroxide as a therapeutic 
application. Grimshaw and Stent found penicillin 
effective. Both the special zinc peroxide and penicillin 
are at present difficult to obtain. An effective substitute 
which is generally obtainable is finely powdered crystals 
of potassium permanganate, which are applied to the 
lesion in a thin powdering and covered with sterile 
‘Vaseline’ gauze and a suitable supporting dressing. 
The method is described at Te length in Trans. R, Soc. 
trop. Med. Hyg. for March, 1945 (p. 259). 


FRANK MARSH. 


FAMILIAL SPASTIC PARESIS AND Rh 
SENSITISATION 


Smr,—Crowe has described a family of five children 
of whom all showed spasticity and adductor deformity 
of the lower limbs, with mental retardation, and four 
also had strabismus (Crowe, M. P. Arch. Dis. Childh. 
The mother also had three miscarriages, 
one before the birth of the first ‘child, one between the 
second and third, and one after the last. child. No 
cause could be found for the lesions—the blood Wasser- 


. mann reaction was negative in both parents and all 
` children—and Crowe attributed them to an inherited 


recessive character. 
I have since examined the blood of both parents 


and the four oldest children to find whether the Little's 


disease was connected with maternal sensitisation to 
Rh antigens. The Landsteiner blood-groups of the 
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father, mother, and two of the children were Al, the other 


two children being: of group 0. The Rh antigenic- 


constitution of all was 456-456. They were therefore 
all “‘ Rhesus-negative.’’ The mother’s serum showed no 
irregular antibody at 37°C, at room temperature, or at 
4° C. Rh sensitisation can therefore be eliminated as a 
cause of Little’s disease in this family at least. 


EMS Laboratory, Stoke Mandeville, JOHN MURRAY. 
; Aylesbury. 


“FLOUR OF GOOD COLOUR”. 


Sir,—Four times in their article on the Scientific Basis 
of 80% Extraction Flour (June 2) Dr. T. Moran and Sir 


Jack Drummond—both of the Ministry of Food—assert 


or imply that, in bread, a pale colour is ‘‘ good ” and is 


ON ACTIVE SERVICE.—OBITUARY - 


desired by ‘‘ the consuming public,” the ‘‘ bulk of the 


population.” R 

This view was heard before, when the Ministry of 
Food was seeking to justify the change from 85% to 80% 
extraction. As a lofty structure of assay, microanalysis 
and statistical study is being reared by Government 


‘ research workers upon the contention that a pale colour- 


in bread is better and more desired by bread-eaters than 
a ee colour, it is important to know if the contention 
is true. A a 
What is the evidence ? Is it statistical? If so were 
those forming the sample informed of the difference in 
content between pale and darker-coloured bread or was 
their view solely concerned with the look of the loaf? 
I know many bread-eaters who prefer darker-coloured 
bread. How is it that the two distinguished authors are 
so certain that these people are in a negligible minority ? 
Dr. Moran and Sir Jack Drummond do not argue that 
paler bread is the more nutritious—unless the reader is 
meant to hold the graph on p. 699 upside down—so the 
large effort that is being devoted to making it paler: is 
being expended to satisfy. a tint preference which, it is 
said, is exhibited by the “bulk of the population.” 
Before we go any farther in this matter, that alleged 
preference for paleness, it seems to me,.should be 
scientifically demonstrated. f 


Outwood, Surrey. OLIVER STEWART. 


On Active Service 


CASUALTIES 
MISSING PRESUMED KILLED 


Surgeon- Lieut.-Commander `R. G. DINGWALL, OBE, RN, 
HMS Gloucester. l 


7 AWARDS 
_ DSO 
Colonel G. M. WaRRACK, LRCPE, RAMC i 
bo -0o MO ` 
-Captain H. A. Core, ms| Captain MAXWELL LERNER, 
SHEFF., RAMC RCAMC 


Captain A. C. V. JONES, MRCS, 
RAMC 


Captain E. H. WILLIAMS, MB 
LOND., RAMC ° 
Captain STEPHEN WOROBETZ, RCAMC 


i . OBE 

_ Colonel A. K. HUNTER, rcamc | Major D. A. YOUNG, RCAMC © 

° Colonel G. A. SINCLAIR, ED, | Colonel H. G. Youne, bso, 
RCAMO l MC, ED, RCAMC l 


| | MEMOIR 

AT is now known that Surgeon Lieutenant H. E. DUNNING 
GALE, reported missing two years ago, was killed during the 
assault on Dieppe in 1942. Born in Monmouthshire in 1907, 
Gale qualified at St. Bartholomew’s Hospital in 1934. From 
the first his keenness for the scientific side of medicine was 
apparent, and-his work with Graham Weddell on changes in 


` 


the blood-sugar level associated with surgical operations 


was published in the British Journal of Surgery. As house- 
physician to Dr. George Graham, he found he could blend his 
love for the laboratory with his interest in clinical medicine, 
and this was one of the happiest years of his life. Later as 
demonstrator in anatomy under the late Prof. H. H. Woollard 
and Prof. W. J. Hamilton he gave valuable service when the 
department was being transferred from the hospital to 
Charterhouse Square, and in spite of heavy teaching duties 
he still found time to do research. i 
~ “* Gale and I spent many evenings together,” writes G. W., 


“ probing into the unknown with the scientific method as our ' 
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only weapon; for in those days a corpse, a scalpel, and a pair of 
forceps were considered sufficient armament for an anatomist. 
He began some work on tissue culture and soon produced 
many successful cell colonies—no mean feat, for he was 
working under primitive conditions and had not even the 
advantages of air-conditioned atmosphere.” à z 
` After three years in the anatomy department Gale found 
that “‘ teaching was not enough,” and in 1938, to the surprise of 
all but those who knew him well, he put his plate up in general 
practice in Bolton Gardens, SW10. In a few months he 
equipped a clinical laboratory that was the envy of his col- 
leagues, and in one short year he must have done more first- 
class clinical biochemical work than, has ever been done before 
by a general practitioner, often working late at night, on top of 
all the manifold tasks demanded of him by a busy panel and 
private practice. | oe 
In 1940 Gale joined the RNVR and he was stationed on the 
south coast during the Battle of Britain. So often was he first 
on the spot when a machine crashed or a pilot baled out that 
the police used to say, ‘‘ When we see the Doc in a hurry we 
get out the ambulance or fire engine and do. our best to follow 
his car.” He volunteered for service with the Marine Com- 
mandos. At Dieppe he had a chance of getting back safely but 
he decided to stay with his wounded. Later’he ran out from 
across a fire-swept breach to some wounded Canadians at the 


_ edge of the water, and there he met his death. J.H.H. 


Obituary 


WILLIAM LOGAN SCOTT 
MC, MD GLASG. 


It is little more than eighteen months since Dr. W. L. 
Scott succeeded his former chief, Sir Henry Bashford, as 
chief medical officer of the Post Office and became his 
deputy as medical adviser to the Treasury. His interest 
in occupational medicine began early, for his father, Dr. 
Alexander Scott, of Tollcross, Glasgow, was surgeon to a 
Clyde ironworks and colliery and in 1887 had published a 


_paper on the prevention of chronic lead-poisoning. The 
- son, born in 1888, was educated at Glasgow High School 
` and University (where he graduated MB in 1911) and at. 


University College, London. He held resident appoint- 
ments at the Royal Infirmary, Sheffield, for two years 
before coming to London in 1913 as an assistant medical 
officer at the Chelsea Infirmary and later at the: North 
Western Fever Hospital.. For the whole of the last war 
he served with the RAMC, and he was awarded the MC. 
On his return to civilian life in 1919 he was a medical 
member of a pensions appeal tribunal until in 1921 he 
joined the medical branch of the Post Office. In 1934 he 
rose to second medical officer of the service, and he 
attained the senior appointment in 1943. 2 

The Post Office employs over a quarter of. a million 
workers, and from its unrivalled collection of attendance 
and sickness records Dr. Scott drew valuable conclusions 
on the economical use of man-power. Through old- 
fashioned methods of quarantine thousands of working 


hours are lost yearly, and in his article on the contact in 


industry, published in these columns in 1937, he triumph- 
antly vindicated the Post Office’s established policy of 
allowing healthy contacts of most infectious diseases to 
remain at work. Scarlet fever was at that time one of the 
few exceptions, but four years later he described how 
this quarantine had also been safely removed. The 


findings thus recorded had a very considerable influence . 
‘Another series of papers, — 


on public-health practice. 
written in collaboration with his chief, assessed the work- 


-ing capacity of patients who returned to the considerate 


employment of the Post Office after recovering from 
gastric or duodenal ulcers, from pulmonary tuberculosis, 
and after thyroidectomy. 

H. H. B. writes: “ Dr. Scott’s death will be most deeply 


‘deplored by the whole department, which he had so 


faithfully served for more than a quarter of a century, 
both as clinician and administrator. He brought to his 
work a gay and breezy common sense, combined with a 
very wide and practical knowledge of his profession. He 
was the most delightful of companions in bright hours 
and dark, with an original wit:and good spirits that 
never flagged; and he was the soul of kindness to all in 
trouble.”’ : 
He died at Winchester on June 1 after a short illness.. 


nations. 
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Notes and News ` 


AN INTERNATIONAL HEALTH ORGANISATION 

DELEGATES on the Committee on Economic and Social 
Coöperation at the San Francisco Conference have suggested 
the establishment of an International Health Organisation. 
The proposal. was made by delegates from China and Brazil 


and was warmly supported by representatives of Australia, 
United Kingdom, Norway, the United States, France, Egypt, . 


Canada, the- Soviet. Union, Belgium, and many smaller 
No opposition was éxpressed. l 

In an interview after the committee’s meeting, Dr. Szeming 
Sze, the Chinese delegate, said that a new International 
Health Organisation should centralise and codrdinate 
existing bodies, including the Pan-American Sanitary Bureau, 
the Office International d’Hygiéne Publique in Paris, and the 
remnants of the League of Nations “Health Organisation, 
including the Far, Eastern Bureau at Singapore in the 
Australia-Pacific zone. It was the hope of health officials 


that the United States would call a conference within the ° 
next three months, when the new organisation could be 


created. Emphasis would be placed first on the control of 
epidemic diseases and the establishment of an epidemiological 


_ intelligence service. 


Another function of the new organisation would be to 
provide field missions to help distressed nationg in case of 
war or disaster. Dr. S2e further hoped that it would under- 
take international planning of postgraduate medical training, 
extensive exchange of students through a programme of 
fellowships, establishment of a system of international grants 
for developing health work in backward countries, and the 
drafting of sanitary conventions. It should also try. to 
coérdinate the operations of the Secretariat for International 
Pharmacopoia, the International Body for Standard Medical 
Nomenclature, and other related organisations. Its ultimate 
aim would be the distribution of the best possible health 


_ knowledge to the countries where this was needed most. 


Dr. Sze is chief of the Far Eastern Health Section of 
UNRRA and a member of the National Health Adminis- 
ration of China. . 
A MISSING CHILD 


On April 16 a boy aged 8} months was stolen from a pram 
in Oxford Street, London. 


as being well nourished, with dark sparse hair, brown eyes, a 
vaccination mark on the left arm, and a rash mark near both 
temples and on the back of his head; he has been circumcised 
and the top of his left ear is turned down. A photograph has 
been supplied to every London police-station and to all 
county police forces. Information will be gladly received by 
the detective inspector, D division, 104, Albany Street, 
London, NW1 (tel. Euston 1113). . 


_ THE LEBANON HOSPITAL 

DESPITE great war-time difficulties, which have included 
soaring prices and shortage of staff, the hospital for mental 
diseases at Asfuriyeh in the Lebanon has not only carried on 
with its work but plans a new venture. At the 46th annual 
meeting, held in London on May 16, Mr. Lyn Harris, who 
presided, said that in the next few years the committee hope 
to found a sister hospital for the treatment of nervous dis- 
orders. Thus the beginning of a complete service for the 
care of mental and nervous illness will have been established in 
the Lebanon, and will no doubt grow to meet the country’s 
needs. .- Dr. Stewart Miller, the medical director, reports that 
during the last year the hospital has admitted 361 patients, 
36 of them military, and 35 on behalf of UNRRa ; in all, there 
were 517 under treatment, of whom 92 were discharged 
recovered, and 83 discharged improved. The recovery-rate is 
rather lower than usual because the pressure on accommoda- 
tion has led to the discharge of more patients who, though 


- improved, have not recovered fully. 


Two aspects of the Lebanon Hospital are’ specially note- 
worthy. Mr. Nadim Dimechkié, representing the Lebanese 
Minister, said of it that the Lebanese regard it as being differ- 
ent from most foreign institutions, of which there are many in 
the Lebanon. These—schools, universities, colleges, and mis- 
sion schools—all have a foreign touch, he said ; 
Asfuriyah hospital is felt to be an exception—a genuinely 
philanthropic venture built to the glory of God. It is also 
exceptional in being a mental hospital without imprisoning 


His clothing was found on the ~ 
same day in a neighbouring water-tank, but the child is still . 
missing. As he may be in need of medical attention, prac- . 
` titioners are asked to keep a watch for him. He is described 


but the 


outer walls. Dr. Jack Smith who, as son of a former medical 
director, grew up there, said that there had never been any 
walls to keep the patients hemmed in. The hospital has been 
a pioneer in occupational therapy, and has developed.the un- 
usual practice of allowing patients who are getting better to 
help in the care of those who are not so well. In this country 
a patient is never seen in charge of a group of other patients ; 
yet patients can be prepared, by this responsibility, for resum- 
ing life in the outside world ; and many of those at Asfuriyeh 
have spoken of the confidence it gave them. . __ 

The heavy future commitments of the hospital, as well as 
the inflation of currency, make the need for help greater than 
ever. Contributions may be sent to the secretary, Lebanon 
Hospital for Mental Diseases, Drayton House, Gordon Street, 
London, WCl. 


University of London 


At the end of this session, under the age-limit, Prof. M. 
Greenwood, FRS, is to retire from the chair of epidemiology - 
and yital statistics at the London School of Hygiene. Owing 
to a change in the distribution of teaching and steady increase 
in the volume of research work and teaching within the field 
of medical stafistics, the title of the chair has been altered 
to that of medical statistics and Mr. A. Bradford Hill, pso, 
reader in medical statistics in the university since 1933, has 
been appointed to fill the vacancy. The senate has conferred 
the title of professor' emeritus in epidemiology: and vital 
statistics on Dr. Greenwood. 


Royal College of Surgeons of England 


H.R.H. the Duke of Gloucester, who is himself an honorary 
fellow of the college, bestowed the honorary fellowship on Sir. 
Hugh Devine, a founder and past president of the Royal 
Australasian College of Surgeons, at Government House, 
Melbourne, on Feb. 23. Among those present were Sir Alan 
Newton, pracs, Sir, Henry Newland, Brigadier W. A. Hailes, 
Air Vice-Marshal Victor Hurley, and Mr. Balcombe Quick 
(members of the RACS council), and Surgeon Captain Lambert 
Rogers. Sir Alan Newton, referring to the close association 


_ between the English and Australgsian colleges, said: ‘We 


shall do everything in our power to foster this association.” 
More than 200 Australian and New Zealand surgeons were 
fellows of both, and “we hope that our young men will 
continue to present themselves for this diploma in England, 
and thus absorb some of the noble’spirit of Britain and the 
traditions of British surgery. We hope, also, to see many 
more British surgeons visit us.” The Duke of Gloucester 
spoke of the esteem in which the Australasian college is 
held in England, and especially of the high regard felt for 
Sir Hugh Devine’s own contributions to the advancement of 
surgery. ae 

. Two Hunterian lectures will be delivered at the college, 
Lincoln’s Inn Fields, London, EC2, at 4 pm, on June 13 and 14. 
On Wednesday, the 13th, Air Vice-Marshal Geoffrey Keynes 
will speak on the surgery of the thymus gland, and on Thurs- 
day, the 14th, Colonel Elliott Cutler on Military Surgery, 
US Army, 194445. 


Society of Apothecaries of London | l l 
-Dr. R. J. Mitchell was successful in the recent examination 


- for the mastery of midwifery. 


Royal College of Obstetricians and Gynecologists 


At a meeting of the council on May 26, with Mr. Eardley . 
Holland, the president, in the chair, the following were 
admitted to the fellowship and membership : 

Fellowship.—Caroline A. Elliott, E. A. Gerrard, R. J. Kellar, 
Meave Kenny, F. R. Stansfield, and (in absentia) G. S. Adam, 
A. M. Hill, J. J. Kearney, W. K. McIntyre, B. T. Mayes, H. K. 
Pacey, Frank Stabler, and G. A. Thompson. 
`. Membership.—Amelia E. Burch, E. G. Collins, Jadwiga Karnicki, 
Gladys E. Keith, Dorothea M. Kerslake, Dorothy M. Shotton, 
B. G. G. Spiers, and (in absentia) J. P. O. Erskine, A. B. H 
Sybil G. Mocatta, and Dorothy J. Thompson. 

At the annual general meeting Mr. Malcolm Donaldson 
was elected to the council as a representative of the fellows, 


ay, 


-and Mr. D. B. Fraser as a representative of the members. 


National Association for the Prevention of Tuberculosis 


On May 31 a deputation met the Secretary of State for 
the Colonies to discuss the possibility of further tuberculosis 
surveys like the recent one in the West Indies, the pro- 
visio of NAPT scholarships to colonial health officials for 
study in this country, and the development of anti-tuber- 
culosis propaganda in the Colonies. The deputation included 
Dr. R. A. Young, Colonel Walter Elliot, mP, Prof. Lyle 
Cummins, and Dr. J. H. Harley Williams, 


7 . 
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University of Edinburgh 


Dr. Charles Cameron, medical superintendent of the South- 
East Counties of Scotland Sanatorium, has been appointed 
to the chair of tuberculosis which has been vacant since the 
death of Sir Robert Philip in 1939. 


; Dr. Cameron, who graduated MB with honours at the University 
of Glasgow in 191 1, served as a captain in the RAMC in the last war. 
As an assistant MOH for Glasgow he had experience of public- 
health work before he was appointed superintendent of the Ochil 
Hills Sanatorium at Milnathort, and when the South-East Counties 


Sanatoriunl was opened at East Fortune 22 years ago he was . 


appointed to his present post. The previous year he had obtained 
his MD witb commendation and had been elected to the fellowship 
-of the Royal Faculty of Physicians and Surgeons of Glasgow. In 
1941 owing to the war the East Fortune sanatorium had to be 
moved to a block of wards in the emergency hospital at Bangour 
and Dr. Cameron became director of the tuberculosis department 
of that hospital under the EMS.. His published work includes a 
paper on the point of entry in tuberculous infection (Lancet, 1934), 
and a study of meningeal tuberculosis as a terminal feature of 
pulmonary tuberculosis (Edinburgh Medical Journal, 1935). He 
is a past president of the Tuberculosis Society of Scotland. 


Society of Medical Officers of Health 


Prof. J. Johnstone Jervis, medical officer of health for Leeds, 
has been elected president of the society for the session 
1945-46. 


Association of Port Meath Authorities of the British 
Isles 


The association is holding its 46th annual meeting on June 
14 and 15 at Cardiff, when Alderman Edgar Chappell will give 
a short historical retrospect of the port and Mr. D. G. Hoppins 
will describe its work in war-time. Mr. J. W. Wellwood of 
the Ministry of Labour and National Service will speak on the 
welfare of merchant seamen in ports, and Colonel P. G.*Stock, 
FRCP, will read a paper on the International Sanitary Con- 
yention of 1944. Visits will also be made to -the docks, 
including the seamen’s baths and the cold food store, to the 
Royal Hamadryad Seamen’s Hospital, to Llandough Hospital 
and to the Merchant Navy Club. x 


Royal Society of Medicine 

~ At a meeting of the section of experimental medicine and , 
therapeutics on Tuesday, June 12, at 5 rm, Dr. E. P. Sharpey- 

Schafer and Dr. John McMichael will open a discussion on 

cardiac output in congestive failure. The section of psy- 


chiatry will meet at the same hour, when Dr. C. J. C. Earl , 


will read a paper on defective constitution. Dr. E. B. 
Strauss and Dr. W. Linford Rees will open the discussion 
which is to follow. On June 15, at'5 pM, at the section of 
obstetrics and gynecology, Mr. Ivor Hughes will speak on 
congenital defects following rubella’ in ‘pregnancy. Dr. 
Kathleen Vaughan, Mrs. Guthrie Smith, csmMG, Sister 
Randall, and Mr. Dick Read will open a discussion on mIneRaee 
and exercise in pregnancy and the puerperium. | 


The Post-war Loaf 


The Food Education Society has expressed its regret that 
the Government have reduced the extraction-rate of the 
wheat grain for bread flour to 80% on inadequate scientific 
and clinical data, especially at a time when the position in 
regard to food-supply in general is so uncertain. ‘‘ There is good 
reason to think that any reduction below 80% would be detri- 
mental to the health of the people, and should not be put into 
effect without further enquiry and experience.” The society 
holds that a specification for the post-war loaf is highly 
desirable. 

Mrs. E. C. Pillman-Williams, mB, chemical pathologist to 
the Royal Free Hospital, has been appointed hon. medical 
secretary of the society, and Mr. Eric Murdock, PHD, hon. 
general secretary. 


Society for the Relief of Widows and Orphans of 
Medical Men 


- At the annual general meeting on May 23 with Dr. R. A. 

Young, the president, in the chair, Mr. W. Gilliatt was 
elected a vice-president and Air ‘Commodore R. R. Trail 
and Mr. G. T. Mullally directors. During 1944 the sum of. 
£5125 was distributed in grants among 55 widows; one of 
whom has now received £1925 for herself and her son. A 
legacy of £5000 was received from Dr. Charles Reid, of 
Stafford. The number of members during the year was 
287; 3. were elected, 1 died, and 1 resigned. Membership 
is open to any registered medical man who.at the time of his 
election is residing within 20 miles of Charing Cross, and relief 
is granted to members’ widows whose income is £125 or less. 
Particulars may be had from the secretary, 11, Chandos 
Street, London, W1. 


BIRTHS, MARRIAGES, AND DEATHS 


` Major Clarkson is very much alive. 


_ NEwns, 


~ 
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Reablement | in EMS Hospitals 


On May 30 the Minister of Health, Mr. W illink, receiving 
representatives of the British Council for Rehabilitati ion, said 
that more than 11,000 patients in Emergency Medical Service 
hospitals were now taking daily courses of remedial exercises 
in their beds. In addition 20,000 were attending. hospitals 
daily for special exercises and remedial games. Of these 
31,000, 15,000 were taking part in some form of occu pational 


therapy. The number of hospitals providing rehabilitation 
had increased to 300, and the great majority of Service sick 


and wounded were receiving their medical rehabilitation in 
EMS hospitals. More than 250 doctors have been given 
special training. : | l g 


CORRIGENDUM: MAJóR CLARKSON.—Īn the concluding 
sentence of the paper by Captain Rex Lawrie in our issue of 
May 19 (p. 625), which was not seen by the author in proof, 
reference is made to “‘ the late” Major P. W. Clarkson. -We 
are glad to say that this description is unfounded and that 
The mistake, which we 
regret; arose from misreading of an ‘amendment to the text. 


Appointments ~- —.- 


Devers, Se R., MB DURH. : examining factory surgeon for Masham, 

- Yorks. 

DOYLE, J. O, MB NUI: asst. physician, Liverpool and District 
Hospital for Diseases of the Heart. 


ENGLANDER, OTTO, MD PRAGUE, MRCS, DMR: radiotherapist, 
_. Royal Infirmary, Leicester. 
FRANKLIN, A. W., MB CAMB., FRCP: asst. physician, Hospital 


for Sick Children, areal Ormond Street, London, wci. 
GREEVES, N. M., MB DUBL. 
i burn South district. 
KING, E. F., MB BRIST., FRCS, DOMS: 
minster Hospital, London. 
G. H., MD LOND., MRCP: asst. physician, Hospital for 
Sick Children, Great Ormond Street, London, WCH. 
R., MD PRAGUE: RSO, ‘oventry and Warwickshire 


ophthalmic surgeon, West- 


ROSENTHAL, 
Hospital. 
WALKER, G. O., MRCS: 


Births, Marriages and Deaths 


BIRTHS 


DAVY. —On May 28, at Towyn, the wife of Surgeon Lieutenant 
B. W. Davy, RNVR—a son 
EDWARD. —On May 20, at Cardiff, the wife of Dr. D. G. ff Edward— 


McCALL. = Ou May 25, at Stoke- -on-Trent, the wife of Dr. A. J: 
McCall—a daughter. 

MAHER-LOUGHNAN.—On May 18, in London,’the wife of Dr. G. 
Maher-Loughnan—a son 

Ross.—On May 25, ab Forfar, the wife of Surgeon Commander 
David Ross, RNVR—a son 

RvusBY.—On May 19, at Hertford Heath, to Dr. Elizabeth Rusby 

(née Broadhead ) wife of Major Lloyd Rusby, RAMC—a gon. 

STANNING.—On May 16, at Hordle, Hants, to Dr. Kathleen Stanning 
(née Gillett) And Commander (S) John G. Stanning, OBE, RN— 


a son. 
MARRIAGES 


Osan Cex ALL.—On May 26, at. Farnham, Saray: Douglas J, 
Campbell, FRCPE, lieut. “colonel, RAMC, of Edinburgh, to 


Florence ‘Louise Coxall. 
MILTON—MURPHY.—On May 23, at Maidenhead, Roland Milton, 


MRCS, to Joan Murphy. 
DEATHS .- 


BAILEY. oe May 28, at Leicester, John Moray Bailey, MRCS, 
age 

BALEAN.—On Jan. 19, at Stanley Internment Camp, Hong- Kong, 
Hermann Balean, MD LOND., FRCS, aged 69. 


examining factory surgeon for Black- 


examining factory surgeon for Lees, Lancs. 


r 


1 


CHILD.—On May 27, ‘at Billingshurst, Sussex, Stanley Child, Ma, 


MB CAMB. 


-HARRIS.—On May 27, at Farnborough, Hants, St. George Eyre 


Harris, OBE, MD DUBL., captain RAMC, aged 68. 
IRWIN. —On May 30, at Cheddar, Somerset, Stewart Irwin, MB RUI, 


aged 78. 

JOHNSON. —On May 31, at Brenchley, Kent, John Robert Johnson, 
MRCS. 

LAWson.—On May 2 7, at Leicester. Robert. Sharp Lawson, MB EDIN., 


FRCS, 
LORRAINE.—On May 12, Joseph Currie Lorraine, MD EDIN., FRCSE, 
of Montpelier Square, London, SW7, aged 58. 
MitLN.—On May 30, George Herbert Stephens Milln, MB EDIN., of 
unclee. 


Scotr.—On June 1, at Winchester, William Logan Scott, NC, - 


MD GLASG., aged 56. 
STowr.—On May 29, in London, William Raymond Courtenay 


Stowe, FRCS, DMRE, aged 44. 
WILLIAMS.—On "May 31, John Frederick Williams, MRCS, DEH, 


of London, aged 87 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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HEALTH. OF FOUR HUNDRED’ MILLIONS 


J. N. MORRIS, M A GLASG:, MROP, DOH 
LIEUT.-COLONEL RAMO 


THE famine of 1943; the 400,000 deaths from cholera 
in that year, and the ‘appointment of a Health Survey 
and Development. Committee by the Government of 
India have focused attention on the condition of the 
people of the Indian sub-continent, who constitute 
eight-tenths of the population of the Empire and almost 
a fifth of the people of the world. The Bhore Committee 
will, for the first time, permit of a total view of the 
situation. Meanwhile, its main contours are clear 
enough . despite the poverty, inaccuracy, and inaccessi- 
bility of vital statistics (a). “arant, 1 in his Oxford 
pamphlet, sums up : i 


The level of health of India is low. Preventable epidemic 


. diseases such as. smallpox, Lead dysenteries, cholera and 


malaria are widespread . . .. Tuberculosis is spreading and 
each year presents a more menacing problem. The resistance 
of the population to disease is low. Malnutrition and nutri- 

tional diseases are amnipresent . . . The heavy incidence as 
disease is reflected in the high mortality figures. 


Figs. 1-8 provide some illustrative material. ‘The 
expectation of life (fig. 7) and other mortality data for 


` present-day India are not dissimilar from Western 


experience before mortality began to fall in the latter 
En of the 18th century.® The crude death:rate for 
dia, (fig. 4) corresponds with, for example, the English 
figures before the modern public health movement got 


into its stride in the sixties and seventies ; the birth-rates. 


(fig. 1) resemble those of England and Wales before the 


‘decline in fertility set in around 1880. The population 


potters (fig. 3) is similar to the English distribution of a 
undred years ago, but contains proportions which are 
higher for children and lower for old people. 


MOTHERS AND CHILDREN 


| Excess mortality is at its highest in infancy which 
may be further evidence of sensitiveness at this epoch to 


environmental stress (table I, fig. 6). 


ewe 


.between 1 and 15 years (fig. 5). 


TABLE I—CHILD MORTALITY 43 50 53 (UNDER 1 YEAR) PER 1000 


LIVE BIRTHS, AND (1-15 YEARS) PER 1000 POPULATION LIVING 


nee | Bombay | Englandand!| Glasgow 
aoe - 1938-42 Wales 1938 1939-41 
Under one week - 49 21 
Total neonatal.. 85 28 42 
- 4 weeks-6 months .. 62 16 \ 53 
. 6 months-—1 year 71. 9 
Total infant mortality — 218 | 53. — 95 
Ir, ey ee ee | 
1— 2 years .. 92° i * 86 
2~-— ‘3 26% 3°3 
5-10 , 6-9* 1:9 
10-15 _ ,, ‘ 4-7% 1-2 


* Estimated from Census of India, 1941, vol. III. 


. In British India, in 1939, there were 1,454,678 deaths. 
of children under 1 year of age ; of deaths at all ages just 
under a quarter took place in infancy, just over a quarter 
Infant mortality varies 
in the provinces from over 100 to over 200 with an all 
India average of around 160.4 In the cities (fig. 2) the 
returns tend to be higher (and the figures probably more 
reliable). 4 In Calcutta (1938-43) the rate averaged 
199, in Bombay (1941—43) 201, in Karachi (1939—41) 134, 
and in Cawnpore (1942-43) it was as high as 321. In 
Calcutta (1939-41) recorded rates in the different wards 
of the city ranged from 137 to 814 (whatever such a figure 
may mean) ; in five wards registering over 5000 live-born 
children just under 60% died before their first birthday. 


(a) The Indian figures quoted throughout this paper are the most 

recent I have had access to and are taken at their face value. 

. But most of them, judged by Western standards, are seriously 

inaccurate. Itis possible that the crude death-rates and the 

birth-rates are underestimatcs by as much as 25%. It should 

be remembered also that death certification in India is largely 

done by lay officials (e.g. the village headman), and often is no 
more precise than a label of “fever ” or “ diarrhea.” 


6355 ' 


Table 11 suggests, for Bombay and Calcutta, that 
“ communal ’’ influences may be operating alongside 
all the other factors. The social status of the Moslem 


‘community in Calcutta is, however, so inferior to that in - 


Bombay that no definite conclusions can be drawn on the 
effects of Purdah, &c. 


TABLE I—IN FANT MORTALITY IN INDIAN COMMUNITIES 


Infant mortality 


c it ( Bith gete ) 
Sey Calcutta Bombay per pop. 
; 1942-43 1943 Bombay 1943 
Hindus E -167 193° © 24* 
Untouchables a 261 59. 
Moslems 25 337 181 30 
Indian Christians .. 170 — 193 39 
Parsees = 84 °° 16 
Europeans :. 52- : 23 
| (1941-43) i 


* Other than untouchables. 


Whether these children are better dead, and India the 
better for it, are not- propositions that can seriously be 
debated. The welfare movement, in 40 years, has made 
a start :— 


Registered Welfare Health 

irths ` centres - |_ visitors 
1938 England and Wales| 621,204 . 3580 2653 
9,346,145 1021 352 


1939 India 


The number of health visitors trained annually is approxi- 


mately 60—‘‘a number,” as the Public Health Com- - 


missioner with the Government of India“ is careful to 
point out, ‘“ too small to meet the demands for their | 
services.” How richly welfare work is rewarded may be 
judged from Madras where an energetic municipality 
ne already attracted about 40% or mothers to its 
clinics :— 


— 


- z` “Mortality 


Maternal M Infantile i 
Madras City rate (av. 1941-43). 8-2 218 
M and CW scheme rate 2 k T 107 


A little arithmetic ghowa that. the infant death-rate . 
among the majority who were. not reached was close on 
300 per 1000. | 
Is progress being made p ' Absolutely, yes. Rela- 
tively, the answer is, apparently; no.5 The registered 
infant death-rates for British India today are probably 


irhier than .those of England and Wale Aare ever 


been (table III). 
TABLE II—INFANT MORTALITY : 30 YEARS ADVANCE 


British - _ England — 
Years India — and Wales Ratio. 
' 1912-15 204 102 2:0 
1917-21 217 = 89 2-4 
1922-26 181° 73 2-5 
1927-31 176. . 67 2-6 
` 1932-37 173, ' 61 2-8 
1938-42 -Over 160 « 53 Over 3 
f A ' 


MATERNAL MORTALITY l 


Maternal mortality again varies widely, with.an all- 
India rate of approximately 20 per 1000.* Deaths falling 
within the province of maternity and child welfare thus 
add up to more than half the total mortality.. In pro- 
gressive Mysore the gradient is steep, from 3-3 in & 
model” Rockefeller-subsidised district to approxi- 
mately 39 in certain rural areas. In Bombay, where 


81% of deliveries are now institutional (in contrast .with 


Calcutta where the proportion is under 30) the mortality 
loss has fallen to 3:2 mothers in 1000 live births, less than 
half that for ‘“‘ other races ” (other than whites) in USA, 


AA 


`~ 
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1938, though for technical reasons comparisons are -of 
very limited value."* But while maternal care in 
Bombay can record this gain it must be remembered that 
in all India there are as yet less than 10,000 trained 


midwives and dais. Maternal mortality, moreover, is — 


only one expression of the cost of childbearing. In 
England male 
death-rates are 
mostly higher than 
female while, in 
India, this is true 
only under 10 years 


‘BR.INDIA 
JAPAN 


Between 15 and 40 

—the reproductive 

period—female 

déeath-rates exceed 

those for males. 

At 10-15 they are 
equal. 

For the most 
part the Givanisation of the school medical services is 
rudimentary. The crux of the matter is the disposal of 
the children—60-70% of ah children—found to be 
physically defective at inspection.” 3 


O 5 10 15 ee 30 35 40 45 


Fig. |—Some national gece: per 1000 popula-7 
„tion, 1939.4 


MALNUTRITION 
As may be imagined, it is difficult to assess the average 
income per head in India. The standard pre-war 
estimate 4 4t was Rs.65 a year—less than 2s. a week 


and about 1/15th of the level in the United Kingdom (b); 


and even this pitifully low income is reduced by the 
almost universal burden of indebtedness. The conse- 
quent denial of elementary human needs is the out- 
standing impression on Western visitors: The minimum 
rental of a home ‘‘ fit for an ordinary family ” was esti- 
mated in 1939 at Rs.60 a year in Delhi province, and the 


TABLE IV—-FOOD CONSUMPTION : OPTIMUM AND ACTUAL 


Protein | L Vitamin 
Diet | lor | Gals | tron 
Total mal ‘ A B, C 
: ~ &. g. g. mg. | IU IU IU 
Optimum * 3000 | 70 33 | 0-8 | 12 |5000] 594 |1500 
Orr’s lowest 10% | 2317 | 63 23 | 0-4 8 | 774| 220) 838 
Typical poor In- | 1750 ; . 38 1 | 0-16] 9 | 500| 160| 300 
dian rice-eatert i ; 


* National Research Council, USA. 

t Surveys in the Punjab reveal somewhat higher figures put too 
much, perhaps, has been read into them. Malnutrition is rife 
in the North-West and famine not unknown even in very 
recent times. Infant mortality in the Punjab was 167 for 
1936-40 and r in 1942; children under 15 years accounted 
for 60% of all deaths in 1940. Moreover, those areas wit th a 
high proportion of Sikhs do not reveal better figures.‘ 


lowest income which could expend this at Rs.300. In 
terms of clothing the average consumption is 164 yards 
per annum, less than in Malaya, the West Indies, or the 
Gold Coast.*34 So far as social security is concerned 
India is limited at present to fragmentary and skeleton 
schemes for maternity benefit and workmen’s com- 
pensation. 

The standard of living, implicit in such facts as these, 
is translated, as tables Iv and v show, into a cereal diet 
and inevitable malnutrition.”® 2038 There is in conse- 
quence widespread underconsumption of animal protein, 
fats, calcium, vitamins A, C and the B, group.?° 5 

For the whole population estimates give the fluid milk- 
supply at less than 1} oz. a day; vegetables at 3 oz. ; 
eggs at 8 per year.’ ‘A balanced diet has been valued 
at about 2s. sterling a week, and is ‘‘ far beyond the 
means of a large section of the population.” 1. ‘“ By and 
large,” the leading authority writes, ‘‘ there is no doubt 
that a high percentage of the population does not get 
enough to eat .. . Enough food takes precedence over 
the right kind of food.” It has been estimated * that 


‘India, before the war, could provide no home-grown food 


for 48 million persons if the balance of the population 
consumed an average of 2800 calories. Aykroyd’s 
estimate ? is that in ‘‘ normal ” times perhaps 30% of the 


(b) A rupee is ls. 6d. sterling, an anna just over a penny. 


of age and over 40.- 


- floor space. 
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population were quanti- 
tatively underfed. is 
the setting in which the: , 
current ‘‘ food shortage,” . & 200 


the worst in 40 years, is & 80 
operating, w 160 
LIVING SPACE er 

ba | 
The following descrip- 9 120 


tion of housing conditions §& 
in Bombay is taken from ~ 


Khandwallah.?¢ § 80 
Pukka Chawls are one- * 69 
room or, at most, two-room N 
tenements. They are more & so 
like warehousing. where 20 


wage-earners live as cheaply 0 
as possible. One-room tene- 
ments are mostly found in 
thickly populated sections . 
of the city . . . The density 
is greater here. Every inch 
of available land is occupied 
by 2 or 3 storied buildings. 
They have narrow frontage 
and excessive depth. Most 
of the rooms lack light and 
air. Gonstruction of the 
chawls is bad. They are built back to back and rooms are 
constructed in the same way ... The floor is damp even in 
hot season. There is a window to a room but mostly remain 
closed to keep out the filthy smell from the gutters, privies, 
stables and streets. This naturally prevents smoke to go out 
as no smoke chimneys are provided . . . very often drains 
overflow or are choked and foul the lanes. All sorts of refuse 
is thrown by the tenants on the lanes and by-lanes which 
become stagnant. Dirty water from gutters overflow into the 
rooms at times when the plinth is too low and makes it 
impossible for the inmates to sleep on. the floors. 

The greatest evil, however,'is the cramped nature of the 
Too many people are housed in much too little _ 
floor space and too many buildings are crowded together and 
there is no privacy whatever.. The condition of these people . 
is unimaginable for those who do not live there. And in such 
rooms the occupants cook, eat, sit and sleep and at times also 
deliver babies ! ! Generally these rooms are 6 feet. by 9 feet. 

. Mostly more than one family live in every room. (c) 
Ground floor rooms are darker and more unhealthy and - 
stinking than the upper floor ones. Most of the rooms have 
not got a bathing place. 

Rents are high compared to the place, accommodation, and 
their wages. They are generally Rs.3 to 5 per month (about 
4s. 6d.—7s. 6d. sterling)... 

Overcrowding is so acute in the city that streets and pave- 
ments are used for sleeping at night. This is a kind of safety- 
valve against housing inadequacies. As we have already 
examined, three-quarters of the City’s population live in one- 
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Fig. 2—Infant mortality in some great 
cities, 1941.%* 4 The rates for India, 
South America, and the United States 
are averages of the three cities with 
thelargest populations. i 


TABLE V—THE PHYSIQUE OF SOHOOL-CHILDREN AGED ABOUT 


137 YEARS * 
- BOYS GIRLS 
Height | Weight | Height | Weight 
in. 1b.) a lb. 

Madras 1939-43 $ a ) ag 6 y CL } 
(Corporation schools) : 

British Association, c. 1880 56 79 56 85. 
(chugren of artisan, towns) 

Glasgow, c. 1906 54 72 54 72 
(poorest schools) : 

Glasgow 1936 57 | 83 58 88 
(averages) -S 

Jarrow 1910-14 54 | 66 55- | 71 
(averages) i = 

Jarrow 1937 55 | 76 56 | 17 
(averages) | : 


* Compiled from various sources.’ °! The rate of growth ot of 
children in subtropical zones cannot be discussed in this paper. 
At 5 years of age the differences in height and weight are of the 
same order as at 13 years. Few a noel feeding experiments 
seem to have been carried out in India. In Madras, an experi- 
ment of very limited scope and duration yielded satisfactory 
results. 


(c) 10, 15 and 20 persons commonly “lived”? in a single-roomed 
te nement, 
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ream tenements. The floor space available for each is not 


more than the space occupied by a mat or 30-40 sq. in. per’ 


person. So at present, i.e. according to the census of 1931, 
800,000 persons sleep on pavements .. . | 
Table vi depicts another aspect of this situation : 
85% of infants born alive belonged to households occupy- 
ing (or sharing) 2 rooms or less ; 90% of infant deaths took 
place in this accommodation (d). The 1941 returns were 
no better; the corresponding figures being 34,000 of 
40,000 births and about 7500 of 8500 infant deaths. 


T BR.INDIA 1939 
. O ENG& WALES 1938 


PERCENTAGE OF ALL DEATHS 


1-15 15-60 


0-1 
- YEARS OF AGE 
Fig. 3—The Indian population pattern.“ 4° 


In Bombay province (1938) the living space in indus- * 


trial areas was 28 sq. ft. per person in Bombay City, 43 in 
Ahmedabad, the mW] town, and 24 in Sholapur.® In 
Mysore, which publishes the most detailed information, 
50% of the urban population in 1943 lived in Jess than 60 
sq. ft. per person, while in Bangalore City, with a popula- 
tion of 250,000, the ratio reached ,75%, and in Kolar 
Gold Fields (population 134,000) 83%.?? 

To complete the picture of Bombay it is necessary to 
“record that the number of inhabitants in 1943 was 124 
per acre. This may be compared with London Admini- 
` strative County (54), Liverpool (27), and Sheffield (13).54 
In Bombay’s most thickly peopled ward the density in 
1941 was 710 which may be contrasted with St. George 
. in the East (London) 238, to the acre, Netherfield 
(Liverpool) 227, West Gate (Newcastle) 150. 

With such standards it is unfortunate that systematic 


research into problems of housing materials and construc- ` 


tion methods is in its infancy. There is neither town 
planning institute nor housing centre, nor any sign of 
-their establishment. | 


THE INDIAN VILLAGE 


The impression must not be gained from what has 
been said that India is an industrial community. This 
` sub-continent is over- 

E whelmingly rural: almost 


BR.INDIA Exc een 90% of its peoples live in 

JAVA (1937) and -around the 650,000 

= villages. Professor - Lal, 

JAPAN of the All India Institute 
ENGLANE & of Hygiene and Public 

USA Health, paints the follow- 


ing picture of rural life *: 


Let us therefore inquire 
what is wrong with our 
villages. The approaches 
are indescribably bad, the 
environs are filthy, the 
houses are badly planned 
and wrongly constructed with poor material. The interior 
of the house, in many parts of the country, may not be 
-quite as bad as the outside appearance would suggest, but 
the accommodation is insufficient, air and light do not find 
an inlet ; the walls and ceilings provide rough surface for the 
spiders to spin cobwebs and for the various kinds of pests 
to harbour. The floors may be unswep and occupied by 


AUSTRALIA 1] 
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RATE 


Fig. 4—Crude death-rates per 1000 popu- 
= lation, 1939.16 19 «3 


(8) The implications of this table cannot be further pursued because 
information is lacking on the constitution of the households and 
the mode of ascription to *“ tenements.” 4 ; 


‘EG BR.INDIA 1938 — 
OC ENG.&WALES 1938 


Fig. S—The pattern of mortality. Distribution 
of deaths by epochs.“ 50 : 


junk which ‘has no right to encroach on the limited space. 
The old charpoi or the torn mattress may be the sole furniture. 
The cooking may be done in the corner of the living room, 
and the anteroom may be shared by man, cattle, and goats. 
The half empty -grain-store and the wretched wearing 
apparels hung on the wall may tell their own story of 
misery. The stern vexatious look of the husband, the sullen 
face of the wife, the filthy, baked, potbellied children with 
sore eyes and visible evidence of chronic cold may breathe 
despair. The village tank may be full of aquatic growth 
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Fig.6—Death-rate of males by ages, 1938.45 


and mosquito larvæ may breed in plenty. The well may 
be half broken, the water may be too dirty to drink. We 
may find ourselves surrounded by beggars. The faces of 
the people around us may betray the handwork of smallpox, 


malaria, leprosy, venereal diseases, and various other non- — 


descript skin and other affections. We may meet some 
clever villagers here and there, but the general level-of intelli- 
gence may be very low and many of the people may be half 
demented and illiterate... | 


For some factual evidence of this environment recourse, 
‘may once again be made to Mysore * where a village 
health survey in one of the units subsidised. by the 
Rockefeller Foundation disclosed ths situation *’: 


TABLE VI—HOMES AND INFANT LIFE IN BOMBAY 1940 


‘‘The huge city which the West has built and abandoned with a 
gesture of despair.” 


Births Infant deaths Oe. 

Nature of Be ae nl epi 
tenement a tered 

r No. % No, y births 

' z { 

“ Roadside ”' 58 O-1 28 0°4 482-8 
1 room & under 25,196 66-6 5487 70:1 217°8 
2 rooms - é766 | 17-9 | 1549 19:8 | 228-9 
3 rooms in 2111 5:6 317 4:0 150:2 
4 or more rooms 1197 3°2 207 2°6 172:9 
No information 2505 6-6 244 3-1 97-4 
Total 37,833 100-0 7832 100-0 | 207°0 


Twenty-five per cent, of the families in this unit had an 

income under Rs.5 per month, 30% had a monthly income of 

Rs.5—10, 25% between 10 to 15 rupees, 10% between Rs.15 to 

20, and the rest above Rs.20 per month. 30% of the families 

had only one room, the rest more than one room. 1:5% of 

the houses were provided with latrines, the rest had no 

latrines. 70% of the houses had no windows and 25% of the 

houses were unfit for habitation. 50% of the houses were 

without drains and in 50% of the houses the cattle were kept 

in living quarters. In 40% of the houses the kitchen refuse 

was stored in the backyard and in 15% it was thrown into the 

streets. In 40% of the houses the sullage water was led into 

the backyard and in 50% it was led into the street. There. 
was very little provision for safe drinking water. In 30% of 
the houses the manure was stored in the backyard and in the 

rest it was sent out to the fields . . .*° | 


PREVENTIVE MEDICINE 


The tropical countries have made immense advances in 
the organisation of preventive medicine. India has 
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contributed her full share in brilliant researches but her 
peoples, as yet, have benefited less than others in the 
East (e) At the turn of the century, according to 
Grant, the decennial death-rates in Asiatic countries 
from smallpox and cholera were ‘“‘ practically the same.” 
In the interim something has happened (table vir) 
despite expenditure on hygiene in - India proportionately 
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little less than in the Philippines or the Netherland East: 


Indies. 


TABLE ‘VII—MORTALITY FROM PREVENTABLE INFECTIONS, 
PER 100,000 POPULATION 


| __- | British Philip- | NE Thai- 
_ Infection | India | Burma) Japan | ‘pines | Indies | land 
Smallpox : l 

1936 .. 30-6 9-2 0°04 0:0 0:0 0:0 

1937 | 16-2 9-3 0-008) 0-0 0:0 0:08 
Cholera | 

1936... | 47:1 6:7 0-0 0-01 —* 21-6 

-1937 -j 29:3 237 0-01 0-01 — 9’ 41°1 


* Not available ; 0:0 in 1930, 1932, 1934. 


Of the 1471 towns in British India only 253 have 
protected water-supplies.*® In Calcutta the annual 
epidemic of cholera is ‘‘traditional.’’“* The death-rate 
from cholera in all India of over 100 per 100,000 in the 
wake of the 1943 famine has already been noticed. 
Deaths from diarrhcea and dysentery in 1941 were 491 
per 100,000 in Madras City, little less in the other 15 

Municipalities of the presidency, and 110 per 100,000 
‘over all India. Typhoid mortality in the three great 
cities during 1940 ranged from 16 to 90 in 100,000 which 
takes us back once again to Victorian England. Rural 
water-supplies and sanitation are of course less protected 

han urban, and there is only too often a general and 
unholy confusion of drinking and cooking with laundry 
. and sullage, human and animal excreta. There is, more- 
over, little tradition of observance of the scanty sanitary 
legislation that has been enacted. Calcutta’s public 
‘health services move from one crisis to another. The 

1944 turmoil over the medieval inadequacy of its refuse 
disposal system was no sooner subdued than epidemic 
smallpox . broke out. Government expenditure on 
hygiene in 1939—41 ?° was about ld. per capita in Madras, 
Bengal, and the Punjab, and about 2d. in Bombay, though 
the towns expend much more substantial sums. 


CARE OF THE SICK 


Medical services depend on-trained personnel ; on their - 


number and quality. India has 42,000 doctors—or 1 to 
approximately 10,000 people. Of these, a third have uni- 

versity qualifications, two-thirds are ‘‘ licentiates ° with 
licences granted after shorter training.’® There are 
perhaps 5000 trained nurses in India, the great majority 
of whom, as might be expected, are employed in the towns. 
It was estimated in 1935 that less than 300 worked among 
the -300 million villagers. The Director-General of the 
Indian Medical Service has recently summarised the 
position 2? in regard to trained personnel (f). 


_ Health workers Actual Necessary 
Doctors bk si oe 40,000 are 300,000 
Nurses sa re Be 7000 °.. 778,000 
Health visitors ` 1000 ii 70,000 
Trained midwives 5000 ; 90, 
Pharmacists 75 100,000 
Dentists 1000 120,000 


What bas also to be remembered, in considering the 
problem of care of the sick, is that domiciliary treatment 
is hardly practicable on account of existing housing 
conditions. As regards hospitals there are 0-3 beds per 
1000 population.®. In England, the pre-war ratio was 5 
(excluding mental institutions); in Japan 1:5, and in 
the USA 9-7. Government expenditure on ‘‘ medical 
relief,” on hospitals and dispensaries, is normally a few 
pence a head. In 1941 it was about 44d. in Bombay 

_and the North West Frontier Province, 3łd. in Madras 
- 3d. in the Punjab, and less than 2d. in Bengal. ; 


“ There are altogether 6500 curative dispensaries and hos- 
pitals in India,” writes Grant, “‘ which can treat annually 


— 


(e) The highly successful anti-rabies service is an exception. 

(f) Discrepancies in the figures will be noted but these cannot be 
avoided in what is often, at best, no more than intelligent 
conjecture by the authorities quoted. : 
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only a total of 35 million new and old patients. The bulk of 


‘medical relief for India’s 400 millions, of whom more than 


80 per cent. live in villages, is still provided through the 
indigenous prescriptive systems of medicine and their 
practitioners.’? (g) a 


Malaria, endemic and epidemic, continues to be the 
most intractable health problem of India, with infections 


estimated at 100 million attacks a year “* and deaths at 


well over a million. The prevention of this preventable 
disease is too complicated.to take up in this paper. 
(The Premier of Assam has recently stated that he 
cannot interfere with destiny.): (h) Pre-war native 
production of cinchona alkaloid was 50,000. Ib. (early in 
1945 increased to 90,000 Ib.) against a consumption of 
200,000, and requirements of 1-14 million Ib.” 48 
Nine-tenths of world supplies came from the Indies, but 
this sorry story has been told often enough in the West. 
The sequel, however, is not so generally Known. - India 
has no. fine chemical industry and manufactures no 
mepacrine. In 1942, with requirements. in the region 
of a quarter million lb. such little mepacrine as did 
arrive retailed at the fancy price of 3s. per treatment. 
Proposals to produce the drug locally, to sell at 
approximately 5d. per course, were prevented by. the 
impossibility of importing certain basic chemicals 
that could not at that time be manufactured in the 


» country (2). 


The position, as it concerns the sulpha drugs, is not 
dissimilar. Sokhey “ points out that these two com- 
pounds ‘‘ could take care of more than three-fourths of 
all major illness in India ”’ (meaning, presumably, illness 
amenable to specific. therapy ; he was writing in the days 


* when hopes of curing plague were high). But the small 


1931 | 
1935-6 
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Fig. 7—Expectation of life at birth (males).2* 14 17 «9 


supply of sulphathiazole that was imported sold at- 


Rs.200 per lb (say £15), the equivalent of about 10s. 6d. 
for each case of plague treated—which is out of touch 
with reality. Local estimates, again based upon the 
arrival of certain basic materials, put the price of 
manufacture at about 30s. per lb, or ls. per treat- 
ment. Sulphapyridine is now (late 1944) selling at 3d. 
a tablet. : i 

Total expenditure on health in India, on prevention 
and treatment, is probably much less than in Scotland. 
The Central and Provincial governments in 1937—38 
spent about 11d. a head on justice, police, and jails, 8d. 
on general administration, 4d. on health services, and 1d. 
on agriculture (fig. 8). Nor was the position better in 
Bengal * in 1939-40 where public security cost ls. Id. 
and health less than 3d. Expenditure on social services 
is growing, but Bengal, which increased its revenue by 
18% between 1936-37 and 1939-40, found herself able 
to spend only 12% more on health.’ 1° | Over all the 
provinces expenditure on health services per capita 
fell from about 3d. to just under 3d. between 1931-32 and 
1939-40. The richest State in India *! spends roughly 


(g) This is not the whole story. One of the most progressive States 
in Indiais now spending half aunillion rupees on an Ayurvedic 
hospital in its principal city which possesses neither an infant 
welfare centre nor a VD clinic. 

(h) An illuminating example occurred recently of the operation 
of the time factor in Indian progress. In January, 1944, it 
was reported that the Public Health Commissioner with the 
Government of India visited Calcutta to investigate the out- 
break of malaria in epidemic form in the city. In this con- 
nexion he visited the Salt Lake area ‘“‘ the reclamation of which 
has beenstrongly recommended...forcombating thescourge.’’ ** 
In the MOH’s account of this problem, 3 years before, it was 

x stated that ‘“‘ various projects of reclaiming the Salt Lakes 
were considered by the Government even prior to 1804... on 
account of the neighbourhood being very unhealthy with a 
large mortality.” ' 

(i) The position has since improved. Mepacrine is now (late 1944) 
available at 9d. a full course-and quinineyat ls. 2d. 


~ Fig. 8—State expenditure on social services 
1938-39,5° 


_ estimates range from 3-9 million.**. 31 
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2łd. a head on public health and 7d: on the royal house- 
holds. (f) ' 


a 
TUBERCULOSIS 


There are in India upwards of half a million deaths 
annually from tuberculosis—mostly pulmonary. This 
is the newest of the graver health problems (table vIr) 
‘and while the infection is not usually eerie n ge in 
| Western minds with 


' 35 agrarian, undeveloped 
- . gy BR. INDIA | countries, it has to be 

30 (CENTRAL & PROV.) remembered that 
O UK.(CENTRAL) India has an urban 

25 population (though 
not of course in- 


dustrial) greater than 
the total population 
of the United King- 
dom. 

When the Calcutta 

rates for 1941-42 are 
broken down it is seen 
that mortality is con- 
centrated in certain 
age-sex brackets (table 
rx). In an investiga- 
tion of maternal 
mortality in Calcutta, 
tuberculosis was found to be responsible for 41% of the 
deaths due to intercurrent disease.®” 
- How many cases there are is pure speculation. Various 
Calcutta is said 
to contain 100,000. . Of Madras, the superintendent of 
a Government Institute was reported recently as 
ollows : ` 


There was no doubt that the disease was rampant in the city. 


Over 11,000 cases were diagnosed in the Tuberculosis Institute 
and 1600 were open cases. This did not include cases diag- 


HEALTH EDUC- AGRIC. POLICE 
ATION & VET. 


TABLE VIII—DEATH-RATES FROM TUBERCULOSIS (ALL FORMS) 
PER 100,000 POPULATION ' 


a Soe _ Rate Rate 
London (1938) .. 12 | Calcutta (1938-42) 240 
Glasgow (1939) .. .. 108 | Bombay (1938-42) 140 
Buenos Aires (1939-41).. 109 | Madras (1938—42) 121 
New York “ Coloured ” Madras Presidency 1941 236° 

(1942) .. s: , 194 (15 municipalities, ) 
l | aynpore we 42-43) ea Zont 

4anore es 
* Pulmonary. t Approx. ' Karachi (1939-41) s.. 200t 
oe | Delhi (1940) .. 200 


nosed by, the general hospitals and private practitioners. If 
these were taken into account it might be that there were as 
many as 10,000 open cases in the city. The incidence was 


greatest between the ages of 20 and 30 and among the poor | 


‘and labouring classes living in congested surroundings .. . 


TABLE IX—TUBERCULOSIS MORTALITY IN CALCUTTA PER 
100,000 POPULATION 7 
Females 


Age (yr.) Males 
10-15 ` 60 46 
15-20 80 200 
20-30 180 500 
30—40 130 320 
60 plus 170 230 


He supported the Mayor’s idea of starting a hospital with at 
least.100 beds... 


Benjamin “ has reported three interesting surveys in 


South India (table x). Surveys m and I were followed 
up and it was subsequently estimated that between 1% 
and 3% were suffering from active tuberculosis. . In the 
suburb, mortality appeared to be around 460 per 100,000. 


TABLE X—INOCIDENCE OF TUBERCULOUS INFECTION 


Adults | Children | Technique 
- : %3 | % E 
1. A rural district .. | 38 | 11 Von Pirquet 
u. A Madras suburb 70 | 41 Mantoux 
Ir. An up-country town | . 65 31 a 


w 


(j) It should be noted that health services are almost entirely a 
provincial or municipal responsibility. In 1941 central 
governmental expenditure on health amounted to less than 
2d. per head of population. . 


. (very approximately) 1 per 100 deaths. This 


\ 
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In social medicine it is axiomatic that tuberculosis 
and high standards of living are inversely related ; the 


more depressed the standard the more difficult it is to 


provide the social and medical services needed to control 
the infection. The report of the Tuberculosis Association 
of India 46 for 1942 provides an illustration (table x1): - 


TABLE XI-——OCARE OF THE TUBERCULOUS IN INDIA 


Clinics A ser 112 
Hospitals and sanatoria .. 66 
Beds in special institutions 4000 
Beds in general] hospitals .. 1207 
Beds in jail ee na ; 737 
There are around 6000 beds in India which work out at. 


may be 
compared with England and Wales (over 1 bed per death) 
and Scandinavia (almost 2). Scotland, with one-tenth 
the population of Madras and probably a lighter load of 
infection, has four times as many beds for tuberculous 
cases. In this setting there appears to be no answer to 
ae Möller, pioneer of modern tuberculosis work in 

ndia :— i 


‘“ What is the use, for example, of introducing compulsory 
notification of all TB cases with compulsory modern treatment 
when the existing facilities for such treatment are completely 


negligible ? ” (x) 


The present policy may be summarised as ‘‘ organised 
home care ’’—‘‘ organised ’’ to meet in some way the 
needs of, for example, 90% of the fresh cases discovered 
by the New Delhi clinic in 1942, who needed institutional 
treatment which was unlikely to be available.*“* Any 
acquaintance with Indian housing conditions suggests 
that this policy is impossible of application in the vast 
majority of cases. The available evidence suggests, 
moreover, that India is in the waxing phase of the process 
of tuberculinisation. 


RECONSTRUCTION 


These brief notes have examined the Indian situation 
in terms most familiar to English readers. They have. 
dealt with only a few aspects of the vast problem of 
disease and malnutrition. To extend this recital to 
include leprosy, blindness,’® hookworm, and the care of 
lunatics would be merely to reiterate the same theme. 

At the base of this whole problem lies the population 
crisis, and although this has been ventilated recently ? 
it has not yet received the attention and study it urgently 
demands. 

It is clear that there can be little hope of health for 
these 400 million people except as part of an epochal 
social transformation, economic and cultural (ł). It 
emerges, however, that more energetic steps to insulate 
the ‘‘ vulnerable ” groups of mothers and children from 
the more glaring deficiencies of their environment are 
radically needed, though to fulfil their purpose they would 


. require the resources of the great cities of the west. 


Meanwhile, it is surely out of focus to suggest that 
India should be a donor to UNRRA instead of an early 
beneficiary. 

It is welcome that there has now arisen discussion of 
plans for the future of India if only because there are 
many indications of accelerating industrialisation. 
(As yet there are but 24 million persons in regular indus- 
trial employment.) Without planning there is every 


. reason to anticipate that insanitary urbanisation, already 


a menace to the people’s health, will increase ; nor can 


‘the enrichment of the countryside be taken for granted. 


Economic advance does not automatically pay dividends 
in welfare, as English experience has made abundantly 
clear. It is to be hoped that the report of the Bhore 
Committee will prove the catalyst in Indian life that 
Chadwick’s writings were a century ago in England. 
The important news is that India has begun to plan. 
Some blue-prints already exist and those drawn up by a 


(k) The ratio of tuberculosis beds to total population varies from 
1 for 200,000 in Assam to 1 for under 20,000 in Bombay, with 
an overall average of 1 for somewhat over 60,000 persons. By 
contrast the position among convicts is considerably more 
favourable. With an incidence and mortality apparently. 
not excessive, the proportion of tuberculosis beds to jail 
inmates works out at more than 1 for 200. During 1943 there 
was a small increase in the number of beds available for the 
general population. f 

(1) 22% of men and 2% of women were literate according to the 
recent census. 


t 
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group of Bombay industrialists ** have attracted atten- 
tion. Their prodigious programme to double the 
national income in 15 years (by which time the popula- 
tion may be well up to 500,000,000) ‘‘ has the modest aim 
of securing a general standard of living which leaves a 
reasonable margin over the minimum requirements of 
human life.” Naturally, the plan has much to say on 


health, but the proposals it makes are too vague to form . 


a basis for discussion. Thus, in the scheme for rural] 


reconstruction, it is,orthodoxly proposed that each village © 


should have a dispensary staffed by a qualified doctor 

and two nurses, one of whom at least should be a trained 

midwife. On the unlikely assumption that many such 

trios of health workers could cover 3 villages instead of 
one, the rural programme alone would absorb perhaps- 
250,000 doctors, 250,000 nurses, and 250,000 midwives. 

This, would require a tenfold expansion of medical 

schools and possibly: a » hundredfold increase in the 

training of nurses (m). 

But consideration of remedies in detail must be 
postponed until reports of the Health Survey and 
Development Committee and the Famine Inquiry Com- 
mission are available. What matters is that India has 
made a start, and that from the beginning its scientists 
are contributing their share. This new mood, too, 
coincides with a quickening of the public conscience on 
social -welfare—among the most effective ‘‘ new mom- 
enta ” in Victorian’ England. This subcontinent of 
India, with its millions of underprivileged humanity, 
now awaits the exploitation of social medicine on as bold 
a scale as human ingenuity and imagination can devise. 


I wish to thank Prof. J. A. Ryle, Dr. J. B. Grant and Prof. 


R. B. Lal for reading the MSS ; friends for various criticisms, 
and Mr. Richard M. Titmuss for much help. 


(m) The present output of doctors in India is 1700 per year, 700 
with university degrees and 1000 licentiates. Granting the 
upgrading of the non-university schools (in itself an enormous 
undertaking) and making little allowance for wastage by 
retirement and death and the claims of the Army, an increment 
of 25,000 qualified doctors for civilian service in 15 years might 
be anticipated. The increment in the United ngdom is 
1000 a year. In the USSR between 1928 and 1941 the total 
number of doctors increased by 67,000. 
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“(Pa following investigations were carried out to 
ascertain whether a suitable dose of penicillin injected 
into serous or abscess cavities would not only act locally 
but would produce a prolonged and effective level of the 
drug in the blood-stream. 

The route in most cases investigated has been the 
pleural cavity but penicillin has also been given via the 
knee-joint, intrathecal space, and abscess cavities. A 
single injection following aspiration, at the rate of 
120,000 units per 24 hours, has been given to adults. 
For children up to.8 years, 1000 units per lb. of body- 
weight per 24 hours was used—an amount which, given 
in divided doses by the intramuscular route, has been 
generally found adequate to maintain bacteriostasis. 

The presence of a bacteriostatic concentration in the . 
blood-stream (or ‘‘ serum inhibition ’’) was tested for by 
the drep-on-slide method (Garrod and Heatley 1944). 
At varying times after administration, blood was collected 
from the dried lobe of the ear, under strictly aseptic 
precautions, into capillary tubes. The latter -were 
sealed at both ends in a flame—care being taken not to 
heat the blood—and centrifuged after clotting had taken 
place. <A drop of serum was withdrawn with a micro- 
pipette, placed on a microscope slide, inoculated with 

sigth to y th of its volume of a trev suspension of a 
16-24 hour broth culture of the Oxford strain of Staphylo- 
coccus aureus (NCTC, no. 6571), covered with a cover-. 
slip, and sealed with paraffin wax and soft paraffin. <A 
control of the patient’s serum when not under the 
influence of penicillin was set up in the same way along- 
side the sera to be tested. The slide was incubated at 
37° C and examined after 12, 24, and 48 hours’ incubation. 

Complete bacteriostasis was taken to be represented 
by absence of visible growth in the drops throughout the 
48 hours. Partial bacteriostasis was recorded when 
colonies of staphylococci appeared in considerably fewer 
numbers than half those found in the control’at any 
period of incubation. Occasionally some minute colonies 
appeared after 12 hours but disappeared after 24-458 
hours’ incubation ; these results were also read as partial 
inhibition. 

PLEURAL ROUTE 


Au the pleural cavities injected gave evidence of 
bacterial infection with the exception of one hemothorax, 
and one where there was a sterile pleural effusion, pre- 


* With a grant from the Medical Research Council. 
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THE LANCET] 
sumably tuberculous in origin. Table I sets out the 
serum inhibition found in 16 cases at 24 hours and later, 
after a single standard 24-hour dose. The inhibition 
was also investigated at varying intervals from half an 
hour after injection onwards, and, though it was not 


possible to take tests regularly on every case, sufficient 
were done to show that bacteriostasis was usually present 


throughout the experimental period. Sometimes it 


7 


_ lung left in situ (case 3, table I1). 


RATE OF EXCRETION(units per hr) 


disappeared temporarily while the patient was sleeping, 
possibly because he was not expanding his lungs well. 
In most of these cases the results were confirmed after 
several separate injections of the same dose. In two 


ae cases, where bron- 
Re 4 chopleural fistulæ 
SS: t2 tt were present, read- - 
33S . BLOOD TIT ings did not agree (see 
O53 19} table 1), In case 1. 
ase 8 corroborative evi- 
R25 6 dence that penicillin 
Sèh was circulating in the 
Row 4 blood was sought by 
au 2 testing the urine: 
i å each of six samples 


collected at regular 
intervals throughout 
the 24-hour period 
gave, with the cylin- 
der-plate method 
(Heatley 1944), large 
zones of inhibition. 
Pleural exudates 
collected at the next 
aspiration were also 
tested by this method. 
It was subsequently 
found that a small 
ring of inhibition 
might be produced by 
pleural exudate , in- 
dependently of the 


; i l l l 
URINARY EXCRETION 
! 


N o Db 
o o O 
© Ò © 
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S 12 16 20 24 28 32 36 


4 8 
HOURS AFTER DOSE 


Fig. i—Penicillin In blood and urine after 
intrapleural injection of 120,000 units. 


` Case A.>-Left-sided empyema. ` 


"Volume of effusion ee ... 224 ecm. presence of penicillin, 
Total’ penicillin injected (in 20 so -those readings 
etal excreted in urine in 24 laces have been assumed 
ours ai Mi . ... 37,000 units to indicate its pre- 

Residual penicillin (approx.) in -sence only when the 
pleural exudate at end of 24 ring produced was 
hours des ; . 37,000 units 


more than 20 mm. in 
diameter or when the 
exudate was diluted 
; 10 or more times. 

- With the dose prescribed, penicillin passed out of the 
pleural space into the blood-stream fairly steadily for 24 
hours at a rate that maintained a bacteriostatic level in 


(167 unies/e.em.) 


Urine could be collected from this patient only 
„at long intervals.) 


the blood. This occurred irrespective of the estimated 


size of the cavity or the presence of sterile, acutely in- 


_ flamed, or granulating walls, or even—on some occasions 


—of a bronchopleural fistula. The blood-level after 24 

hours was too inconstant for a systemic effect to be 

relied on, though an ample concentration to act on the 

ma of the cavity was often found after several more 
ays. 

It was hoped that doubling the dose might also double 
the time during which the drug would act systemically. 
ae I records the results obtained when this was 

ested. í l 

It will be seen that, after intrapleural injection of 
240,000 units in clinical conditions similar to those of the 
first group, serum inhibition, though not constantly 


found at 48 hours, lasted near enough to this period for 


practical clinical purposes. An exception occurred in a 
case of inoperable new growth, where thoracotomy only 
was performed and the chest was closed with the entire 
In such a case little 
cavity could have remained after the thorax was closed. 
The urine was again tested in one case (case 4, table 11), 
and undiluted’ produced a large ring of inhibition 72 
hours after the injection. 

Two cases, one with an inflammatory exudate and 
another with a transudate, were injected with 300,000 
units in an effort to prolong the length of systemic treat- 
ment to 3 days, but neither gave evidence of bacterio- 
stasis in the blood-stream at the end of this period, 
although in one ‘case the urine, in a dilution. of 1 : 100, 
produced a large ring of inhibition at this time. 


- almost complete 


z . 
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At the end of these trials, a more detailed ‘study of the 
penicillin content in pleural exudate, serum, and urine 
was possible (figs. 1 and 2). Two separate empyemata in 
adults, one left- and one right-sided, were treated with 
120,000 and 240,000 units. The inhibitory power of the 
serum was measured by the drop-on-slide method used 
semiquantitatively. Twofold dilution series of the sera 
were made, but an approximate interpolation has been 
attempted, the points on the graph being the estimated 
dilution at which the ‘‘ Oxford ” strain of Staph. aureus 
would just be completely inhibited. | 

Urine was assayed by the cylinder-plate method, each 
assay value being derived from four zone measurements. 
Re-assays of some samples on successive days agreed well. 
In figs. 1 and 2 the average rate of urinary excretion has 
been plotted against time, the area under the curve 
therefore giving the amount excreted. The pleural 
exudate was assayed in the’same way both after simple 
dilution and after extraction through amyl acetate into 
buffer (Garrod and Heatley 1944). Correlation of the 
total amount of penicillin in the pleural cavity with its 
concentration in blood and urine was found impracticable 
for the following reasons : 


(a) Different samples from the same aspiration might possess 
different concentrations of penicillin. 

(>) The size of the cavity was impossible to gauge accurately — 
e.g., a cavity from which ‘1000 c.cm. was aspirated at first 
contained only 90 c.cm. at the next aspiration. 

(c) It was not always possible to be sure that aspiration had 
completely emptied the cavity, though this was counter- 
acted somewhat by measuring the amount removed subse- 
quently when the cavity was drained. 


Only an approximate estimate, therefore, of the total 


. amount of penicillin remaining in the cavity at the end of 


the experimental period could be made. Figs. 1 and 2 
set out the results obtained in these two cases. 
In the first case, an inhibitory concentration was found 
in the blood-stream throughout the 24-hour period, and 
there was still a considerable amount remaining in the 
pleural cavity. In the second case inhibition only lasted 
continuously for 36 hours, but since it was again found at 
44 hours, enough penicillin must have been present in the 
pleural cavity during this period to pass into the blood- 
stream in a detectable concentration under suitable 
conditions. The 40 
hour sample was 
taken at 2 AM, when 
the patient was 
sleeping, and this 
may account for the 
absence of inhibition 
in the blood, since 
at 44 hours, when 


TEST ORGANISM 


bacteriostasis: had 
returned, he was 
awake and more 
active. The tempo- 
rary decrease in 
blood titreisreflected 
in a corresponding 
decrease‘in urinary 
excretion: the same 
effect is shown in 
case A. 

The following 
comments may be 
made on the results 
in these two cases: 


(1) A concentration 
of 167 units per c.cm. 8 
in the pleural cavity 1 
was sufficient (in the 
first case) to produce 
detectable serum in- 
hibition, whereas a 
concentration of 45 
units per c.cm. (in the 
second) did not do so. 

(2) The rate of ex 
cretion in the urine 
at the time when 
serum inhibition had 


ESTIMATED DILUTION _ , 
OF SERUM JUST INHIBITING 


P) 
© 
© 
© 


URINARY EXCRETION 


2080 units 
excreted 
between 48 


RATE OF EXCRETION (units per h 
N & a @ 
“Ss 8 8 84 
o Oo =) >] 


© 


0 20 30 40 
HOURS AFTER DOSE 
Fig. 2—Penicillin in blood and urine after intra- 
pleural injection of 240,000 units. 


Case B:—Right-sided empyema 
Volume of effusion ate ao Ras 
Total penicillin injected (in 20. 
.. 240,000 units 


80 ¢.cm. 
ecm.) ... wt ar ae 

Total excreted in urine in 48 

ours... “io oe ..- 279,000 units 

Residual penicillin (approx.) in 

pleural exudate at end of 48 

hours . 8100 units 


R “(45 units/c.cm.) 
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nearly disappeared was of the same order in both cases— 
300 to 600 units per hour. ; | 


¢ 


OTHER CAVITIES 


Less extensive trials have been carried out on the knee-joint 
and intrathecal space and on abscess cavities (table Iv). 
Intrasynovial injection into an intact knee-joint (case 1) 


resulted in inhibition for little more than 13 hours after the . 


first dose, but after the second, when presumably there was 


already some residual penicillin in the joint space, inhibition 


continued considerably longer. 

The somewhat inconsistent results obtained in the hæmar- 
throses may be due to associated trauma allowing leakage out 
of the synovial cavity via fractured bone or soft tissue, since 
these patients were all battle casualties. 
able amount of penicillin was still being excreted in the urine 
between 24 and 27 hours after the injection of 120,000 units, 
though detectable bacteriostasis in the blood-stream had 
disappeared after 7 hours. 

Intrathecal injection was tried in 3, cases—2 with inflam- 


matory conditions of the meninges and one where circulation 


of the fluid must have been impaired. The duration of serum 
inhibition however agreed fairly closely. , . 

An attempt was made to judge whether the slow absorption 
found in all these cases was a specific property of synovial 
membranes or would apply to any space within the body. 
The following two tests bear on this point. | 

An injection was made between the pleure in one case with 
pneumonia where no cavity was found (case 10, table rv). 
The absence of cough or stained sputum and the ease of injec- 
tion appeared to indicate that the injection was made into the 
pleural space. The short period of serum inhibition is in 
striking contrast to its length in those cases where injections 
_ were made into a definite cavity. 


A second test was carried out on a breast abscess (case 9, | 


table 1v). This cavity was considerably smaller—25 c.cm.— 
than the empyemata and yet serum inhibition appeared in the 


TABLE I-—INHIBITION AFTER INTRAPLEURAL INJECTION OF 
PENICILLIN f 


100,000-120,000 units, or its equivalent in children, in 16 cases 


' = ‘Inhibition (hours after ' 
; a : : D dose) 
= T f A a T8 Bis 
ype o ge O + Eee 
A case in yr. | effu- aq - In serum |” Pleural 
3 sion | 8 ` ex. 
> l \(c.cm.)| © EEEF Den 
| 24 |30-36'40-48| 24 | 48 | 96 
1 | Post-pneumon-| 50 160 |105] + +/|+* 
ectomy effu- 
sion (inf.) 
2 | Post-thoraco- > 30 ? 120] + + 0 ; 
tomy transu- 
date (st.) 
3 | Heemothorax 26 390 |116| + 
4 »  (inf.)t 8 700 | T5|+4t] + | + + 
5 | Effusion (st.) 22 1000 |120| £) + 0 + | + 
6 »  (inf.) | 53 500 |105| + i + + 
7 bx: ae 46 400 |12014| + aa: 
8 Empyema 47 390 |120| +) 0 0 . + 
9 oe 74 140 |120| + as 
10 » 40 56 |120| Æ| 0 0! + 
11 ot 6 30 |120} 4/ 0 0O jait 
12 i 8 56 | 6o| Æl ie 
13 J 4 | 196 | 45/4] 0 ac: 
l i 
15 .” 1,°5 56 21] + = i 
16 i L: 45 | 10] + | 


0 = no dare oar ere ated 
= Inhibition in undiluted serum. 

In serum | 4 = Partial inhibition in undiluted serum. 
In pleural exudate + = Ring not less than 20 mm. in diameter, 

undiluted ; or ring present in dilutions of 1 in 10 to 1 in 10,000. 
Inf. = infected, st. = sterile. : 
*Also + at 9 days. tNo inhibition on another occasion. 

ł Bronchopleura!] fistula. e 

< 


In case 4 a consider- - 
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blood for much longer than would be expected. from analogy 
with intramuscular injections. l : 


DISCUSSION 


A considerable body of evidence has already accumu- 
lated on the persistence of penicillin in thecal and pleural 
spaces, and in abscess cavities for periods of 24-48 hours 
and even longer (Rammelkamp and Keefer 1948, Garrod 
1944, D’Abreu, Litchfield, and Scott Thomson 1944, Cairns, 
Duthie, Lewin, and Honor Smith 1944, Tillet, Cambier, 


TABLE II—INHIBITION AFTER INTRAPLEURAL INJECTION OF | 


PENICILLIN 
200,000-—240,000 units in 8 cases 
| Inhibition (hours after. 
e ose a 
aa) 
A Type of | | 48 of ef- |, Po aw 
© in ~ n lin 1000 ‘In pleu- 
a | case | yr (oon units a a a Tal ex. 
| | 24] 30 se al a E 
i ee ee, em a ne | a oe fee | | a | ef ee 
1 pod notad. 55 ‘4 240 | #/.. + | 0 O' +] & 
, ectomy trans- thorax 4 
udate (st.) . | | 
| i 
2 | Post-lobectomy| 21 |- ? 225 + 0i +] & 
| transudate (st.) g os 
3 | Post -thoraco-/| 63 ? 240 | +! 0 . 0 
tomy transu- ' - 
ate = ; ; ' 
4 | Effusion (int.) | 37 | 500 | fo teal 
5 y » | 64 | 390 | 240 | +]..]..) +) + itt | ee 
6 | Empyema,, |52 | 556 | 240 itt + 0 +] 0 
7 $ „ - | 64 | 180 | 240 + + ee +). 
8 a » |57] 200 | 200 | +) + +00 + 


Abbreviations as in table I. J Also + at 7 days. - 


and McCormack 1944, Roberts, Tubbs, and Bates 1945, 
&c.). Passage from blood-stream into cerebrospinal, 
pleural, and peritoneal fluids has also been investigated 
and its lower concentration in these noted (Florey and 


Florey 1943, Rammelkamp and Keefer 1943, Fleming 
- 1943, Rosenberg and Sylvester 1944, Cooke and Goldring 


1944), with the result that treatment by a combination of 
local with intramuscular. or intravenous injections has 
been adopted whenever both local and systemic treatment 
were indicated. | ens 
The purpose of the investigations described in this 
paper has been to study the reverse process—passage 
from local space into the blood-stream—in the hope that 
both local and systemic treatment might be combined in 
one method of administration. Rammelkamp and 
Keefer (1943) noted a detectable concentration in the 


TABLE IN—INHIBITION AFTER INTRAPLEURAL INJECTION OF 
l PENICILLIN 


300,000 units in 2 cases | 


[e] 


Inhibition (hours after 
dose) 


© 

P= Size 

o Type of Age eftu- 

2 case ` sion In serum | In pleural ex. 

6 -| YT (e.cm - 

24 48'72|72| | Later 

l | Post-pneumo- | 54 60 PE l 0 | +* +tat 5days 
nectomy ef- | 
fusion (inf.) | 


i | 


2| Empyema | 21 | 500 | 300 + + 0 re +tatddays 
4 | 


* Ring present in dilutions up to 1 in 1000. - 
t Ring present in dilutions up to 1 in 500. inf. = infected. 


blood for'a few hours after single intrathecal, intra- 
pleural, and intrasynovial injections of 10,000 units. 
It appeared reasonable to assume that the slow absorp- 
tion from these cavities could be made use of to maintain 
a bacteriostatic level in the blood-stream for along period, 
provided that a large enough initial dose was injected. 
The amounts actually used satisfied the requirements 
in the case of the pleural cavity. Though it is realised 
that physical factors, such as surface area and shape of 
cavity, thickness and congestion of walls, viscosity of 
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TABLE IV-—-SERUM INHIBITION AFTER INJECTION OF | 
PENICILLIN INTO VARIOUS CAVITIES 


~~ 


Inhibition 


Case . Route of 
injection 


: -| Dose in 
no. Type ofcase |1000 units 


a at 
(hours) | (hours) 


Co ead 


1 | Knee-joint | Non-purulent 


pieuræ 


120 (et 13 16 
streptococcal (2nd) 20 - 24 
. arthritis | 
2 5 » | Purulentstrepto-/ 120 24° 
| ; coccal arthritis l 
3| „ —»„ | Hemarthrosis |100 (ist) | 18 k 
4 99 99 »9 100 iy) 12 20 
g 5 99 as 9 = 100 ry) 7 ' 8 
6 | Intrathecal} Pneumococcal | 15 (ist) 15 | 21 
l space ~ - meningitis 
(infant) 
7 F Tuberculous 120 12 20 
meningitis 
8 o» Cerebral tumour | 120 (1st) 16 | 20 
9 | - Abscess Breast abscess | 120 . 12 | 24 
` cavity | | 
10 Between |. Pneumonia 120 2 i 6 


* Partial inhihition only. 


exudate, &c., must to a certain degree influence. the rate 
of absorption and the blood-titre, yet, for the arbitrary 
but convenient times specified, these factors may 
apparently be neglected from the point of view of clinical 
application. In conditions where aspiration’ must be 
performed, the main justifications of the method are the 


greater convenience of administration and the lessened — 


_ discomfort to the patient. l 

So far as other cavities are concerned only an indica- 
tion has been given of the possibility of systemic treat- 
ment via local injections. ` 

The clinical application of these findings has already 
‘been carried out, and, with respect to the pleural cavity, 
will be described in a later paper. It is sufficient to state 
the conclusions here that the injection of large doses into 
pleural or joint spaces—once every 48 hours in the former 
and once every 24 hours in the latter—has been effective 
in (a) the prophylaxis of postpneumonectomy infection, 
and (b) the treatment of pneumonia, pyæmia, osteo- 
myelitis, and streptococcal arthritis when accompanied 
by pleural dr synovial effusion. 

In the cases receiving intrathecal injections the semi- 
comatose condition of the patients prevented any minor 
untoward effects from being noticed. There were 
however no fits, no loss of reflexes, and no gross changes 
in the temperature and pulse curves which could be 
directly attributed to the injection of these concentrated 
solutions. At present, when brands of penicillin vary 
considerably in purity, this treatment cannot be recom- 
mended -until there is sufficient evidence to- decide 
whether or not such concentrated solutions will harm the 
_ central nervous system. If they do nòt, it might be 
practicable to carry out systemic treatment for mening- 
itis by a dual method. Intrathecal aspiration and injec- 
tion could be performed in the evening, obviating the 
disturbance from intramuscular injections during the 
night, leaving only 8-12 hours of the day for the blood- 
level to be maintained by intramuscular administration. 

Successful systemic treatment via an abscess cavity 
was carried out in a case of streptococcal septicemia 


with multiple foci -of osteomyelitis. 'Three-hourly 


injections, made through a small tube leading into a 
cervical abscess, maintained a constant inhibitory level 
in the blood-stream, and the patient—a diabetic— 
recovered from her grave condition. Had the knowledge 
obtained from the breast abscess experiment been 
available at the time, doses could have been larger and 
more conveniently spaced at longer intervals. 


i SUMMARY 
Injection of 120,000 units of penicillin into a pleura 

cavity, after aspiration of an effusion, ensured a bacterio- 

static concentration of the drug in the blood-stream for 


Present | Absent 


1. Campbell, J. M. Brit. J. Surg. 1944, 31, 286. 


24 hours or more ; 240,000-units produced a similar effect ` 
for about 48 hours. | | 
Injection of 120,000 units into two intact but infected 


| knee-joints produced the same effect for at least 13 hours 


in one case and 24 hours in the other. 

Injection of 120,000 units in 2 adults, and its equival- 
ent in an infant, into the intrathecal space produced the 
same effect for about 15 hours. 

The protracted systemic effect due to slow absorption 
does not appear to be an exclusive property of serous 
membranes, but is also associated with cavities in the 
body not lined with such membranes, such as abscess 
cavities. ey on ts ; , 

Cliniċal application of these findings has already given 
good results. i 

We wish to thank Dr. Horace Joules, medical director of the 
Central Middlesex County Hospital, Dr. John Humphrey, and 
Miss M. E. Smith for providing facilities for carrying out a 
large part of the work and for their assistance with it. Mr. L. 
Fatti, Dr. Avery Jones, Dr. A. Cooke, Miss Honor Smith, and 
Prof. L. J.. Witts also kindly allowed investigations to be 
carried out on their cases. Mr. L.. H. Truelove assisted with 


the later part of the work. Dr. M. A. Jennings gave advice 


on the text. : i , 
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ON SULPHADIAZINE DYSURIA 


R. P. JEPSON _ C. W. M. WaHitry 
M B MANO. \ x BM OXFD e 
CAPTAINS RAMO. ' 


Erom a Neurosurgical Unit. 


THE clinical picture and pathological findings in cases 
of kidney dysfunction from sulphapyridine and sulpha- 
thiazole poisoning are well recognised. A review of 
8 such cases of sulphathiazole origin was recently given 
by Campbell. During the treatment of some 450 
penetrating head wounds with sulphadiazine, an 
opportunity arose to study the dysurias occurring with 
this drug. a l 

DOSAGE 


To maintain an adequate concentration of the drug in 


blood, and especially cerebrospinal fluid, during the 


period following brain wounds, when risk of brain and , 


meningeal infection was high, the following routine 
-course was used. | es 


After an initial 3 g. intravenously, 3 g. was given by 

`- mouth 4-hourly for 48 hours, then 6-hourly for a further 

48 hours. In the first 40 cases so treated, sodium bicar- 

bonate gr. 20 and sodium citrate gr. 20 were given with 

each dose of ‘' diaziné.” No special attention was paid 

to fluid intake apart from maintaining an average daily 
intake of about 8 pints. 


In this series there were 6 cases (15%) of poisoning. © 


This comparatively high incidence caused us to review 


the alkali and fluid intake, and thereafter, in a further 
series of 410 cases, with each dose of diazine, sodium 
bicarbonate gr. 40, sodium citrate gr. 30 and 10 oz. fluid 
were given, and a minimum total fluid intake of 10 pints 
in 24 hours was aimed at. In this series a further 11 
(2:5%) cases of dysuria occurred. 

In 14 of the total series it was necessary to prolong 
the dosage of 3 g. per 6 hours for periods from 1 to 4 
days after the usual full 4-day course. None of these 
patients developed dysuria. ` | 

In a further 18 cases of the total 450, the patients’ 
degree of responsiveness was such as to preclude giving 


the drug by mouth or Ryle’s tube. 


` 
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In these the following routine was observed. 


_ Glucose-saline intravenously at the rate of 1 bottle 
(540 c.cm.) per 4 hours was given. To alternate bottles 
5 g. of Squibb’s ready-sterilised powdered diazine was 
added. For every third bottle of saline 1 bottle of a 

` sterile solution of 4% sodium bicarbonate and 4% sodium 
citrate was substituted. 


None of these cases developed dysuria, or the urinary 
changes associated with it—a more informative finding 
in the unresponsive patient. | 


CLINICAL FINDINGS © 


The clinical and urinary picture of dysuria was early 
impressed on us. It conformed largely to: what has 
already been described with other sulpha drugs. The 
onset was usually 48-72 hours after starting the course ; 
however, 2 cases occurred 24 hours after its cessation 
and 1 about 36 hours after. The commonest first 
symptom was intense abdominal pain (often so severe 
as to demand immediate ‘Omnopon’ and scopolamine), 
sometimes simulating renal colic in type and distribution, 


sometimes referred to the hypogastrium suggesting an . 


acute cystitis, and less commonly simulating a small- 
bowel colic. 
either bilateral or unilateral, was’always present. The 
urinary history was always one of oliguria : sometimes no 
water had been passed for 6-24 hours previously, some- 
times smal] quantities had been recently voided with 
strangury ; more commonly strangury was associated 
with hypogastric pain. In most cases there was no 
evidence of a full bladder, but in 8 the bladder was 
palpable 2 to 3 in. above the symphysis. Certain con- 
stitational changes also were noted, though not con- 
stantly. Vomiting, either associated with or shortly 
preceding the dysuria, was a feature of 8 cases. Onset 
or increase of headache was a fairly constant complaint. 
Consciousness became increasingly clouded in those 
cases where such clouding was a presenting symptom 
of the head wound. Pallor with slight facial cedema of 
the type seen in nephritis was sometimes observed soon 
after the dysuric symptoms, and in one case was 
remarked on before their onset. . ~ 


"- URINE 


Routine urinary examination, including pH and micro- 
scopy, in all cases, 24 and 72 hours after the start of 
diazine therapy, was undertaken when facilities were 
available. Some 90 cases were so examined. All cases 
with dysuria had immediate urinary examination as 
soon as specimens were obtainable. 

There were three constant urinary findings. These 
were an acid pH, blood-cells in the urine, and a deposit 
consisting chiefly of amorphous crystals. There were 
in addition a small number of brown crystals having the 
shape of two opposing segments of a circle, the segments 
being radially striated. .Blood-staining was usually 
recognisable to the naked eye as a pink discoloration, and 
occasionally in a poorly responsive patient this would be 
noted before the onset of other symptoms. The urine 
was invariably acid. | DO 
`- In no case of definite dysuria was the pH more than 
6-5.. Moreover the incidence of sulphadiazine deposit 
without symptoms was itself very rare in urine of greater 
pH than this; 4 cases of this type were found, the pH 

eing 6:5, 7-0, 7-5, and 6-3. It is probable that others 
of this sort were missed in the absence of routine urine 
microscopy. It seems that the likelihood of sulpha- 
diazine dysuria, even with heavy dosage, is minimal] if the 
urinary pH can be maintained at 7:0 or over. This 
reading was established in 68 ‘of the 90 cases tested, and 
in some. of those, where the pH was lower, doubts were 
legitimately raised as to the amount of alkali actually 
taken. It is of interest that no symptoms of alkalosis 
were noted in these cases despite the heavy alkali intake. 


TREATMENT 
If the syndrome is recognised early the basis of treat- 
ment is the withdrawal of the offending drug and the 
production of optimum conditions for the rapid forma- 
tion of large amounts of alkaline urine. 
_ The method we employed was to put up an intravenous 
drip of 4% sodium bicarbonate and 4% sodium citrate, 1 
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bottles, in 12 hours. If intravenous alkali is not available 
no delay should be made in setting up a rapid intravenous 
drip of saline or sodium sulphate, and pending the preparation 
of intravenous alkali, this should be given by mouth, sodium 
bicarbonate gr. 30, sodium citrate gr. 30, hourly, until the 
production of an alkaline urine. Glucose-saline alone, with 
alkali by mouth, will sometimes clear the condition. In the 
last 12 cases intravenous therapy was all that was needed to 
produce a flow of alkaline urine in 6~12 hours, and the patients 
made an uninterrupted recovery. 


In the first 5 cases, when we were less familiar with the 
syndrome, ureteric catheterisation was undertaken. 
In 4 cases both ureters were found blocked by ‘sludge, 
which on microscopy. proved to be red blood-cells, 
epithelial debris, and diazine deposit. . In the fifth case 
the block was right-sided only. ae, A 

_In 5 of the series blood-urea was estimated. ‘Of these 
5, 3 had ureteric catheterisation performed with the 
finding of bilateral block, the blood-ureas being 250 mg., 
200 mg., and 67 mg. per 100 c.cm. The other 2, which 
did not have catheterisation, showed readings of 97 mg. 
and 130 mg. per 100 c.cm. In both these cases blood- 
ureas 24-48 hours after the usual intravenous therapy 
showed values of 30 and 37 mg. respectively. These 


results suggest that even with a raised blood-urea and . 


presumed mechanical ureteric block, the intravénous 
therapy is sufficient to re-establish urinary flow. 
ever, if the clinical condition suggests a raised blood- 
urea, confirmed on estimation, and intravenous fluids 
do not produce a reasonable urinary output in 12 hours, 
catheterisation should undoubtedly be considered. A 
rising blood-urea after the inception of intravenous 
therapy—an improbable event in our opinion—would be 
an indication for immediate catheterisation. It should 
be emphasised however that this is never a substitute for 
intravenous therapy. | | 


POST-MORTEM FINDINGS 


One patient in this series died of a brain abscess, $ 
days after urinary flow had been re-established. He had 
had a blood-urea of 200 mg. per 100 c.cm. and catheterisa- 


_ tion had shown a bilateral block. Macroscopically the 


bottle (540 c.cm.) to be followed by glucose-saline, 5-6 


kidneys were of normal size and colour. ‘The pelves 
contained a small amount of sludge similar to that found 
on catheterisation, and there were subepithelial ecchy- 
moses in each. On section the tubules and glomeruli 
were normal, except for a few red cells seen in occasional 
glomeruli. 

In several other cases dying during the course. of 
diazine therapy, a similar sludge was noted in the 
kidney ‘pelves. These patients had not had clinical 
dysuria, and no urinary microscopy had been done. 


SUMMARY AND CONOLUSIONS 


In a series of 450 head. wounds treated with high 
sulphadiazine dosage’ 17 cases of dysuria were seen. 
The incidence bears a close relation to urinary pH; no 
case occurred with a pH of over 6:5. No sulphadiazine 
deposit was found in any urine. examined with a pH of 
over 7-5. Neither total dosage nor length of-adminis- 
tration appears to affect the incidence. ` 

The: clinical picture is clear-cut: intense abdomina} 
pain with loin tenderness, oliguria, and bloodstained 
urine are the presenting symptoms. 

Prophylaxis depends on the control of urinary pH and 
output. Treatment is by intensive intravenous fluids 
with alkalis. In only 5 cases was ureteric catheterisation 
done, and it was probably necessary only in 2. None of 
these cases was fatal, though 1 died of other causes 
shortly after urinary symptoms had cleared. 


Our thanks are due to Major R. V. Facey and his laboratory 
staff for the. pathological investigations, done often despite 
the heavy pressure of other work, and to Lieut.-Colonel C. J. 
Cellan-Jones, who performed 2 of the ureteric catheterisations. 


Assay OF DIGITALIS AND STROPHANTHUS.—The Laboratory 


of Hygiene, Department of National Health and Welfare,’ | 


Ottawa, has adopted a cat method for the assay. of digitalis 
and strophanthus preparations in place of the previous frog 
method. The cat method will be used for the enforcement of 
regulations under the Food and-Drugs Act from Oct. 5, 1945. 


How- ' 


. 


_ 
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A NUMBER of cases have now been reported in which 
organisms identified as Pasteurella septica were isolated 
from wounds caused by animal bites. _ These cases have 
all shown a more or less common clinical pattern of acute 
onset of pain and swelling following the bite and a 
curiously indolent subsequent course, often with necrosis 


of underlying bones and the formation of abscesses. ~ 


Most of the recorded cases have required wide surgical 


incision but have thereafter slowly recovered. Cats have `; 


generally been responsible for this infection, but Boisvert 
and Fousek (1941) reported Past. septica infection of a 
rabbit-bite ; and AJlott and his colleagues (1944), whe 
published the first reports in this country of similar cases, 
included three dog-bites in their series. This note 
records another case of Past. septica infection which 


. followed a cat-bite. 


ra CASE-HISTORY ~- 


A man, aged 57, was treating a sick cat when he was bitten 
over the terminal interphalangeal] joint of the right index 
finger. Next morning the finger was red and swollen, and his 
doctor prescribed fomentations and a full course of sulphon- 
amides. There was little improvement after a fortnight, and 
he was admitted to hospital for surgical treatment. The 
appearance of the finger suggested a tendon-sheath infection, 
but against this was the relative lack of pain on movement and 
the absence of- constitutional disturbance. An X-ray film 


‘showed necrosis at the base of the terminal and the head of 


the middle phalanx. At operation there was no superficial 


pus, but some loose granulation tissue was found near the — 


tendon'sheath, and a scraping of this was sent for bacterio- 


logical examination. The tendon sheath was cedematous . 


but did not contain frank pus. The finger was.packed with 
sulphonamide-impregnated gauze and immobilised in plaster, 


- and the wound finally healed a month after the operation. 


1 


demonstrable. 


“Two months after the original injury, X-ray films showed 
rarefaction of the adjacent parts of the two distal phalanges, 
with absorption of bone on the anterior surface of the terminal 
phalanx and diminution of the joint space. There was resi- 
dual stiffness of the distal interphalangeal joint. Cultures of 
the granulation tissue removed at operation yielded a. gram- 
negative coccobacillus which has since been identified as 
Past. septica. It was unfortunately not possible to attempt 
the isolation of a similar organism from the cat’s respiratory 
tract, because the animal was destroyed by its.owner shortly 
after the accident. | i , 

BACTERIOLOGY 


Morphologically, this organism, the laboratory number of 
which was E 8002, consisted of short, rather ovoid rods, 
ig in length, arrarfged singly and in pairs. A few elongated, 
almost - filamentous forms were present in most cultures. 
There was a suggestion of bipolar staining. It was gram- 
negative and non-acid-fast. No spores and no capsules were 
The organism was non-motile when tested 
after varying periods of growth at both 37° and 22° C, 


- Cultural characteristics.—On primary isolation, growth was . 


obtained only on enriched media, but later subcultures grew 
readily on ordinary agar plates. Cultural appearances on 


_ various media were as follows: 


Horse-blood agar plates.—After 18 hours’ incubation at 
37° C, there were low convex, transparent colonies 0-5 mm. 
in diameter with a smooth mirror-like surface and an entire 
edge; greyish-brown by reflected light ; butyrous in con- 
sistency and readily emulsified ; no hemolysis. After 2 days’ 
incubation, colonies were up to 1:5 mm. in diameter, and 
were differentiated into a raised centre and a flat peripheral 
zone. After 4 days’ incubation, the medium was slightly 
cleared and browned. l 

Gelatin stab.—7 days’ incubation at 22° C gave a filiform 
growth without liquefaction. 

Broth.—2 days at 37° C gave a good growth with uniform 
turbidity and a slight deposit. After 5 days there was an 
abundant deposit which swirled up but was not disinte- 
grated on shaking. Slight ring growth at the surface. 

MacConkey plate.—No growth after 3 days at 37° C. 
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Metabolism.—Growth was equally good aerobically, anaero- 
bically, and in an atmosphere containing 10% CO, when large 
inocula were used. When tésted, however, with small inocula 
of about 20,000 organisms on agar slopes, it was found that 
anaerobic conditions were necessary for the initiation of 
growth. The optimal temperature was 37° C; growth was 
very scanty at 22°C. Growth was improved by the addition 
of blood but not appreciably by serum. | , 

Biochemical reactions.—Acid without gas in glucose, man- 
nitol, and sucrose, and slight acidity in galactose. No fer- 
mentation of lactose, maltose, salicin, dulcitol, adonitol, mulin, 
rhamnose, arabinose, xylose, inositol, raffinose, or sorbitol. 
No change’ in litmus miik. Indole ++. MR —. VP >. 
Nitrate reduction ++. H,S —. Catalase +. NH, ++. 
Methylene-blue reduction +... na 

Pathogenicity. —Two mice inoculated intraperitoneally with 
0-2 ml. of a 24-hour broth culture died within 48 hours. Both 
showed sticky fluid in the pleural cavity and one had pus in the 
peritoneal - cavity. Cultures from heart and spleen were 
positive, and direct films of the heart blood showed bipolar- 


‘stained gram-negative rods in large numbers. 


Serology.— Complete serological confirmation of this strain, 
E 8002, has not been achieved, but this is not surprising in view 
of the uncertainty that still surrounds tha serological classi- 
fication of the pasteurella group and the well-known capricious 


, agglutinability of Past. septica suspensions. An agglutinating 
serum of titre 1/1280 was prepared in a rabbit by intravenous | 


inoculation with graded doses of a steamed and phenolised 
suspension of E. 8002. Agglutination tests were attempted 
with ten Past. septica strains, some obtained from the National 
Collection of Type Cultures and including representative 
strains from the serological groups of Cornelius (1929), and 


some freshly isolated strains kindly sent by Dr. McGaughey , 


of the Institute of Animal Pathology, Cambridge. Two 
strains were found to be agglutinated by the serum prepared 
from E 8002: 

(i) No. 1737, an old Past. susseptica strain from the National 
This strain was agglutinated to 
titre by a Past, swiseptica serum from another source and the 
latter was used as homologous serum to 1737 in the agglu- 


‘tination and absorption tests performed. The results of these 


tests are shown in the following table :— 


Sera 
Organi . Unab- | E 8002 | Past. suisep- 
aii i auan sorbed (absorbed, tica serum _ 
E 8002 Past. with absorbed 
‘| stiseplica 1737 =| with E 8002 
E 8002 ° .. 1/1280 1/320 | 1/640 | = 
Past. suiseptica 1737| 1/320 1960 | = 1/480 


— 


As the table shows, there was some degree of cross-agglutina- 
tion and possibly partial cross-absorption of agglutinins 
between the two strains and their sera, but a reduction of only 


‘60% in the titre after absorption cannot be regarded as 


significant. 


t 


(ii) A Past. septica strain ‘‘ Turner ” from the Institute of , 


Animal Pathology, Cambridge. The following table shows 
the results obtained with this strain :— 


. | Serum 
Organism Unabsorbed | £8002serum absorbed 
| E 8002 serum with “Turner” — 
E3002... 1/1280 | = 
“ Turner” pasteurella.. 1/320 | - 


The dilution of serum in the first tube of the agglutination 


-test done with the absorbed serum was 1/400. Hence the 


reduction in titre of E 8002 serum after absorption was at. 
-least 67%. 


An agglutinating serum was not prepared against 
the aga ” strain as it was found at this stage to be slightly 
rough. . j 

A specimen of the patient’s serum obtained six weeks after 
the injury did not agglutinate E 8002. 


- DISCUSSION _ 

-The clinical course of this case resembled that of others 
which have been published. The striking contrast be- 
tween the acute onset and the subsequent relatively 
benign course was noted by the surgeon while the patient 
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was in hospital. It was thought that the sulphonamide 
therapy might have overcome a coincident streptococcal 
infection during the first few days after the injury, but 
other recorded cases with a similar history have received 
no sulphonamides. 


We wish to thank Dr. W. Russell Scott, who first saw this 
patient, and Mr. Ross Steen, FRcs, who operated on the 
infected hand and gave us clinical details of the case. l 
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Medical Societies 
ROYAL SOCIETY OF MEDICINE 


ArT the annual general meeting of the section of 
psychiatry on May 24, with Dr. A. F. eens the 
president, in the chair, a discussion on 


Biochemistry and Psychiatry 


was opened by Mr. G. D. GREVILLE, PH D, with a paper 
on recent developments. _ 
hippuric acid excretion test in schizophrenia. The 
finding of Quastel and Wales of an abnormally low 
excretion in 100% of catatonics and only 15% of other 
schizophrenics could not be confirmed by Strém-Olsen 
and colleagues. Two other groups of workers were in 
partial agreement with Quastel and Wales. Hippuric 
acid synthesis was now known to depend on body-weight, 
but, as Mr. Greville showed by scatter diagrams, the 
disagreement between Quastel and Wales and Ström- 
Olsen was not due to neglecting the weights of the 
patients. Nevertheless it was clear that body-weight. 
should be taken into account in future work. Speaking 
next on spontaneous hypoglycemia, Mr. Greville pointed 
out that in addition to hypoglycemia with a clear 
organic basis there existed a ‘‘ functional hypoglycezmia,”’ 
which had to be differentiated from psychoneurosis 
with incidental hypoglycemia. Rennie and Howard had 
recently described the syndrome of ‘‘ tension-depression 
with hypoglyczemia,’’ in which hypoglycemic episodes 
appeared only afterfood. These episodes failed to appear 
after treatment of the ‘psychiatric disorder. During 
hypoglycemia many -crimes and offences had been 
committed, and hypoglycemia had several times led 
to divorce proceedings on the grounds of cruelty. Hypo- 
glycemia was frequent in children, and peace in the 
home might be secured by a piece of candy (Wilder). 
Dealing next with the oral glucose-tolerance (OGT) 
test and depression, Mr. Greville summarised the work 
of McCowan and Quastel on the close parallelism between 
the hyperglycemic index (HI) and emotional tension. 
Some subsequent workers were less sanguine, but he 
could not give an opinion. Gildea and co-workers, from 
a comparison of oral and intravenous tests on manic- 
depressives, believed that the abnormal OGT curves often 
found could be explained by defective absorption of 
glucose from the alimentary tract. Some work by Dr. 
D. Russell Davis and Mr. Greville with depressed patients 
on a constant carbohydrate intake. supported this view. 
They had found that in the OGT curve the lower the 
initial rate of rise the more sustained was the hyper- 
glycemia. He was encouraged in the belief that the 
initial slope of the OGT curve gave an indication of the 
rate of glucose absorption by finding that it was corre- 
lated with the time in which iodide appeared in the 
saliva of the same patients after ingestion of potassium 
iodide (Heath and Fullerton’s test). It might be in- 
ferred that, at any rate when the daily carbohydrate 
intake was ‘constant, the most important factor deter- 
mining the shape of the OGT curve was absorption 
from the alimentary tract. Discussing next the oxygen 
consumption of the brain, Mr. Greville said that this was 
estimated in man by determining the arteriovenous 
difference for oxygen content, and multiplying’ by the 
rate of blood-flow. Although. it was open to criticism, 
the ‘‘ plethysmographic method ”? of Ferris was the 
only one giving a value for total intracranial blood-flow. 
Gross cerebral metabolism in schizophrenia appeared to 
be normal, although arteriovenous differences and blood- 
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He dealt first with the. 
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flow had not been determined simultaneously, and this 
should be done. Himwich believed that cerebral 
metabolism was reduced in some forms of mental defici- 
eney. Reduction in cerebral oxygen- and glucose- 


‘uptake during insulin hypoglycemia was now established. 


Probably the same occurred during convulsion therapy, 
but the proof was incomplete. 
in cerebral respiration was the factor common to the 
various therapies had led workers to try partial asphyxia- 
tion as a treatment for schizophrenia, with inconclusive 
results. The effect of short sharp hypoxia might better 
be tested in the affective psychoses, where convulsion 
therapy was more successful. Mr. Greville made a plea 


wanted. blood from inconvenient places like the internal 
jugular vein; and for metabolic work research wards 


- were needed, adequately staffed with conscientious 


nurses. Help was wanted from clinical research officers, 
who would select the patients, follow their progress for 
years, and sé on. 


BIOCHEMICAL ASPECTS OF ANXIETY 
Dr. DEREK RICHTER first cited some recent work on 


biochemical changes produced by emotion. Milhorat. 


and his associates had reported that the blood of patients 
with anxiety contained a labile substance, detected by 


its action on smooth muscle in vitro, which was absent . 


from the blood of normal subjects. It was well known 
that anxiety might affect the endocrine balance, but the 
demonstration by Gellhorn and colleagues of an increase 
in the insulin content of the blood in emotional excite- 
ment was a useful advance, since this was an effect which 
could be measured quantitatively “by biological assay. 
Emotional hyperglycemia in human subjects had been 
frequently reported, but cage Ae workers had been unable 
to confirm its occurrence. Richter had obtained 
further information on this abies while working at 
the Neurosis Research Centre at Mill Hil. He had 
estimated the blood-sugar during air-raids both of 
normal subjects and of patients with anxiety states. 
About a third of the subjects had shown a rise in blood- 


sugar, but the rise was only slight, and it was doubtful . 


whether emotionalhyperglyczemia wasofgreat importance 
inman. In further work at Mill Hill he had shown that 
the choline esterase activity of the blood-serum was 


increased in acute anxiety and depression, and ‘in post- . 
An increase could also be produced , 


concussional states. 
in normal subjects by vigorous ‘exercise or exposure to 
low temperatures (cold baths); this was attributed to 
increased autonomic activity. The change in activity 
occurred only with choline esterase; no such increase 
in concentration had been found for other enzymes 
(e.g., serum amylase) or for serum-proteins. There had 
recently been a tendency to depart from the ideas of 
Cannon and his associates regarding the somatic changes 
associated with emotion. Dr. Richter considered that 
in acute emotional states there was a general lability of 
autonomic control. This might involve almost any 
biochemical attribute. Although some changes were 
found more often than others, there was little evidence 
that these served any useful biological purpose, unlike 


the changes assisting ‘flight or fight” in Cannon’s 


animal experiments. Further, the pattern of response 


' showed considerable variation between different subjects. 


The problem arose as to why, in situations of sufficient 
stress, some individuals developed anxiety states while 
others did not. 
chemical factors might be of significance here, Pepcid 
hypoglycéemia, vitamin-B, deficiency, and adrenaline 
release. Anxiety might be a symptom of aime any 
physical disability to which the subject was unable to 


adjust himself. Recent studies of the ‘‘ effort syn- 


drome ” had shown how a biochemical lesion, which 
caused a reduction in physical efficiency, could lead to 
the appearance of an anxiety neurosis. Finally, Dr. 
Richter referred briefly to the work of Denis Hill and his 
colleagues at Sutton with the electroencephalograph. 

* * * 

Mr. J. H. QUASTEL, D SC, FRS, emphasised the import- 
ance of the closest collaboration and understanding 
between psychiatrist and biochemist. Both were 
specialists, and mutual trust was essential. He was 
impressed by the disagreements between psychiatrists 
in the diagnosis of borderline cases. The overlap between 


e ‘ P 


Belief that reduction. 


Biochemists 


ee ee, 


There was evidence that certain bio-, 
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various psychiatric disorders was wide, and apparently 
growing wider. Patients should not be handed over 
for biochemical investigation unless there was unanimity 
as to the diagnosis. Referring to the work on glucose- 
tolerance and emotional states, he pointed out that 
Lockwood has observed a parallelism between the HI 


and the affective state as indicated by the psycho- . 


galvanometer. ‘There was ‘thus a correlation between 
HE and an objective measure of tension. He felt that 
anoxia must play some part in causing the remissions 
due to shock treatments. Lack of evidence that the 
respiratory exchange of the brain was abnormal in 
schizophrenia did not prove that there was no abnor- 
mality in some part of the respiratory enzyme system 
of the brain. The apparently simple process of oxygen 
utilisation by tissues was in fact extremely complicated. 
- Mr. R. BENESCH, BSC, summarised studies of nico- 
tinamide deficiency syndromes at the Maudsley Hospital. 


With Dr. P. Ellinger he. had elaborated an eight-day | 


saturation test for assessing nicotinamide status, based 
on the finding that nicotinamide methochloride is the 
main metabolite of nicotinamide in the human bory. 
' Excretion of nicotinamide methochloride fell sharply 
when succinylsulphathiazole was given, pointing to a 
bacterial synthesis of nicotinamide, inhibited by the 
drug. The mixed flora obtained .from the human 
cæcum had been shown to synthesise nicotinamide under 
certain conditions. The nicotinic acid content of the 
diet could therefore no longer be regarded as thé principal 
factor in causing deficiencies, but the type of diet was 
of crucial importance, since protein by encouraging 
intestinal coliforms would stimulate synthesis. That 
was why milk and eggs prevented pellagra though they 
were extremely poor sources of nicotinic acid. 

Dr. MURDO MACKENZIE wondered whether the psychia- 
trist could offer anything constant in the way of diagnoses. 
He considered that all patients with acute psychoses, 
whether manic-depressive or schizophrenic, passed 
alternately from delirium to stupor. It was better to 
present to the biochemist symptoms such as delirium, 
stupor, and anxiety rather than the usual diagnoses. 

- In the discussion which followed, Dr. QUASTEL asked 
whether serum choline esterase should be regarded as 
‘“ true” or ‘pseudo ” choline esterase.—-Dr. RICHTER 
thought the former.—Mr:. GREVILLE asked whether 
Dr. Richter’s findings on the effect of anxiety would 
invalidate the use of the serum choline esterase level’ 
as an indicator of liver function.—Dr. RICHTER thought 
. not, as the reduction with impaired liver function was 


large enough to overcome the effects of anxiety.—Dr. . 


ISABEL WILSON asked why dogs could detect anxiety 
and fear in human beings, which they were said to do 
through their sense of smell.—Dr.. RICHTER thought 


= that they: could not smell adrenaline, as its vapour 


pressure was so low, but believed ‘they might smell the 
‘perspiration accompanying anxiety.—Dr. WILSON also 
asked about the pellagra-like symptoms in sulphonal 
poisoning.—Mr. BENESCcH thought they were more likely 
to be due to the action of the drug on the liver than on 
the intestinal flora. 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNZCOLOGICAL SOCIETY 
A MEETING of this society was held on April 6. 
Primary Carcinoma of Fallopian Tube 


. Dr. W. R. ADDIS said that Renaud of Manchester in 
1847 was the first to describe this condition, which forms 
0-5% of genital cancers in women and has a survival-rate 
of about 6%. He reported three new cases : ; 
1. A woman of 39, who had had one child 17 years before, 
complained of. bearing-down pain with occasional gushes of 
clear fluid per vaginam which seemed to bring relief. The 
uterus wasg definitely enlarged and fullness could be felt in 
both fornices. Supravaginal hysterectomy with removal 
of both appendages was performed. Both tubés were found 
to be closed and dilated, and contained clear fluid. Projecting 
into the cavity of the left tube was a mass the size of a thumb- 
nail which proved to be a papillary adenocarcinoma. Soon 
after returning home she developed ascites and swelling of 
_ both legs, and: she died within & year. . 
2. A woman of 55, a virgo intacta, who had had slight post- 
menopausal hemorrhage for two months, noticed gushes of 


clear fluid while playing golf, but diagnostic curettage revealed -— 

nothing abnormal. Six months later a large pelvic mass could 
be felt to the right of the uterus, having a fungating projection 
into the vagina. She died within a year of the first symptoms. 
Though histological evidence is lacking, the history points to a 


primary carcinoma of the fallopian tube. 
3. A woman of 60, who had had two children, complained 


of a bloodstained discharge for five weeks ; and she thought 


that she was having sudden losses of urine accompanied by 
lower abdominal pain on the left side. On dilatation of the 
cervix several ounces of fluid escaped, which was not urine. 
Bimanual examination showed a soft mass in the left lateral 
fornix. Panhysterectomy was performed, and a solid tumour 


. (14 x 14 in.) was found just proximal] to the fimbriated end of the 


left tube. The uterus contained a small endometrial polypus. 
Doran describes a watery discharge in nearly half of 


- such cases, and it seems to be the most characteristic 


symptom. Pain sometimes (but not always) accom- 
panies it. The expectation of life is apparently short. 
This type of cancer is resistant to irradiation. : 


Peroneal Palsy following, Parturition — 
Miss ELEANOR Mrs gaid that though the condition 


‘was described by von Basedow in 1838, only 107 cases 


had been reported by 1989. Nevertheless 7 cases had 
been collected from the records of local hospitals within 
three years. 


_ 1. The first patient was a 2-para, aged 37, who two years 
previously had had a 9$ lb: baby with difficulty and forceps. 
Soon after delivery dorsiflexion of the left ankle had been 
impaired, and it was six months before she was able to get 
about. She had a contracted true conjugate, and a narrow 
subpubic angle and outlet. She still dragged her left foot 
slightly, and tended to walk on the ball of the foot, and there 
was some wasting of the anterior tibial group of muscles on the 
left side. Labour, induced about three weeks before term, 
progressed satisfactorily except for low forceps. A live child 
of 83 lb. was delivered, and there were no signs of peripheral 
nerve damage after this delivery. 7 

2. The second case showed some general contraction of the 
pelvis. The head was occipito-posterior, and manual rota- 
tion and forceps were required. Considerable force was _ 
needed for extraction.» The child was delivered strictly in the 
antero-posterior position. A stillborn 9 lb. baby was pro- 
duced. Next day pain, numbness, and tingling appeared over 
the outer aspect of the left thigh and the whole of the leg and, 
foot. Full dorsiflexion could not be obtained, and over the 
dorsum of the foot there was diminution of epicritic sensation. 
By the sixth day she had regained full dorsification and all 
disturbances of sensation had disappeared. l 

.3. A primigravida had a long labour. The presentation 
was occipito-posterior, and manual rotation and forceps 
extraction was performed with difficulty. A stillborn baby 
was delivered. Seen by Miss Mills ten weeks later she proved 
to have a generally contracted pelvis. She limped badly, and 
had complete loss of eversion and extension of the ankle, but 


all sensory symptoms had disappeared. 


4. A primipara, aged 34, with ample measurements and a 
left occipito-anterior presentation, had a Jong first stage (77 
hours). followed by a mid-forceps extraction. Delivery of 
the 8 lb. child was exceedingly difficult. She had pain in the 
right leg, and paresis of the anterior tibial and peroneal 
muscles of the right leg was found. Foot-drop was still 
evident on leaving hospital. 

5. A 6-para was in labour 44 hours, with a brow presenta- 
tion. Craniotomy was necessary. Two days later pain 
appeared in the right leg and then paresis followed. She was 
treated by passive movements, and by the time of discharge | 
the condition had cleared up. . 

6. In the sixth case manual rotation was required after a 
fairly normal labour, and an 8} lb. baby was extracted with 
some difficulty. The next day cramp-like pain was felt in the 
left leg and shortly afterwards paralysis followed. No sensory 
loss was detected. On discharge three weeks later paralysis 


of the dorsiflexors of the left foot was still nearly complete. 


/ 


7. The seventh patient had persistent albuminuria, and 
labour was induced by rupturing the membranes at 38 weeks. 
The position was left occipito-posterior ; a deep transverse 
arrest of the head occurred, but manual rotation and forceps 
extraction were performed apparently without much diffi- 
culty. ` Next day tingling was felt in the right lower limb and 
dorsiflexion was impossible. There was no sensory loss. A 
month later there was still some paresis. 


¢ 
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In these cases one or more of three essential factors are 
always present: disproportion, prolonged or difficult 
. labour, or instrumentation. The upper roots of the 
sacral plexus lie against the bony walls of the pelvis and 
may thus be exposed to pressure. Dorsal offshoots of 
these nerves receive the chief injury. The external 
popiteal nerve is made up of these fibres, and therefore 


paralysis is chiefly located in the distribution of this — 


nerve. The main mass‘of the sacral plexus is to some 
extent cushioned by the pyriformis muscle. It would 
seem that the plexus is in a more vulnerable position: in 
the generally contracted pelvis than in the rachitic pelvis, 
in which there are deep niches on either side of the 


projecting vertebral promontory. In only two of the | 


above cases was the paralysis on the side where the 
pressure from the foetal head would beexpected. It must 
be supposed in four of them that the peroneal nerve 
was damaged by instrumentation. 


Lower-segment Cesarean Section 


Dr. K. V. BAILEY said that in the eleven years since 
his last communication ! his series has increased by 285 
cases of which 75% have been elective. In these the 
operation has been carried out twice in 45 cases, three 
times in 4, and four timesin1.. He has records of 5 cases 
in which delivery through the pelvis was effected after a 
previous lower-segment cesarean section. -There were 
2 maternal deaths (from pneumonia following heart 
disease and from tuberculous 
phthisis) and 3 children failed to survive (atelectasis— 
? premedication). The indications for operation included 
contracted pelvis or disproportion (108), bad obstetric 
history, (37), persistent malpresentation ' (36), placenta 
previa (22), elderly primigravida (17), uterine or pelvic 
tumour (15), previous classical cesarean section (12), 
impacted breech in a primigravida (11), and heart 
disease (7): During the last fifteen years Dr. Bailey has 
never been in two minds about the superiority of this 
operation over the older classical, which he has aban- 
doned. Wherever he has performed the lower-segment 
cesarean section more than once in the same patient he 
has always been gratified to find perfect healing of the 
_ lower segment, with almost universal lack of adhesions to 
_thescar. In only 2 cases were omefhtal adhesions to the 
corners of the uterine scar found. ‘‘ This proves the 
facility of drainage from the incision and the absence 

.of effusion through the peritoneum. In fact it proves the 

safety of the operation vis-a-vis the classical—a fact 
=- which is further evidenced by the universal smoothness 
of the convalescence.” = > sis . 

Dr. Bailey now regretted that only 31 of his cases were 
operated on under local anesthesia : ‘‘ I must say that I 
have come to this procedure rather dilatorily.’’ Never- 
_ theless the perfect premedication for all types is difficult 
to find, and there is no doubt that a.certain proportion of 
patients do feel pain or gross discomfort during the opera- 
tion and apprehension before it in spite of sedative drugs. 
A well-trained nursing staff is essential to deal with the 


mental and physical preparation of the patient, and a ' 


well-trained theatre staff to assist at the operation. The 
possible effects of the premedication on the child must 
also be considered : *‘ I have had no foetal deaths myself 
in these cases, but [have had to work on 3 of the children 
following delivery after premedication by ‘ Omnopon’ 
(gr. 4) and scopolamine (gr. 3},).”’ 

In conclusion Dr. Bailey reiterated his views of 1934, 
to the effect that the lower segment operation is the 
operation of choice in all cases—not excluding placenta 
previa. ‘‘ It can be used in clear, suspected, or infected 
cases without jeopardising the general condition of the 
patient or exposing her to peritonitis. It allows the use 
of trial labour, avoids embryotomy of the living fœtus, 
and permits the development of subsequent pregnancies 
without fear of uterine rupture.” i 


1. Lancet 1934, i, 672. — 


Messrs. SMITH & NEPHRW (Hull) have issued a new edition 


of their little volume on Cellona Technique which will be sent 
to any practitioner on request. In addition to useful descrip- 
tions of routine plaster methods, there is much new material 
on the use of plaster in the treatment of burns and wounds. 
Immobilisation in tuberculous conditions is outlined. 


meningitis following 


Reviews of Books 


Atlas of the Blood in Children i 
. KENNETH D. BLACKFAN, MD, late professor of pediatrics, 
Harvard University ; Louis K. DIAMOND, MD, assistant 
professor of pediatrics in the university. Illustrations 
by C. M. LEISTER, MD, associate physician, St. Luke’s 
Hospital, Bethlehem, Penn. (Oxford University Press. 

Pp. 320 + 70 plates. 66s. 6d.) se 
Tumis copiously illustrated volume is a good deal more 
than an atlas_of blood-pictures ; it is, in fact, a short 
comprehensive handbook of blood diseases in children, 
based on information gathered from some 5000 cases, 
surely unique material. .The plates are very well.done 
and beautifully reproduced, but in this, as in other 


_ atlases, it is difficult to see what use there is in illustrating 


aplastic ansmia and other anemias; of the 28 plates 


- devoted to anæmias not more than 6 give really useful 
information. -A short description of the development of 


the blood-cells is followed by a brief clinical description 
of the various diseases and full sections on treatment, 
with illustrative case-retords. The bibliography is ' 
moderately useful, predominantly American. The 
authors note the lability of the blood-picture in child- 
hood up to the age of 6 years, and blood-counts at the 
various ages are giveninatable. Interesting unfamiliar 


 anæmias described in the book include congenital 


hypoplastic anæmia which may clear up after repeated 
transfusion, and the anemia of prematurity which - 
recovers spontaneously but cannot be hurried by any 
known hematinics. They point out that-in children of 
anemic mothers the anemia which normally occurs 
about the age of 4 months tends to persist. Von 
Jaksch’s disease is deliberately omitted since the authors 
consider that this blood-picture may be produced by 
several causes. A discussion of ‘‘ congestive spleno- 
megaly ’’ and the long’ section on Mediterranean ansemia 
deal with conditions not often seen here. : 
The only serious fault is the out-of-date nomenclature 
used in describing red-cell development. Even American 
writers now, for the most part, confine the term ‘‘ mego- 
blast ’’ to a distinct series of pathological cells; true 
megaloblasts are the only omission from this atlas; and 
the failure to realise their significance has led to.some 
confusion in the section on anzemias. It is indeed- 
remarkable that all mention of the bone-marrow should | 
have been omitted. The really comprehensive atlas of 
blood diseases in children remains to be produced, and - 


with the facilities the Harvard School possess Dr. Diamond. 


may give it to us-in the future. The death of Dr. 
Blackfan, in 1941, may account for omissions in the 
present volume, which even in spite of them, is unique 
and valuable. 3 


Pulmonary Tuberculosis 


A Handbook for Students and Practitioners. R. Y. 
KEERS, MD EDIN., FRFPS, medical superintendent, 
Tor-na-Dee Sanatorium; B. G. RIGDEN, macs, first 
assistant medical officer at the sanatorium. (Living- 

stone. Pp. 268. 17s. 6d.) j . fae 
Dr. F. H. Young in his foreword says that it is time 
pulmonary tuberculosis was presented to the student in 
a newer way. Dr. Keers and Dr. Rigden have done 
this in a book which reviews all aspects of the disease 
as we know it today. The position of pulmonary 
tuberculosis is changing, but the book is none the less 
valuable on that account, since much of it is concerned 
with well-established facts. In some ways it is uneven 
however. The chapter on examination of the patient. 
is unnecessarily elementary : the student would hardly 
expect to look in such a book for the elements of per- 
cussion and auscultation; the space used in this way 
might have carried fuller descriptions of the fine repro- 
ductions of X-ray films. The chapters on. prognosis 
and treatment are well set out: here the authors are 
obviously drawing from their practical experience and 
approach their material from a fresh and unconven- 
tional angle. . Aftercare of the tuberculous patient—a 
subject of special interest to the general practitioner— 
is disappointingly sketchy, the medical supervision of . 
quiescent cases occupying little more than a page. On 
the whole, however, the book is useful, in clarifying many 

current problems in the care of pulmonary tuberculosis. 
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Time, Place, and Circumstance in 
i War Surgery | 


- War has always been a test bench on which 
surgical theory and surgical methods are put to the 
proof. . In the days before LISTER, surgeons learned 
their art at the wars. In more recent times, when 
surgical advance has been continuous, war has pro- 
vided. a recurring experiment on a grand scale in 
which the fundamental problems can be studied 
anew under conditions that are reasonably uniform 
- and in’ sufficient numbers to eliminate chance, and 
in which methods introduced since the previous war 
can be evaluated. This war has provided such an 
experiment, and now that its European phase is over, 
we can look back over the lessons of the past six years. 
Above all we have relearnt the chief lesson of the last 


war—that repair of injury and resistance to infection. 


are tasks which healthy tissues can perform with 
amazing efficiency, and that the chief duty of the 
surgeon is to study the processes by which Nature 
_works, to help them where possible, and never to 
hinder them by meddlesome interference. 
learnt many new ways in which we can help by 
maintaining the effectiveness of the general processes 


of immunity, and we have been able for the first time 


to damage the powers of bacteria without harming 
those of the tissues. In the varying fortunes of our 
armies in every_corner of the globe we have also 
learnt the danger of orthodoxy. There are no correct 
methods in war surgery. There are established 
principles, but the way in which those principles 
should be applied varies with time, place, and cir- 
cumstance. The terrain in which the campaign is 
being fought ; the climate and the time of year ; the 
severity ‘of the action, its success or failure, and the 
speed of advance or retreat ; the weapons principally 
employed; the prevalence of disease among the 
troops and the state of exhaustion, dehydration, 
exposure, and mental strain of the ‘soldiers when 
wounded ; the time lag between injury and first-aid 
and between first-aid and arrival at an organised 
surgical centre ; ‘the conditions under which these 
centres are working, their housing, their light and 
ventilation, their supplies, their exposure to air 
attack, their complement of orderlies and- nurses ; 
the number of casyalties arriving at a time; the 
length of the lines of evacuation, the smoothness of 
transport and the facilities for supervision during the 
journey, the spacing and adequacy, of medical units 
on the way; the distance of the centres of defini- 
tive surgery and their establishment in beds and 
personnel in relation to the numbers reaching 
them—-all these things modify the methods of e 
war surgeon and govern his results. 

It is tempting to ascribe improved results to tegh: 
nical advances, to give the credit to the surgeons and 
their methodsrather than to the circumstances in which 
they have worked. The state of the casualties coming 
back from Europe has been magnificent. While 
, giving every credit to the organisation and personnel 
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of.the BLA, we must remember that the campaign in 


.which they were engaged was the final blow in the 


struggle; that our armies were overwhelmingly 


‘superior in all weapons ; that the medical formations 


were better served than ever before; that never in 


. the history of war have such short lines (in time 


rather than distance), such abundant medical per- 
sonnel in relation to ‘casualties, and such smooth 
transport been known before. Similarly in comparing 


‘statistics from different fronts at the same time, 


and from the same front at different times, we must 
make due allowances for circumstances. The re- 
covery-rate in abdominal. wounds in the BLA has 
exceeded that in the CMF; but every war surgeon 
knows that the result in these grave injuries depends 
largely on circumstances outside his control. 
Lowpon,! who has been with a forward unit in the 
Desert, in Italy, and in Northern Europe, found that 
the nearer he worked tothe line, the greater the 
proportion of serious injuries he received and: the - 
higher his mortality.. He also found that his death- 
rate for-abdominal wounds was appreciably higher 
when his patients were physically exhausted, as they 
were in the first fortnight of the Sicilian campaign, 
than it was earlier in the Desert and later in Italy. 
BLA figures are those which a group of good surgeons 
should get under satisfactory conditions; CMF 
figures are those that the same surgeons might be 
expected to produce under more difficult conditions ; 

and they are in each. case matched by results in earlier 
campaigns in this war when conditions were equally 
favourable or adverse. The remarkable results with 
delayed wound suture reported in our issues of 
May 12 and 19 by Brigadier Epwarps, Brigadier 
STAMMERS and their colleagues in the CMF again 
demonstrate what good surgeons can attain when 
conditions are satisfactory, rather than any new 
surgical procedure or any spectacular advance in 
method peculiar to Italy. The CMF figures, despite 
transfusion, penicillin, and the many auxiliaries to 

disinfection and tissue repair that help the modern 
surgeon, are substantially the same as those of small 
groups of surgeons in the BEF in 1917. But in Italy 
the conditions of warfare made it possible for a fine 
organisation to extend the benefits of delayed suture 
to a far higher proportion of wounded men. 

The principles of the surgical treatment of soft- 
tissue wounds are simple: they are excision at the 
earliest possible moment, and suture at the earliest. 
safe opportunity. The first principle, excision, 
needs no long discussion. Whatever word—French, 


‘Latin, or Basic English—he may use for the operation, 


every surgeon uses a similar layer-by-layer technique 
in excising dead, damaged, and soiled tissues from a 
wound track. But the ability to excise is very much 
limited by the surgical potential of any force in rela- 
tion to its casualties. Ten surgeons can excise 150 
wounds a day but. they cannot excise 1000; and if 
they are overwhelmed by numbers they may have to 
resort to much simpler procedures, relying on: free 
drainage, immobilisation, and the administration of 
sulphonamides (for any penicillin routine depending 
on frequent parenteral administration would inevit- 
ably break down under the same hard conditions) 
for the safety of their wounded. The second prin- 
ciple, early suture, needs some elaboration. A wound 


— 


1. Lowdon, A.G. R. Edinb, med. J. 19457 51, 257. 
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may be closed by primary, delayed primary, or 
secondary suture. These terms cannot be defined | 
with any exactness, for each may merge into the 
other, but they mean closure at three different stages - 
in the process of repair. Primary -suture means 
suture at the end of the operation of excision, while 
the wound surfaces are still fresh. Delayed primary 
suture means suture after an interval, but an interval 
so short that the cut tissues have much the appearance 
of a fresh wound, and can be sutured without further 
trimming. “Delayed. primary suture is usually per- 
formed within the first week. Secondary suture 
means suture after the wound surfaces have been 
sealed off by the processes of repair—that is, when 
the tissues are covered by a layer of healthy granula- 
‘tions. This’process is rarely complete till the third 
week. © Secondary suture therefore implies re-excision 
of the wound surfaces and reconstitution of its 
original planes, and suture of the fresh surfaces so 
. formed. A pronounced difference between surgical 
policy in this war and the last is that primary suture 
is now frowned on as an unwarranted gamble at the 
patient’s expense. It is unwarranted because . the 
results of delayed primary suture are as good, or 
nearly so. It is a gamble because the trapping of 
discharges and the setting up of tension which may 
follow suture can lead to cellulitis, gangrene, or even 
death if virulent organisms are present in the wound. 
Which method of suture is employed depends on 
circumstances rather than policy. Delayed primary 
suture, which saves suffering, time, materials, and 
hospital ‘beds, will obviously be chosen where cir- 
cumstances are good. ‘But where the number of 
casualties is considerable in relation to the surgeons 
who have to operate on them and the nurses who 
have to look after them, where the base hospitals 
are distant and the journey rough, secondary suture 
must be preferred. When conditions are still worse, 
when the number of casualties is really great, and 
particularly where. they are all retained near the 
place of wounding, as they must be in any beleagured 
town or island, or in a force whose advance outstrips 
its transport, as in CUNNINGHAM’s dash through 
Abyssinia, the closed-plaster technique comes once 
more into its own. 


Psychiatrists in Harmony 

THERE is no better way of disproving the assertion 
that the State is seriously divided within itself than 
for it to speak with one voice. Psychiatry, which has 
often been said to suffer from faction, has taken 
the same method of demonstrating that on the main‘ 
matters affecting the development of their specialty 
the schools see eye to eye. The memorandum on 
the Future Organisation of the Psychiatric Services? 
now put forward by committees of the Royal College 
of Physicians, the Royal Medico-Psychological Asso- 
ciation, and the British Medical Association is a 
plain indication that they know what they want and 
that their collective voice is not discordant. Moreover 
they make it clear that it is a prime aim of psychiatrists 
to further the closest relationship between psychiatry 
and general medicine. It is recognised that there 
are special features in psychiatry which seem to 
distinguish it from other forms of medicine, and these 
characteristics are described and examined in frank 


1, The recommendations are printed in full on p. 768. 
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detail; but the scrutiny leads to a reaffirmation of the 
need for psychiatry to be fully integrated into medicine. 

Following their cardinal principle that psychiatry 
should in all essential respects be treated like other 
branches of medicine, the sponsors of the memoran- 


. dum have advocated a more adequate measure of 


domiciliary consulting service, outpatient consultant 
centres (to be attached to all general hospitals of 
appropriate size) and inpatient accommodation in 
teaching hospitals and. the larger non-teaching 
hospitals. Their proposals regarding medical staff 
would entail drastic changes in the pre-war system 
which separated. the mental hospital doctor, employed 
full-time by a local-authority, sharply from the con- 
sultant and the psychotherapist. The interchange of 
staffs between the voluntary and the municipal 
psychiatric departments or hospitals: which is advo- 
cated in the memorandum could be accomplished 
more readily in psychiatry perhaps than a similar 
interchange in other branches of medicine, for which 
it might be an experimental model. a 6 

Few will dispute the wisdom of the proposal 
that a special department within the central health 
authority should be set up to administer all branches 
of mental health—a department which would in- 


` 


clude many of the present functions of the Board of- 


Control. Whatever the form taken by the proposed 
comprehensive health service for the nation, mental 
health is too large a matter of public concern to be 


treated otherwise than as an essential part of the | 


public health services, so organised that a policy of 
active development can be pursued promptly and 
with determination. For this, in psychiatry as 


in other branches, two elements are essential: a — 


progressively-minded department or division within 
the Ministry of Health, and an energetic and uncon- 
strained advisory committee. These two, elements 
—the officials who are more frightened of stagnation 


than of making a mistake, and the independent 


advisers who recognise their responsibility to guide 


(and occasionally force) progress on sound lines— .. 


are equally necessary at all the levels at which 
administrative and executive action has to be taken. 
Among the detailed recommendations made by the 


psychiatrists on this score, not the least important . 


and significant is the insistence that the executive 
medical officer to the mental health authority should 
be‘a man of senior status with clinical and adminis- 
trative psychiatric experience. The authors of the 
memorandum would oppose strongly the view that 
the health authority should be wholly guided: by its 


medical officer of health in arriving at decisions © 


regarding mental health: ‘until there has been a 
radical. change for the better in medical education, 
it will be quite impossible’ for the development of 
psychiatry to be undertaken by those without 
specialised knowledge. If the mental health services 
of the country were to be directed and administered 
by those without specialised training the integration 
of psychiatry into the whole medical structure which 
we so-.much desire would be frustrated.” The 
importance of the mental health services. warrants 
that a statutory committee of each local health 
authority should be created to deal with it. 

The memorandum includes a comprehensive table 
of the coérdinated mental health service, from which 


it can be recognised that psychiatry is not nowadays — 


Za 


, 
| 
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restricted to mental hospital care’ and consulting- 


room psychotherapy. . It impinges on many fields, 
- and besides its home in medicine: (to one aspect of 
which the cant epithet “ psychosomatic ” nowadays 
draws attention). it has intimate associations with 
education, the law, and industry. 

The reasoned argument set out in the first part of 
the memorandum deserves study along with -the 
later recommendations. But the main virtue of this 
univocal document lies in the vigour with which it 
insists on the necessity and means of ranging psychiatry 
in its appropriate place alongside the other members 
of the family of medicine. No doubt psychiatry will 
gain by the closer kinship, but so will medicine as a 
whole, Otherwise it will be impossible to get the full 
benefit from that better education of medical students 


and doctors in the psychiatric aspects of medicine | 


proposed in the two interim reports of the College of 
Physicians committee on psychological medicine. / 


Army Diet in the Tropics 


APART from the replacement of salt and water lost 
through the skin, the chief dietetic problem facing 
our Far Eastern armies is not so much what the men 
ought to eat as what they are willing to eat and how 
to get it to them. Rusu, for instance, found that a 


group of soldiers in a forward area in the South-west ' 


Pacific were losing weight because, though their diet 
- contained over 3000 calories daily, the men were 
actually eating only enough to supply about 2300 
' calories—less than the generally accepted allowance 
for a man doing sedentary work. RusH suggested 
three possible explanations for their anorexia—an 
anxiety state resulting from the threat of enemy 
bombing ; “the effect of excessive heat and humidity ; 
and the men’s dislike of some of the processed foods 
of their rations, of which they had become almost 
literally sick. Monotony is particularly hard to 
_avoid in the Far Eastern theatre. . In operational 
areas local resources can seldom contribute materially 
towards feeding the large additional military popula- 
tions. Foodstuffs, perishable and non-perishable, 
have to be imported over lines of communication 
whose length and complexity recall RommMeE.’s 
description of desert warfare as the “‘ quartermaster’s 
nightmare.” Supplies must first travel by sea or 
rail, perhaps for hundreds of miles from the main 
base, and then by river, or by roads which may 
traverse mountains where the gradients and corners, 
_ though engineering triumphs, demand stout hearts 
-in the convoy drivers. 
areas where no roads have yet been driven, and 


rations must then reach the forward troops on mule- 


back or even by man-handling. Air transport can 
of course do much to overcome these difficulties, as 
WinGate and his Chindits demonstrated, for food 
can be flown to the front from’ the main base in as 
many hours as it takes days by rail and road ; but even 
where forward landing- fields are available the feeding 
of an army by air is rarely practicable, except as a 
temporary or supplementary measure. Not only the 
transport but also the storage of foodstuffs in the 
tropics creates great difficulties. Food must be 
protected from insects and fungi, and even canned 
foods, which can be relied on for months or even 
years in temperate or arctic climates, are much 


1. Rush, A. Bull. US Army med. Dep. November, 1944, p. 43. 
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less reliable under amea] conditions, where, unless 


they are specially protected, moisture in the air soon 
causes rusting and perforation of tins and makes 
wooden cases susceptible to attack by rotting fungi.. 
Difficulties of communication in jungle warfare 
restrict the movements of the main armies to well- 
defined routes, like river valleys. The opposing. 
forces may be miles apart and contact must be 
maintained as elsewhere by patrols; but patrols 
under these conditions may involve an operation of ` 
some days and not a few hours as in Western’ Europe. 
The feeding of these patrols is yet another of the 
quartermaster’s nightmares. The men of the patrol, 
moving by tracks through uncultivated jungle, 
cannot “live on the country ”’; they must carry 
their food with them in a form that is resistant to 
heat and humidity, and above all is light enough to 
leave the men unencumbered for instant action. 
Fortunately water is usually more plentiful in tropical 
_ But every drop must be’ 
sterilised before men can be allowed to drink it, and 
transport difficulties again obfrude, making water 


rationing sometimes essential, in spite of the obvious — 


theoretical objections. Large-scale feeding in the 
tropics, then, is more a matter of what the Americans 
call “ logistics,” if this includes the technical problems 
of food preservation, than of dietetics. 


Men who are to fight well must be fed well—that 
is the cardinal principle on which the feeding of British, 
Imperial, and Allied troops on the Far Eastern fronts 
has been based. The ration scales laid down, as. well 
as conforming to accepted dietary standards, are 
more lavish in range than in other theatres of war. 
Canned and dehydrated foods are included to replace 
perishable food when these are unobtainable. But 
canned food no longer means the inevitable “ bully 
beef ” : a whole range of meat items from steak-and- 
kidney pudding to ‘Spam, as well as steamed 
puddings, fruit cake, and the like, may now reach 
the soldier in Burma in tins. Dehydrated meat 
and vegetables provide yet other alternatives, which 
with efficient reconstitution can become highly palat- 
able. All these are useful as a change and a stand-by, 
but purely processed foods cannot yet entirely take 
the place of fresh over long periods. Apart from the 
loss of nutritive value in processing, such a diet 
quickly becomes monotonous and so gives rise to 
anorexia and malnutrition: Every effort is therefore 
made to supply fresh meat, vegetables, and fruit to 
the fighting fronts. Refrigeration space at the main 
bases is. being increased steadily, and refrigerated 
transport—sea, river, rail, and road—is being used to 
distribute frozen or chilled food. Frozen meat is 
being flown direct from the base refrigeration depots 
and landed at forward areas for issue direct to the 
front-line troops. Bad cooking can spoil the best 
balanced diet, not only by causing excessive loss of 
nutrients but by making the food so unattractive 
that men do not eat what is provided for them. 
Increasing numbers of specially trained catering 
officers are therefore supervising the soldiers’ messing 
in the Far East, as in other theatres of war. Since 
it is not always safe to rely on the natural vitamins of 
the diet, margarine and chocolate are fortified with 
vitamins A and D, and soon the flour used for the 
troops will have vitamins of the B group added to it. 
Supplements of vitamin B, and ascorbic acid, which - 
tend to be destroyed by storage at high temperatures, 
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together with riboflavine and nicotinic acid, are 
provided in compound vitamin tablets that can be 
issued whenever the medical authorities on the spot 
think they are required. | | 

The needs of troops engaged in patrols and other 
operations where the normal supply of food in bulk 
is impracticable are being met by two types of com- 
pact ration packs. The first is an individual ration 
for one day, one or more of which the soldier carries 
` in his pack, according to how long he has to be self- 
supporting. This is made up of items chosén for 
their high calorie value relative to weight and volume, 
including high-fat biscuits, and blocks of dehydrated 
cheese and of dehydrated cooked oatmeal with fat 
and sugar, as well as tea-sugar-milk powder, which 
only needs boiling water to produce a cup of tea, and 
lemon-juice powder with sugar. The day’s ration is 
packed as three meals, each in a very light sealed 
aluminium container that_ completely protects the 
' food against moisture, gas, and insect pests, but can 
be opened easily with a pocket-knife. Although 
primarily designed for use over short periods, men 
- may have to subsist on this ration for several days, 
and its vitamin and salt contents are therefore sup- 
plemented by a tablet. containing the important 
water-soluble. vitamins, and. ten-grain tablets of 
sodium chloride. Two of the salt tablets dissolved 
in the contents of the soldier’s waterbottle make a 
0:1% solution, the strength recommended by physio- 
logists and on grounds of palatability. Replacement 
of salt lost in the sweat by adding salt to the drinking 
water has the advantage of correlating the soldier’s 
salt intake with his water intake—a necessary pre- 
caution, since the requirements of water and salt 
in a hot climate are interdependent. The soldiers’ 
comfort has not been forgotten in planning this 
ration, for the packs contain cigarettes and even 
toilet paper. Each man is also provided with a pocket 
cooker. The second special ration is a variant of 
the 14-man composite ration pack, familiar since the 
landings in North Africa. The Far Eastern version 
‘has been designed to supply only 6 men for a day, 
so as to keep the weight down to a porter’s load in 
case the packs have to be man-handled over long 
distances. The pack consists of canned foods, and 
is supplied in seven different menus chosen from items 
known to be popular with British soldiers. The tins 
are coated externally with a special camouflage paint, 
which also protects them against rust and corrosion, 
and are packed in a wooden case treated with mould- 
resisting paint. The composite ration pack is 
intended for group, not individual, feeding, but none 
of the items require more cooking than standing the 
tins in boiling water, and at a pinch all can be eaten 
cold. Men may have to be fed for weeks on these 
packs, so vitamin and salt tablets are again included. 
To provide safe drinking-water for men who cannot 
be supplied from bulk or.unit purification apparatus, 
a filter bag and pocket sterilisation outfit are supplied, 
for use with the ordinary water-bottle, which will 
render any source of water potable. ts 

By measures such as these—the antithesis of the 
living-on-the-country methods that have repeatedly 
brought disaster to their enemy—the nutritional health 
of the British soldier and his Imperial comrades in the 
Far Eastis being fostered, and we hope assured, in what- 
ever conditions of warfare he may find himself. 


in protein (94:4 g.) and fat (75-4 g.). 


- Annotations 


RMBF k 

ESSENTIAL work for the profession is done by the 
Royal Medical Benevolent Fund, which should have the 
active support of every doctor.. The fund is doing well, 
but could do better if it had the assured income it 
deserves. A new possibility now being considered is the 
establishment of a home to take old and disabled people 
who have nobody to look after them. There are many 
beneficiaries of the Fund—-members of our profession or 
their dependants—who would rejoice to know that there 
was a place where they could really be at home and end 
their days in peace and comfort. Meanwhile the Fund 
provides whatever help it can offer by grants of money 
and otherwise. The scope and need of this work are 
shown once more in the report which will be presented 
to the annual meeting to be held at 3.30 pm next Wednes- 


‘ day, June 20, at the house of the Medical Society of 


London, 11, Chandos Street, W1. It is hoped that this 


_year, now that the European war is over, supporters in 


the neighbourhood will make a point of attending the 
meeting if they can. 


NUTRITION IN NEWFOUNDLAND 
For over 40 years attention has been repeatedly 
called -to the unsatisfactory nutritional state in New- 
foundland, our oldest colony ; many studies have been 
made and much has already been done to improve 


. matters, but the latest survey,’ done last August by a 


highly skilled,team at the invitation of the Commis- 
sioners for Public Health and Welfare, finds that the 
health of the 320,000 inhabitants is still far from satis- 
factory. Poverty, poor fertility of land, remoteness 
of a large part of the population, and lack of transport 
are some of the difficulties the Government has to face. 
The death-rate varied in 1939-43 from 11-7 to 12-5 per 
1000. In England and Wales in the same period the 
rate was 11-6-14. The infant-mortality rate in St. 
John’s was 111 per 1000 live births in 1942; in England 
and Wales it was 49. The death-rate from respiratory. 
tuberculosis in 1941 was 144 per 100,000; in England 
and Wales in the same year, 57 per 100,000. The 
published report says that ‘‘ stomach ailments ” are 
common, yet gastric and duodenal. ulcers are rare. 
“ Renal stone >° is common. Tuberculosis is prevalent, 


- but nothing is said about the extent of bovine infection, 


and one in three of the people have some fresh cow’s 
milk. No mention is made of the incidence of arterial 
disease, arthritis or diabetes, and we do not know from 
what diseases the people suffer or from what they die.. 
However, the picture though imperfect is full of interest. 

The report, which is based on the inspection of 868 
men, women, and children in St. John’s and several 
outposts, shows us a people taking a diet adequate in 
calorie value (adult average 3039 a day) and adequate 
Both children and 
adults are slow in mental reaction and lacking in initia- 
tive, the skin of the children being inelastic, and that of 
young adults atrophied and wrinkled, subjects of all 
ages appearing older than their years with poor muscula-. 
ture in all ages and sexes. Yet the children, though 
generally underweight, are of normal height. The gums 
were diseased in 62-73% of the people examined and 
nearly half of the adults had lost all or nearly all their 
teeth from that cause, edentulous mouths being not 
uncommon in the early twenties. Widespread dental 
caries was also noted. The investigators have sought 
the answer to this imperfect picture in an elaborate 
survey of a few popular dietetic nutrients. They find 
many signs of vitamin-A deficiency—xerosis conjunctive, 


-1. Adamson, J. D., Jolliffe, N., Kruse, H. D., Lowry, O. H., Moore, 
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follicular changes in the skin, and xerosis of the skin— 
and say the diet was extremely low in vitamin A 


(1400 i.u. mostly preformed), but no night-blindness and | 


no corneal changes are reported. Signs of vitamin-C 


. deficiency were common, and the diet is low in ascorbic 


acid (about 20 mg. a day), but no scurvy was recorded. 
Judging from the pictures and the text the swollen 
gums do not bleed easily. The amount of nicotinic 
acid in the diet was on a level that is considered adequate 
(14:6 mg. daily) yet ” mild, acute, and chronic niacin 


- deficiency was of frequent occurrence in the population — 


examined.” Papillary hypertrophy, papillary atrophy, 


. ` and-multiple fissuring, redness, and swelling of the tongue 


_or the central nervous system were seen. 


were the signs noted in 63%. No pellagra was seen, 
though this often manifestd itself. when infection arises 
in a population chronically deficient in nicotinic acid. 
Riboflavine was another vitamin noted as extremely 
low in the diet (0°80 mg.) and ‘‘ gross ” deficiency lesions 
were recorded—cheilosis, angular stomatitis, dyssebacia, 
and 100% with ‘‘ some degree of corneal vascularity,” 
but we are not told whether this means more than a 
visible. limbic plexus. No severe lesions affecting sight 
Thiamine 
deficiency (daily intake 0-96 mg.) was reported in 6:8% 
of the persons examined. Absent knee and ankle jerks, 
some loss of vibratory sense, tender calf muscles, and 
positive squatting test, ascribed to lack of thiamine, 
were fairly common findings. No mention is made of 
alcohol consumption. In the East even this degree 
of vitamin deficiencies would be thought sufficient to 
account for an increased mortality in sucklings, but no 


- remark is made on thisaspect of the highinfant mortality. 


Signs of rickets were seen in 2:6% of the population 


_ examined, yet in spite of the low calcium intake (0°360 g. 


phosphatase are recorded as normal. 


daily) no tetany and no symptoms of osteoporosis, such 
as was observed by Meulengracht and others after long- 
continued low calcium intakes, were seen. The iron 
intake was also low (9-96 mg. daily), yet only moderate 
degrees of anzmia were found in about 24%, and -only 
‘5% had hemoglobins below 11 g. per 100 c.cm., in spite 
of the low concomitant calcium in the diet. To complete 
this curious picture, the blood-proteins and serum- 


The investigators find the chief fault in the diet to be 
a paucity of milk (average intake 5:5 oz. a day), an 


absence of tomatoes and citrus fruits, and the over- 
cooking of cabbages and potatoes; but it seems doubtful. 


if this is the whole tale. The data given of annual 


, imports and estimates of food production show that of 


the 44:5 lb. of meat per capita eaten in a year only 
9% is fresh meat and poultry, and nearly 43% is classified 
as salt meats ; and presumably practically all of the 71 Ib. 
of cod eaten is likewise salted fish. Of the flour eaten 
98% is white, and of the fat under 3% is butter and 
nearly 69% margarine, whether fortified ornot is unstated. 


‘The history of scurvy and other dietetic deficiencies 


in these Northern climates is always bound up with the 
quantity of salt meat and salt fish eaten; perhaps salt 
meat more often than salt fish. From Lind’s observation 


to this day this remains unexplained, though it has been 


remarked by many travellers and in many expeditions 
and is mentioned in nearly every description of\dietetic 
deficiencies in these latitudes, including those in the 
American Civil War. From these accounts it appears 
that any diet with the minimum effective allowance of 
essential nutrients can be made defective by giving 
enough salt meat, and the symptoms can be made more 
severe by increasing the flour in the diet. We know that 
a little rancidity goes a long way to spoil a meal, but 
what changes really occur in salted meat and fish ? 
Do different varieties of salt produce different biochemical 
changes that are of importance in dietetics ? Fishermen 
.and salt-curers have definite preferences in their trade ; 
is this justified from a dietetic point of view or is it only 
sesthetic ? Was Ibsen, a Norwegian, right in his analogy 
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—‘“‘Jike rancid mouldy ham producing all the moral 
scurvy that devastates society °? Until we know the 
answer to these and similar questions, dietetic reform 
in Newfoundland is likely to be mere patchwork. - 


PASTEURELLA INFECTIONS IN MAN 


_ PASTEURELLOSIS is a common infection in many animal 
species. It usually takes the fopm of an acute hemor- 
rhagic septicemia, but a chronic infection—called pseudo- 
tuberculosis because of nodules in liver and lungs and | 
enlarged caseous glands—occurs in guineapigs, rats, and 
cats, while rabbit snuffles is an example of a localised 
pasteurella infection. Pasteurella organisms are to be 
found in the upper respiratory tract of such domestic 
animals as cow, pig, cat, and rabbit ; yet it is only within 
the past year that human infection with Pasteurella 
septica has been recorded in this country,-though 2 of the 
6 cases quoted by Allott and his colleagues t occurred ten 
years ago. These Past. septica infections have usually © 
followed ‘wounds by cat-bites, which are proverbially 

slow to heal. There is as a rule an immediate cdematous ` 
inflammation which soon settles: down to a low-grade 

suppurative process with subacute osteomyelitis as a 

common complication ; regional adenitis, reminiscent of 

bubonic plague (which likewise is a pasteurella infection) 

and tularemia, has been prominent in some cases. 

While the cat is the usual culprit, as in the typical case 

reported by Cooper and Moore in our present issue, 3 of 

the 6 cases reported by the LCC pathologists followed dog- 

bites, and it is noteworthy that these were seen within 

three months in north-west London, which suggests a 

— dog epizootic of pasteurellosis at that time. These cases 

are apparently the first recorded instances of -human 

pasteurella infection following dog-bites and they should 

encourage more careful bacteriological examination of 
such wounds. | . 


- Past. septica, a gram-negative ‘coccobacillus with some 


tendency to pleomorphism, grows rather poorly as small 
glistening translucent colonies on ordinary culture media, 
and may easily be missed in the presence of secondary 
infecting ‘organisms like Staph. aureus. Its main 
distinguishing features are its failure to grow on Mac- 
Conkey’s medium and its high pathogenicity for labora- 
tory animals, with peritonitis and pericarditis common 
findings. While infection of animal bites is the usual 
form of pastetrellosis in man, the organism has been 
isolated from infected pleural cavities, and Ludlam ? has 
lately reported an instance of appendicular abscess due 
to Past. septica, while Robinson® records a case of 
pasteurella septicemia and septic arthritis in an African 
native. - Thus it seems that these organisms are some- 
times inhaled or ingested and may set up infections in 
different parts of the body. . 


CASTRATION AS PALLIATIVE 
CANCER 


THE success of castration as a safe remedy for benign . 
enlargement of the prostate is unlikely to be overlooked 
in these days. Whether prostatic cancer can ever be 
cured by the same simple means is extremely doubtful, 
and a final judgment on the matter cannot be reached 
for several years. Meanwhile, however, enough is known 
of the effects of castration to establish its value as a 
palliative. Emmett and Grgene,‘ analysing the results 
of the operation in 117 cases of prostatic cancer treated 
at the Mayo Clinic during the 24 years ending with 
December, 1943, noted some relief of pain (usually con- 
pinnae and often complete) in 90%, and found that 
it persisted for 4-18 months or longer. It is question- 
able whether similar’ benefit can be achieved so easily 
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by any other form of treatment. Although we must 
not assume that the malignant process can be perman- 
ently arrested by removing the testes, we may at least 


feel sure that it is not accelerated. Emmett and - 


Greene. haye compared the. survival-rates in their 
series treated by castration with the survival-rates of 
patients who underwent transurethral resection in the 


Mayo Clinic between 1924 and 1937, as reported by 


Thompson* as follows : 


No. of % died during % dead by end 


Treatment | cases first year | of second year’ 
Transurethral 326 26-2 | 50°5 
resection l 
Castration 220 23 | 39-4 


ee a o a a a Te 


It might have been supposed that the less malignant 
forms of prostatic cancer would react to castration more 
readily than the more malignant. But Emmett and 
Greene, correlating relief of pain with the grade of 
malignancy (Broders) in 70 of their cases, find no 
` association. 

There do not seem to have poet any grave ill effects 
from castration in the large number of cases reported 
in the medical journals. The idea that castration has 
a disastrous effect-on the mind—an idea which at the 
end of last century led to the abandonment of the opera- 
tion—may now be regarded as extinct : indeed Bumpus, 
Massey, and Nation ® call special attention to the striking 


psychic improvement that has followed castration, — 


with or without the addition of cstrogen therapy, in 
some of their patients. Such psychic improvement, 
they say, is not to be explained by the relief of urinary 
obstruction nor as an effect of estrogen. 

An alternative to castration, preferred by . some 
surgeons in carcinoma of the prostate, is the repeated 
or continued administration of ostrogen. Probably 


the improvement from both methods depends mainly on ` 


reduction of the supply of androgen which induces 
activity in prostatic tissue. Although such a reduction 
is a certainty, administration of oestrogen may also 
bring into play factors not introduced by castration. 
Here again we must defer judgment until we can compare 
large series treated by the two methods. 


PLAN FOR AUSTRALIA 


It is not only in Britain that plans, are being made 
for new health services. In New Zealand, Australia, 
and South Africa changes have begun which will shape 
the future of medical practice. Many of the problems 
they are in process of solving are ones which we all 
have in common, and we may “well profit by a study of 
solutions proposed and experience gained outside 
Britain. 

Sir Raphael Cilento, director-general of health and 
medical services for Queensland, surveys existing 
medical provision in Australia, summarises the discus- 
_ sions that have taken place, and makes his own personal 
unofficial suggestions’. Believing that “very few pro- 
grammes for organisation are original” and that 
“ consciously and unconsciously one builds upon 
foundations long laid by others and forgets the obliga- 
tion ; absorbs, extends, and modifies ideas drawn from 
similar or even alien projects, so that at the end a positive 
mosaic is produced in whech every individual idea has 
merged, losing its identity in the general picture,” he 
has himself studied carefully what has been happening 
in other countries—particularly in Britain—and he 
quotes extensively, and with shrewd comment, from 
ideas and opinions which have appeared in medical 
journals. 
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Australia must be a difficult country to plan. Dis- 
tances are enormous. The population is small in com- 


. parison to area, and very unevenly distributed. In the 


two cities of Sydney and Melbourne live nearly 23 
million people—about a third of the inhabitants of the 
whole of Australia. Add the four other State capitals, 
and we have accounted for more than half the popula- 
tion ; while outside these six cities there are only nine 
towns in the whole continent that can boast of a popula- 
tion of 30,000.. It is not then surprising to find that 


` there has been a tendency for medical men to congregate 


in the cities, and for the small townships and the “‘ out- 
back” to be starved of medical, nursing, and hospital care. ` 
. Cilento does not believe that this situation can be 
overcome, and an equitable and universally available 
medical service provided, by competitive private practice. 
He thinks that in the outpost areas it will be necessary 
to provide a salaried service of general practitioners, 
who must be given better access to hospital and specialist 
services—where necessary by the wider provision of 
wireless communications and air transport, which have 
already amply proved their value in the remote districts. 
Even more than in our own Highlands and Islands, | 
the high expense of caring for a sparse and scattered. 
population makes private practice economically impos- 
sible. . For the small townships (and in the cities as 
well) Cilento recommends the establishment of health 
centres. He has in mind, however, much larger centres 
than are generally advocated in this country. He 
favours a centre which will at the same time provide 
consulting-rooms for the local practitioners and be a 
consultative clinic for visiting specialists. These centres, 
he thinks, should each serve a population varymg from 
15,000 (in rural townships and their environs) to 50,000 
(in a city suburb). They should be responsible for 


all general-practitioner, public-health, and preventive 


medical services., The optimal centre would serve 
30,000 people and employ 15 to 20 general practitioners. 
The -practitioners would be encouraged to undertake 
graded specialist work wherever possible, and would‘ 
take a full part in the work of the local hospital. A 
visiting consultative specialist squad, based upon a 
larger regional hospital, would attend at fixed times at 
each of the health. centres in its region. ° 

As Cilento enlarges on his plans he finds it necessary _ 
to discuss in turn all the problems that have been 
before us here—of administration (which for him is. 
more complicated even than for us, since he has to 
allow for State governments as well as for the central 
federal government), of the desirability of a corporate. 
body, of medical representation on council and com- 
mittee, of methods of remuneration, and of pensions. 
holidays, and postgraduate study. To all he brings 
understanding, and an ability to weigh the pros and cons 
of any suggested policy. Some of his conclusions are 
applicable only to Australia ; some others run counter 
to present majority opinion here; but all are so ably 
and fairly argued as_to ‘repay careful study. 


_ IN the Dissolution honours a viscounty was conferred 
on Lord ADDISON, MD, FRCS, leader of the Labour Party 
in the House of Lords since 1940. 


ON May 29 at a special meeting of the fellows of the 
Royal Society of Medicine the following were admitted 
to the honorary fellowship: Sir Sheldon Dudle ot ries 
Sir Alexander Hood, and Sir Harold Whitti ahan 
(directors-general of the medical services of the Royal 
Navy, the Army, and the Royal Air Force), Sir Francis 
Fraser (director-general of the Emergency Medical 
Service), and Colonel V. L. Gallemaerts, Colonel-General. 
Smirnov, Dr. Karl Evang, and Colonel Frantisek Langer 
(representatives of the medical services of Belgium, the 
Soviet Union, Norway, and Czechoslovakia). It was 
also announced at the meeting that the gold medal of the 
society for 1944-45 had been awarded to Brigadier Sir 
Lionel Whitby. 


Special Articles 


THE PSYCHIATRIC SERVICES 
| JOINT RECOMMENDATIONS __ . 
Tar Royal College of Physicians, the British Medical 


Association group of practitioners of psychological 


medicine, and the Royal Medico-Psychological Associa- 
tion have published a memorandum ? on the organisation 
of psychiatric services in a National Health Service. 
This report, which is discussed in a leading article, ends 
with the following recommendations: 


| SCOPE OF PSYCHIATRY 
.1. Psychiatry is not a limited specialty. It per- 
meates and influences general medicine, surgery, and 
obstetrics and gynzcology. In particular, psychiatrists 
should be appointed to the staffs of general hospitals, 
with status equal to that of other physicians and surgeons. 
~ 2. The mental health department of the health service 
of the future should be responsible for: the organisation 
-of all medical work which is essentially psychiatric. 
This will necessitate certain legal changes. 

3. The psychiatrist is not concerned only with fully 
developed mental disorders. The mental health service 
should include provision for prophylaxis of mental 
disorder over the widest field. | 

4. In the educational sphere psychiatric advice is 
essential for children showing neurosis, behaviour 
disorder, or mental defect. — ae 
. 5. In industry a full and efficient consultative psy- 
chiatric service should be available, which should work 
in close coöperation with the patient’s doctor and 
the industrial medical officer. Psychiatrists should 
coéperate with industrial psychologists in the investiga- 
tion of industrial fatigue and ill health, working hours 
‚and conditions, incentives, personnel management, &c. 

6. Psychiatrists should codperate in the work of 
vocational guidance and selection, an essential part of 
which is the assessment of personality and temperament. 

7. Psychiatrists should take part in the rehabilitation 
of patients after accident or illness. This work should 
be carried out in close liaison with employers, workers’ 
representatives, and patients’ doctors, and any necessary 
adjustment should be made in the patient’s employment 
on his return to work. l 

8. There are many other fields in which the psychiatrist 
should play his part, such as sociological investigations 
and education in sexual matters. | 


ss ADMINISTRATION AND STAFFING 


9. The main factors which retard progress in the 
treatment of mental disorder at the present time are 
{a} the law, which lags behind enlightened public and 
medical opinion; (b) the mental hospital buildings, 
many of which are quite out of date, haying been de- 
. signed for detention and safety, without sufficient. vision 
regarding curative treatment; (c) the association of 
public assistance with mental hospital treatment; and 
(d) the numerical inadequacy of the medical staff and 
the numerical and professional inadequacy of the 
nursing staff in mental hospitals. Improvement is 
necessdry also in the status, pay, and conditions of 
service of the medical staff, with greater freedom in 
regard to professional matters and the formation of 
medical committees. Increased cpnoreunitiee for purely 
clinical work should be developed. l 

10. There should be formed a mental health authority 
with appropriate statutory powers in each area through- 
out the country as may be decided ‘hereafter by the 
Government, such authority to be responsible for all 


aspects of mental health—i.e., to take over the work of 


committees of visitors, the committees under the Mental 
Deficiency Acts, and child psychiatry (including child 
guidance). Mental- health authorities should consist 
of elected and codpted members. Close coöperation 
should be maintained between these authorities and the 
public health and ,education committees and those 
responsible for the voluntary hospitals. 


ee S 


łe The Future Organisation of the Psychiatric Services. Obtainable 
‘from the secretaries of the three contributing bodies. 
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- 11. On any local advisory bodies, such as the local 
health services council, there should be adequate 
psychiatric representation. No doubt such councils . 
will appoint special ‘mental health subcommittees with 
, power to codpt. 

12. Large areas are preferable to small areas. Each 
area should be of sufficient size to warrant the setting 
up of à complete mental health service. 

13. All matters appertaining to mental health ad- 
ministration should be removed from public assistance. 
_ 14. There should be a special psychiatric department 
of the central health authority to deal with and ad- 
minister all branches of mental health ;: this arrangement ` 
should be reproduced for administrative purposes 

.throughout the local organisation. In the past the 

Board of Control has provided a separate organisation 

for codrdinating mental health matters. The work 

of the new central department now suggested would 
include in general the present functions of the Board of 

Control, especially in so far as it will be necessary in- 

definitely to keep a watching eye on the legal aspects of - 
psychiatry. Whilst the head of this department should 
be a psychiatrist, there-will have to be also legal mem- 
bers of the staff, for reasons similar to those which will 
no doubt operate in other branches of medicine in which 

forensic problems frequently arise. | 4 

15. A special medical officer should be appointed in 
éach area as adviser and executive officer to the mental 
health authority of whatever body codérdinates all 
branches of mental health. He should be an officer of 
senior status with clinical and administrative psychiatric 
experience. Heshould have reasonable security oftenure. 

16. Unless and until the mental hospitals and mental 
deficiency institutions are organised on the same lines 
as the voluntary hospitals there should be a medical 
superintendent in charge of each hospital who should 
be in continual touch witb the clinical aspects of the 
hospital and its patients. The position which IO aan 
complete legal responsibility on medical superintendents 

. for all patients in the institution under their care should 


- be reviewed. 


17. In each hospital there should be a medical com- 
mittee composed of members of the staff, including 
visiting consultants. The views of the medical com- 
mittee on medical and. administrative matters should 
be transmitted to the controlling lay authority, normally 
through the medical superintendent who should have a 
duty to convey them. 

18. The facilities for outpatient treatment of adult 
mental illness require much extension. Clinics should 
be available in every part of the country. Most cases- 
of psychoneuroses can be treated in well-organised 
outpatient clinics. i oh 

19. Observation wards should be upgraded into early 
treatment units, which should be ‘departments of, or 
readily accessible to, general hospitals, voluntary or 
municipal. | ie 

20. There are a number of cases of psychoneurosis 
which need more intensive treatment and/or closer 
supervision than can be arranged at a general hospital. 
For these, special hospitals should be provided under 
psychiatric direction, ‘with nursing staff of special 
training and experience. For chronic psychoneurotics 
provision should be made in special hostels, not in the 
psychiatric wards of general hospitals. 

21. It is essential for the proper understanding of all 
cases, including those of somatic disease, for medical 
students to be taught a suitable psychology in the 
intermediate stage as well as the principles of psycho- 
Togical medicine in the final course. At least one ` 
question on psychological medicine should be asked in 
the genera] medicine examination. -Clinical psychiatry 
should form a definite part of the clinical examination. 
Teaching and examining bodies should be urged to raise 
the standard in clinical experience of psychiatry to the 
level of the kindred subjects of medicine, surgery, 
. obstetrics and gynzcology.? : ; 

22. There should be a coérdinated system of psychia- — 
tric social service. All psychiatric social workers should 
receive such training as will fit them for service in all 
branches of the specialty. They should take an active 


2. See first interim report of the Royal College of Physicians 
~ psychological medicine committee. 
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part in adjusting environmental difficulties, especially 
in relation to industry and education. : 

23. Non-medical psychologists should be employed 
more extensively and should work in the closest possible 
coöperation with psychiatrists, but they should not 
carry out psychotherapy. 

24. Facilities for adequate grading should form a basic 
principle in future administrative arrangements for the 
treatment of psychiatric patients of all types (including 
mental defectives) bearing in mind the disadvantages 
that may accrue from the segregation of chronic patients, 
except possibly for senile cases, in a separate institution. 


Patients certifiable under the Mental Deficiency Acts 


should not be admitted to mental hospitals unless there 


‘are overriding psychotic symptoms. 
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This would also involve appropriate training of niedical i 


and nursing staff. 
34. Legislation and accommodation are required so 
that drug and alcohol addicts and other antisocial 


. psychopaths may be detained under some form of order 


25. The patient should be enabled to use the financial 


benefits to which he is entitled under insurance legisla- 
tion, in order to supplement his private means so that 
he can obtain the treatment of his choice. 

26. The status of mental nursing should be equal to 
that of general nursing. All general nurses should 
receive some training in psychiatric nursing. 


PSYCHOSES AND PSYCHONEUROSES 


. , 27. Dependent on the area and density of the popula- 
tion to be served, mental health services other than those 
provided by the general practitioner should be supplied 
by means of the mental hospital and psychiatric units. 
That part of a general hospital, whether in- or out- 
patient department, which is set aside for the treatment 
of mental disorders, with or without any legal formality, 
should be known as a psychiatric unit. 

28. An adequate number, generally 5%, of beds 
should be available in general hospitals where a psy- 
chiatric outpatient clinic is held regularly, provided that 
the hospital makes adequate provision for suitable 
nursing. 

29. In larger centres (especially university towns) 


| special psychiatric units should be established, with 


facilities for both outpatient and inpatient treatment, 
teaching and research. The immediate establishment 
of such units is urged as being eminently practicable. 

30. The mental hospital will continue to be the main 
unit for the provision of inpatient services and must 
be maintained at the maximum efficiency in staff and 
equipment. Both the medical and nursing staffs should 
be materially increased, in some cases by 100%, over 
the low pre-war standards. Adequate laboratory and 
other services should be available and liaison should be 
maintained with general hospital services. All the 


. members of the appointed medical staff should take 


- capacity at health centres. 


N 


some part in extramural duties—e.g., outpatient, con- 
valescent (rehabilitation) homes, and in a consultative 
There should be posts for 
house-physicians at all mental hospitals. These should 


be taken up after the usual house-officer appointments 


have been held in a general hospital. Some experience 
in general practice is a vapuahie preliminary to training 
in psychiatry. / 

31. All suitable existing hospitals, such as registered 
hospitals, licensed houses and, in Scotland, the Royal 
Mental Hospitals, should continue to be used either for 
patients under the National Health Scheme or for private. 
patients, and advantage should be taken of all material 
for teaching and research. 

32. The amendment of the Mental Treatment Act 
(1930) is urged so that under section 5 all non-voluntary 
admissions may be received for the purpose of treatment 
and detained for a period not exceeding 6 months, with 
possible extension by the department of mental health, 
without a reception order. This involves the omission 
of all reference to ‘ willing or unwilling to receive such 
treatment.” 

33; While it is desirable that the great majority of 
psychoneurotics should not be treated in mental hospitals 
a certain number may be admitted, dependent on the 


_ degree of disorder and abnormality of behaviour and the 


sensitiveness of the patients to their surroundings. With 
due regard to the foregoing, this would entail that the 
mental hospitals should be so reorganised as to provide 
suitable facilities for inpatient treatment for all types 


“and degrees: of mental ill health, including neuroses, 


by the provision of. suitable separate units (where 
necessary of new units) to guarantee adequate grading. 


for periods sufficient to permit of adequate treatment. 


MENTAL SUBNORMALITY, INCLUDING MENTAL DEFICIENCY 
~ 85. It should be recognised that mental subnormality 
and its social consequences undoubtedly provide a very 
wide problem. 

36. The present legal and administrative procedures 
need revision : 

(a) To remove the existing confusion and anomalies whereby 
defective children are dealt with in several different 
ways under 4 different authorities. 

(6) To remove the difficulties of bringing under suitable 
care and training children who are ae seen betw een, 
the ages of 14 and 16. 

(c) To enable any subnormal child to receive without 
strict formality or legal certification such special 
education as may be necessary (now likely to be pro- 
vided under the Education Act). 

(d) To provide for the whole group of the subnormal 
rather than for the restricted portion who are certifi- 
ably defective. 

(e) To provide that a certified institution may, when 
advisable, admit patients on a ‘“‘ voluntary ° basis 
on the application of-a relative and one medical 
recommendation as in section 1 of the Mental Treat- 
ment Act, 1930, and also in conformity with section 5 
of this Act on a temporary basis. 

37. The medical adviser to the mental health authority 
if not sufficiently experienced in mental subnormality, 
should be advised by a recognised specialist in this field. 

38. The-.entire service of the subnormal should be 
transferred from the public assistance authorities to the 
mental health authority. 

39. For the retarded group an increased number of 
special schools, both residential and day, is required. 
More occupation centres should be established. 

40. Mental deficiency institutions should be on the 
colony plan. Each should accommodate a cross-section 
of the mentally defective population ‘and none should be 
reserved for low-grade defectives, 

41. The community care of the retarded class and 
licence from institutions should be widely extended. 
All large institutions should have several branches, both 
for use as hostels and for training. | 

42. In each area there should be provision for a period 
of observation by temporary residence in a special unit, 
or in an existing institution, before actual certification 
in the case of a high-grade defective. Admission to 
such units should be on a ‘‘ voluntary ” basis in the case 
of minors or on the order of a magistrate or other official 
approved for the purpose by the department of mental 
health, and should be for a period not exceeding 6 
months. Special experience and qualifications should 
be possessed by at least one of the practitioners who 
certifies the fact of mental deficiency in any case. 

43. All doctors employed in mental deficiency colonies 
or institutions should have opportunities for extramural 
duties in order to provide the essential ‘specialist advice 
in schools, clinics, and hospitals, and to maintain and 
promote their own general efficiency by a wider range 


‘of medical practice. 


44. The ascertainment of mental deficiency should be 
entrusted to psychiatrists with appropriate experience. 
45. It is desirable that a psychiatrist should be ap- 


. pointed to every education authority and in all cases 


there should be close coöperation between general 
practitioners, and medical officers and psychiatrists 
working in the field of mental deficiency so that con- 
sultations may take place, whenever necessary, in regard 
to educability of particular children and the ascertain- 
ment of defect. 
CHILD PSYCHIATRY 

46. Since prevention is the most important part of the 
work of the future health service a child psychiatry 
service must be an integral part of any adequate mental 
health services, Child-guidance clinics, with associated 
inpatient facilities, are required in every area; and should 
be under the management of the mental health committee 
working in close codperation with education authorities. 
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© 47. Asan important prophylactic measure there should 
be systematic psychological examinations of every school 
child. These examinations should be primarily the 
. function of the educational psychologist but all cases 
showing emotional instability or serious. fitellectual 
subnormality should be. referred for full psychiatric 
examination. | 

48. Residential school treatment under psychiatric 
direction should be made available for maladjusted 
children, preferably by voluntary admission. 


DELINQUENCY . 


49. Psychiatrie advice should be made more widely 
. available to the. courts so that greater use of it could be 
made by them. There should be collaboration with the 


legal authorities at all stages in the ascertainment, ` 
- lotion. 


treatment, and rehabilitation of offenders. _ 
'" 60. -A mental health service should cover at least the 
psychiatric requirements envisaged in the Criminal 
Justice Bill of 1939, and the powers of the central 
health ‘authority should include at least the provision 
of- psychiatric advice to approved schools, Borstal 
institutions, remand homes, and the special hospitals 
proposed in the Criminal Justice Bill. 

51. Inpatient facilities, of the colony and hostel types, 
are urgently needed for delinquents, and outpatient 
facilities require expansion in all parts of the country. 


‘MEDICINE AND THE LAW 


Functions of a Medical Referee 


THE case of Smith v. National Meter Co. and Gibson, 
decided last April, threw some light on the functions of a 


medical referee appointed under the Workmen’s Com-. 


pensation Act. Mrs. Smith complained of libels con- 
tained in letters emanating from the company which had 
employed her. Statements. made in the course of 
proceedings before a court of justice, whether by judge, 
counsel, or witnesses, are absolutely privileged and 


.. Immune from any liability in an action for damages for 


libel: or slander. The principle has been extended to 
other authorised inquiries before a tribunal which is not 
a court of justice but-which has similar attributes—e.g., 
a military court of inquiry. Ought it to be applied to 
-~ proceedings before a medical referee ? 

Mr. Justice Uthwatt answered this question in the 
negative. The medical referee’s decision, he said, 
certainly affects legal rights, but that is not the test. He 
has to determine several facts which, apart from statu- 
tory provision, would be decided by the court on evi- 
dence. ‘In ascertaining facts he is not bound by the 
strict .rules of evidence; he has to do his best on the 
materials before him. In determining some of the facts 
his medical. skill and knowledge may perhaps play a 
small part; but these are preliminary and incidental 
matters, not the substance of the task of the medical 
referee. Essentially he is determining medical facts on 
his own professional judgment and skill.” Moreover, in 
proceedings before him, each party submits a statement, 


and neither side sees the statement submitted by the- 


opponent. This procedure is entirely contrary to that 
of a judicial proceeding. The absolute privilege accorded 
to statements made in judicial proceedings is due to 
public policy. ‘‘ Public policy, so far from requiring 
that absolute privilege should attach to voluntary 
statements made [in the proceedings before a medical 
referee], seems to me to demand the contrary.’’ There 
is a qualified privilege for such statements, and thus an 
honest statement is protected. ‘‘ That protection is all 
that is required for the full and proper exercise of the 
functions committed to the medical referee; the pro- 
tection given by absolute privilege would be a hindrance, 
not a help.” The learned judge held that the statements 
about Mrs. Smith, though entitled to qualified privilege, 
were made with malice which cancelled the qualified 
privilege. : 
' A brief account of the facts of the case may explain 
the application of the principle. The plaintiff, a muni- 
tion worker, had her hands from time to time in contact 
with oil. Owing to their condition she consulted a 
doctor who sent her to Dr. L. Forman, dermatologist to 
Guy’s Hospital. He certified that she was suffering 
from dermatitis and was unable to follow her employ- 
ment. The certificate was sent to the works manager’; 


in subsequent correspondence Dr. Forman stated that the 
dermatitis had been provoked by an external irritant, _ 
The judge accepted Dr. Forman’s evidence that he 
never said that Mrs. Smith attended him in a grubby 
condition or that the disease was the effect of personal 
uncleanliness. The patient was certified by the ‘‘ exam- 
ining surgeon ” under the Act as suffering from ‘‘ derma- — 
titis produced by dust or liquids,” a disease to which the 
Act applies. She recovered: and went back to work, ` 
but in the following month there was a fresh attack 
and she left her employment and claimed compensation. 


Later the works manager sent a memorandum to the © _ 


secretary of the company, to be sent on to the company’s 
insurers. It contained allegations that Mrs. Smith had 
never personally notified the company that she had 
dermatitis, though she had been treating herself with a 
“ During this time she appears to have made no ` 
effort to consider the other workers, as she still used the 
washing and drying facilities whith are used by them.” 
The memorandum went on to say that the doctor at . 
Guy’s Hospital stated that he considered the frouble 
was chiefly due to Mrs. Smith’s low state of health and 
that personal cleanliness was partly responsible, ‘as she 
had, after three days’ absence from work, attended him 
in a grubby state. ‘* The opinion of the writer is that the 
complaint is more political than medicaland she probably | 
had the complaint before coming to us.” ee 
. This communication the judge described, for reasons - 
which he detailed, as ‘‘ obviously indefensible.” The 


. statements were incorrect and he was unable to accept 


the evidence of the works manager that, at the time he © 
wrote the memorandum, he believed that Dr. Forman 
had in fact made the statements which it attributed to 
him.. The memorandum conveyed the imputation: that 
the plaintiff was an unhealthy woman of uncleanly habits 
which were in part responsible for her skin trouble, and 
that she, with knowledge of her complaint, was quite 
willing to- expose her fellow-workers unnecessarily . 
to the risk of infection. The judge ruled that the 
memorandum was in law capable of being defamatory 
and was in fact defamatory. Qualified privilege 
attached to the occasion-on which the works manager 
wrote to the secretary of the company and to the occasion 
when the company secretary sent a copy to the insurers. 
But there was ample -evidence of malice; the malice 
cancelled the qualified privilege ; for each of these two 
libels the court awarded 20 guineas damages. 

There was a third communication, written by the 
company’s insurers to the medical practitioner to whom 
it was understood that the county court registrar had 
referred the. dispute. The letter substantially repeated 
the statements made in the works manager’s memor- 


_andum. Mr. Justice Uthwatt held that this doctor’s 
appointment as a medical referee was a nullity because 


there had been no application in writing accompanied 
by the prescribed documents. He held that the insurers 
had written as the agents of the company, that there’ 
was malice on the company’s part, and that, if a medical 
referee had in fact-been duly appointed, he was not 
(for the reasons already set out above) a tribunal exer- 
cising judicial functions so as to confer absolute privilege 
on the statements submitted to him by the parties. 
For the third libel he awarded 50 guineas damages. 


TUBERCULOSIS EDUCATIONAL InstrruTe.—The N ational 
Association for the Prevention of Tuberculosis and the Joint 
Tuberculosis Council have formed an educational institute 
to be managed by a committee with the following members: 
Dr. Frederick Heaf (chairman), Prof. W. H. Tytler, Dr. A. S. 
-Hall, Dr. Andrew Morland, Dr. J. C. Simpson, Dr. Norman 
Smith, Dr. D. P. Sutherland, and Dr. R. A. Young. The 
functions of the new body will be: _ ee 
To arrange courses, lectures, -and demonstrations for the education 

of doctors, purses, almoners, and social workers in tuberculosis. 
To act as a centre of information in all matters connected with 
educatiten in tuberculosis. f 
To recommend candidates for NAPT scholarships to assist doctors, 
oners, nurses, and social workers to study tuberculosis. 
To suggest lines of research in tuberculosis. 
To issue a half-yearly index of tuberculosis literature. 
To facilitate and encourage the study of tuberculosis in this country 
by visitors from overseas. ; 
The secretary of the institute will be the secretary-general of 
the NAPT, Dr. Harley Williams, who has been placed at the 
service of the joint committee for education. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


WE celebrated the surrender of the German Armies 
opposing 21st Army Group on May 5 in the SS Panzer 
Grenadiers’ officers’ mess in Belsen Camp with some 
‘liberated wine.” Afterwards feelings were liberated 
and an incredible Polish brass band arrived suddenly 
outside and began to blow away furiously. Some of 
the bandsmen didn’t find the right notes of one tune 
till the next had begun, but they played away to our 
cheers and applause—first some Central European 
marches, then God Save the King, majestically thin, and 
the Polish National Anthem, and then of all things 
Roll Out the Barrel. They were tickled to death when 
we burst forth into song, so played it through three times 
and went away with much clicking of heels and hand 
waves. It makes one feel that the job of cleaning out 
this human cesspit is really producing results when one 
sees the expressions of illimitable gratitude. 

In the first week of April the British Red. Cross were 
appealed to by 2lst Army Group to supply medical 
-attention and correct diet for the thousands of Dutch 
people who. were starving on account of the railway 
strike. The Red Cross could not cope with the situation 
by themselves, so they asked for 100 students in their 
- final 18 months from the London- medical schools. 
I was lucky enough to be one of the chosen. But the 
whole scheme was altered when Holland was liberated 
so slowly; we waited and waited until suddenly at 3 


hours’ notice we were told to prepare to be off to Belsen. . 


We had previously been equipped with ordinary Army 
battle-dress, &c. and started having our inoculations. 
There was a couple of days’ delay because of bad weather, 
but finally we took off in our Dakotas, with our pre- 
digested protein and glucose-vitamin preparations, on 
May 1. We got to our superb billets the same night— 
the SS Panzer Grenadiers’ training barracks, a super- 
modern Sandhurst with electric light and running water 
in each room, even table lamps beside the beds. We 
go to Belsen Camp every day of the week and work 
from 8 Am till 6 pm with 1} hours’ break forlunch. I feel 
dead at the end of it. That is not the end though, for 
we have a conference from 6.15-7.15 pm to check up 
on the chaos here. There is. then a council from about 
9.30 onwards for group leaders and various officials that 
have been appointed. We are run by two doctors, one in 


UNRRA and the other a Czech in the RAMC, a veritable 


. firebrand who has worked miracles and speaks 7 languages. 
The internees live in long rickety wooden huts about 
30 yards long and 10 yards broad. In each hut there 
were anything up to 500 people at one time, sometimes 


sleeping in crude three-tier wooden bunks but more often ` 


huddled together on the floor. Each of us medical 
students is in charge of a hut and it is his job to see that 
the inmates are properly fed; hence the big supplies 
of glucose-vitamin mixture and predigested milk protein 
we brought with us.. I have a women’s hut in which 
there were 160 people badly ill when we came, almost 
all with starvation diarrhoea. On the average 4 die 
every day and their bodies are removed and buried by 
the Wehrmacht. Death and evacuation to two hospitals 
which have been set up have now reduced the number 
to 115. The stench of their filthy emaciated bodies has 
long ceased to bother me, and the women themselves 
have long ceased to have any sense of feminine decency 
or modesty. Each hut is run by a man or woman called 
the block fuehrer, whose job it is to instil some form of 
order and keep a tally of the inmates. He or she is 
usually well fed and in moderately good health. Many 
of them used to work and so had extra rations. They 
are usually quite young. My block fuehrer is a Greek 
girl of 21 who speaks excellent French; and thank 
goodness for that—otherwise the chaos would have 
been far greater, since 95% of the hut speak only Polish. 
I am however fast getting a command of the necessary 
German, and now and again raise an odd word in Russian, 
Czech, Polish, or Hungarian ! : 

The RAMC, and the RA regiment who liberated 
Belsen, have worked miracles. The latter are doing all 
the catering for these thousands of people, and suddenly 
to change one’s occupation from firing a field-gun; o 
running six huge kitchens is a feat to be proud of. 
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Of course; there is no science or medicine attached .to 
our. job at the moment. Scientific treatment in a 
human cesspit is impossible, but it will come in time— 


indeed, it gas already come in our two hospital blocks. . 


But it is“ extraordinarily. interesting from the physio- 
logical point of view to watch the reactions of starving 


people to different kinds of food, and I don’t suppose. 


we shall ever see famine cedema again. I should have 
mentioned, though, that the whole thing is complicated 
by the fact that most of the starved have either typhus 
or tuberculosis as well. . . . 


- Have you ever ridden a tandem bicycle? If so you 


will have some idea of the feeling in the back seat ofa . 


“flying jeep.” You will have an intimacy with the 
ground below that seems to be missing in larger aircraft. 


- When a tree stands in the way, you cannot see what, the | 
pilot does but you will go over it or round it according to 


his whim. If you are travelling in company with another, 
the pilots will nudge each other with their wing-tips as 
playfully as two wheelers on the Brighton road. Naviga- 
tion seems to depend, not on mysterious instruments, but 
on landmarks visible to any groundsman. It is, in short, 
the aeroplane of choice for such an essentially terrestrial 
mammal as myself. 


s A g , 
‘I have no idea how many lives have been saved by | 


these machines. They can take but one casualty at a 
time, but they can load a man, fly him fifty miles, 
unload, and be back at the forward airstrip within about 
an hour. They can take-off and land on 200 yards of 
roughly levelled paddy field. They are economical of 
personnel, for one man is pilot, navigator, and all. And 
what good chaps those pilots are! The ones whom I met 
were all, I think, NCOs ; they were certainly a mixed lot 
of Americans and English. But which was which I never 
knew, for-they wore each others’ uniforms—if they wore 
anything more than a pair.of shorts. They fly out men 
who are going on compassionate leave: they fly in 
consultant surgeons ; but everyone seemed to agree that 
the job which they liked was flying out the wounded, 
Indian, British, or African. I suppose they would say 
that that was what they were there for. 


One morning I flew in from the CCS to visit a main : 


dressing station. The Arakan is a very beautiful place, 
as seen from the air and in the dry season: a series of 
Caps d’Antibes without a hotel. I should not wonder if, 
in: my lifetime, it is as easy to reach and even more 
“ developed.” Neither pilot nor I knew this strip ; but we 
found it, looking like a solitary pale grey pool among 
unending miles of green jungle. We _ side-slipped 
between two trees (to my great terror) and bumped to a 
stop. The first person I met was the ADMS, welcoming 
and.cheerful. More old friends appeared from all sides. 
We watched, the surgeon operating in what would be 
called, as a stage set, “a leafy bower.” We lunched 


more than adequately with the field ambulance ; in spite > 


of a long march and a noisy artillery barrage, the CO, a 
most learned ornithologist, was chiefly excited over the 
taking of two parrot’s eggs. -(I hope he does not read 
this for they may have been parrakeet’s). When we got 
back to the MDS some more serious casualties were arriv- 


ing. One man with a “compound femur ” was badly. 


burnt. The ADMS, still a surgeon at heart, dressed and 
splinted him, and within a few minutes he was being 
carried to the flying jeep. A strétcher-case does not 
occupy the back seat of-the tandem : his position rather 
resembles a seat on the carrier facing backwards, but it is 
secure, and as comfortable as any ambulance on the road. 
The door was shut and the machine soared away between 
those two trees. When I got back to the CCS that night 
I learnt that the man was on the operating table within 
sixty minutes of being wounded. Fifty miles may not be 
far in modern warfare but it makes a lot of difference in 
saving life and Jimb. But in this case I am afraid the 


man died. x n A 


Young Bermondsey sniffed the dewy morning air 
for the first time and compared it unfavourably with 
that of Paradise Walk. It seemed to him to lack the 
amenity smells of fried fish, bakery, and decaying green- 
grocery, and above all that friendly game-inducing tang 
of gutters. It was the first morning in camp and a vast 
world lay before his slightly contemptuous eyes—to 
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ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


THE dissolution of Parliament has involved a massacre 
of the innocents and few of the measures before the 
House have been able to get through in the short time 
available. And even some of the innocents who have 
escaped massacre have been mutilated. The Family 
’ Allowances Bill for instance is going through as it stands 
except for clauses 13 and 14 which have been redrafted. 
In the last week of Parliament’s life, which will have 
passed by the time these words appear in print, time 
will be found for a debate on the health of the nation. 
We shall no doubt learn a good deal of the different 
parties’ intentions but there cannot be legislative com- 
mitments because there is not sufficient Parliamentary 
time left for the passing of the necessary stages. And 
it is what is embodied in clauses and sections that 
counts and not the good, or even the bad, sentiments 
that may be expressed. 

-In the penultimate week there were two opportunities 
for expressing opinion on housing. The Housing (Tem- 
porary Accommodation) Bill authorises the erection 
of temporary houses in the fringes of parks and other 
Open spaces for a period of 10 years. This cuts into 
the exiguous open space of many cities and uses for 
dwellings what was meant for open-air leisure and games. 
But the House sadly consented, although more than one’ 
member pointed out that if the Government white-paper 
on the Uthwatt plan had been implemented this raid 
on public open spaces would not have been required. 

It would be unkind to suggest that the nearness of 
the election is the only reason why Mr. Duncan Sandys 
was able to announce what may be called ‘‘ prospective 
progress ” in house-building. It may be the new broom 
of the Caretaker Government. Anyhow production plans 
for some thousands of temporary houses were announced 
by the Minister of Works in a general debate on housing, 
plus plans to.get 100,000 permanent houses going by. 
next year, and to release at once building workers now 
employed in munition factories. 

The dissolution honours have given us two new 
Companions of Honour, Mr. Arthur Greenwood and Mr. 
C. R. Attlee, and Lord Addison has become a [viscount. 
The honours led to a flood of congratulations and friendly 
smiles. Indeed it is really difficult sometimes for the 
member on one side to remember that the man opposite 
is a villain. | 

FROM THE PRESS GALLERY 
Sites and Houses 


. IN view of the big change in the housing situation 
since the last debate in the Commons in March there was a 
general demand for a further review of the position, and 
on June 7 Mr. ARTHUR GREENWOOD opened a discussion 
from the Front Opposition Bench. No decision had been 
taken on the Uthwatt and earlier reports on the use of 
land,-he complained, and a real solution of the housing 
problem had`thus been postponed for at least a decade. 
Mr. D. SANDYS, Minister of Works, in his reply said that 
up to date about 1000 temporary houses had been com- 
pleted ; erection had started on about 2500; sets of 
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exploit, to loot, and to conquer. Iam not a Lamarckian. 
I do not believe that acquired habits are inherited as 
such, but I do believe that the gene complex that can 
utilise them is. But that takes time. 

Coming back laden from a foray on the cockles a 
fortnight later young Bermondsey suddenly stopped in 
his stride. His nose went up, his eyes widened, closed 
and widened again, getting the direction of the wind 
with his conjunctive, his head jerking back the while, 
- then he emitted a long appreciative ‘‘ Gawd.” It was 
the smell that had steered a thousand generations of his 
fathers to the haven and the home, the smell that was 
associated with those departments of his brain that 
dealt with women and cooking and security, the smell 
- with the message “ Welcome ’’—the soul-stirring smell 
of wood smoke. 
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components for about 5000 had been delivered from the 
factories; foundation slabs and drains on sites for 
12000 houses were in course of construction. Sets of 
components of the Uni-seco type were coming off pro- 
` duction in a steady flow at a rate of between 800 and 1000 
a month. The production of the Tarran and Arcon 
types had started, and should build up to a rate taken 
together of about 3000 a month by the autumn. The 
first few American houses had already arrived, and he 
was assured that the greater part of the total consign- 
ment of 30,000 would be dispatched before the end of the 
year. The temporary housing programme would be in 
full swing by the autumn. | | 
Permanent houses, Mr. Sandys continued, were our most 
urgent need, and more than enough sites for the whole — 
of the two-year programme of 300,000 permanent houses 
had been acquired. Returns from local authorities 
indicated that givén the labour some 100,000 permanent 
sites, complete with roads and sewers, would be ready by 
the autumn. It was the’'Government’s policy to supple- 
ment traditional building with a programme of perman- . 
‘ent prefabricated houses, and development was being 


` pressed forward on a dozen promising systems. Small- 


scale deliveries of one type would begin next month. 
It was hoped that the permanent two-story . pressed- 
steel house could be in production by the middle of next - 
year. The present Government stood by the programme 
of house-building announced by the Coalition Admini-. 
stration—a long-term programme for building 3-4 
million hquses in ten to twelve years, and a short-term - 
programme with a minimum of 500,000 new houses built 
or building within two years of the end of the war with 
Germany. Of these at least 300,000 were to be perman- 
ent, and of the remainder at least 145,000 would be 
temporary bungalows. 

Speaking later Mr. H. WILLINK, Minister of Health, 
said that the programme for the next two years must 
include provision for the repair and rebuilding of houses 
either totally destroyed or so damaged as to be useless 
and which were entitled to a cost-of-works payment 
under the War Damage Acts. It was proposed that in 
the first period priority should be given only to houses 
the rateable value of which in 1939 did not exceed 
in London £100, and elsewhere £75. At the moment 
housing authorities owned enough land for 276,000 
permanent houses and were contemplating the purchase 
of sites for an additional 300,000 houses. Sites for 52,000 
houses were already fully developed. As to temporary 
houses, 119,000 had been allocated in England and Wales. 
Between 10,000 and 12,000 sites were being approved 
every month, and there was every reason to believe that 


- the total number of sites for temporary houses would be 


approved by July and acquired by December. 


i QUESTION TIME 
Local Doctors and the Treatment of School-children 


Mr. S. Storry asked the Minister of Education whether he 
is aware of the difficulty likely to be experienced by local 
education authorities owing to the shortage of. doctors and 
nurses in carrying out the duties imposed on them by section 
48(3) of the Education Act 1944 in regard to medical treatment 
of school-children; and what steps he proposes to take to 
prevent authorities from throwing further burdens upon the 
depleted medical personnel of the country.—Mr. RICHARD 
Law replied: In circular 29 authorities have been asked to 
extend their arrangements with hospitals so as to secure free 
hospital treatment for all children attending maintained 


1 


_ schools, so far as accommodation and staffing conditions 


permit. They have also been asked, subject to the same 
limitation, to develop, so far as.they can, those clinic services 
which have always been recognised as appropriate to the 
school medical service. I have no doubt that the needs of 
urban areas generally will be adequately met in this way. 
The position in rural areas is more difficult and the circular 
suggested that in addition to extended use of hospitals 
authorities should arrange for the treatment of children 
where necessary by local general practitioners. I recognise 
that such arrangements can only be made on a limited scale’ 
in view of the pressure under which doctors are already 
working, but I hope that here and there doctors will be found 
who are willing to undertake this work in a part-time capacity. 

During the debate on the third reading of the Education 
Bill the Minister gave an assurance that the school medical 
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service should not be inconsistent with or duplicate provision 
to be made by the national health service of the future. ‘ The 
latter service is not yet in being and this, together with the 
growing medical man-power difficulties, has made it difficult 
to lay down lines of development for the school medical 
service for the immediate future. J mean, however, to fulfil 
the pledge my predecessor gave and, while encouraging 
urgent developments in those clinit and hospital services 
which have always been the mainstay of the school medical 
treatment service, I shall not, for example, approve any 
proposals which would lead to ‘the setting’ up by local edu- 
cation authorities of a general medical practitioner service.” 


Tuberculous Soldiers 


Mr. H. MoNer asked the Secretary of State for War if he 
' was now in a position to arrange that men suffering from 
tuberculősis would remain within the Service while being 


treated.—Sir James Grice replied: It hás been decided that © 


tuberculosis cases may continue on Service emoluments for 
eight months, where men are receiving treatment in civilian 
„or military hospitals. 


Allowances for the Tuberculous 5 

‘Mr, 
the recommendations from his advisory committee on tuber- 
culosis as to the exclusion of chronic cases of pulmonary 
tuberculosis from the scheme of financial allowances under 
memorandum 266/T ; and what action he proposed to take 
thereon.—Mr. WILLINK replied : My Standing Advisory Com- 
mittee on Tuberculosis in September, 1943, urged a modifica- 
tion of the instruction to tuberculosis authorities that the 
allowances were not payable in cases where treatment cannot 
do more than alleviate a chronic condition. It has not been 
possible to accept this recommendation because these allow- 
ances have been paid under emergency powers with the object 
of restoring the capacity for work of persons suffering from 
tuberculosis, Allowances could not be paid in chronic cases 
under these powers, but provision for disability, including 
that arising from tuberculosis and without the limitation in 
question, forms part of the proposed” National Insurance 
scheme. 

Mr. Messer: Is the Minister aware that the National 
Association for the Prevention of Tuberculosis, the Tuberculo- 
sis Association, and all those bodies actively engaged in this 
work believe that his scheme is weakened by its limitations ?— 
Mr. WILLINK : That,. apart from committing myself to all 
these associations, I knew is the opinion of many competent 
folk, but I have explained that there was no legislation which 
enabled this to be done. Al that could be done under the 
Emergency Powers was done, and we hope to do better under 
the National Health Insurance scheme. 


Artificial Limbs Advisory Committee 
Replying to a question Sir W. WomERSLEY announced that 
the constitution of this committee was as follows : 
Sir Charles Darwin, FRS (chair- Prof. T. P. McMurray, FRCSE. 
i De hv, J. Craft. Mr. L. P. B. Merriam. 
Lieut.-Colonel A. Mr. George Perkins, FRCS. 
Brook, FRCS. Sir Rowland Smith, MI MEOH E. 
Mr. K. S. Watt (secretary). 


r. E. Ramsay 
MI MECHE, 
Administration of Analgesics by Midwives 
Dr. E. SUMMERSKILL asked the Minister of Health what 

proportion of local authorities were training their midwives 
to administer gas-and-air analgesia ; and how this compared 
with the number before the war. —Mr. WILLINK replied : Out 
of 188 local supervising authorities in England and Wales, 101 
had made arrangements before Dec. 31, 1943, for the instruc- 
tion of their midwives in the administration of analgesics in 
childbirth. The corresponding figure in the 1938 returns was 
30, but there is reason to think that this was an under-state- 
ment.—Dr. SUMMERSKILL: While the Minister’s reply is 
encouraging, will he consider taking steps to make this obliga- 
tory instead of permissive ?—Mr. WILLINK : I am quite pre- 
pared to look into that. With the present great shortage of 
midwives it is difficult to spare them for additional training. 


Expectant Mothers in Indian Mines 

Dr. SUMMERSKILL asked the Secretary of State for India 
how many expectant mothers working in the mines in India 
had been prematurely confined in the mines, and in their homes 
or hospital, respectivelv ; and how many of these mothers and 
babies had died.—Mr. L. C. AMERY replied : There is no record 
of any child being born underground. In April last the 
Indian Legislature amended the existing law to make it illegal 


L. Eyre- 


Green, 


F. MESSER asked the Minister of Health the nature of © 


for women to work underground in the mines for 10 weeks 
before and 6 months after confinement, while the hours of work 
are severely limited for a further three months. Fhe rates of 
benefit during these periods of absence have been increased. 

Dr. SUMMERSKILL : How, long does the Government propose 
to sanction this cold-blooded cruelty to expectant mothers ?— 
Mr. Amery : It is not a question ofsanctioning. The Govern- 
ment of India are dealing with an extremely difficult situation 
affecting the war position and life in India. Machinery is in 
process of being ordered or installed which I hope will ease the 
situation, and bring the desired change nearer. Replying 
to further questions, Mr. Amery said that the Government of 
India were as anxious as members of the House of Commons 
to terminate the employment of women in this way. -The 
wages paid to women while they were prohibited from going 
down the pit now amounted to 6 rupees a week for ten weeks 
before and six weeks after delivery. 


Demobilisation of RAF Doctora 


Mr. F. G. Bowres asked, the Secretary of State for Air 
whether he would give an assurance that doctors, medical 
orderlies, and other medical staffs would not be retained in 
the RAF after their release group had been reached.—Mr. 
HARroLD Maomriuan replied : In these categories it has only 
been necessary to restrict the release of nursing orderlies in 


the group-lists so far promulgated. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED JUNE 2 

Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet © 
fever, 1233; whooping-cough, 982; diphthe ria, 436 3 
paratyphoid, 8; typhoid, 8 ; measles (exc luding rubella), 
10,455 ; pneumonia (primary or. influenzal), 486 ; 
puerperal pyrexia, 104 ; cerebrospinal fever, 44 ; polio- 
myelitis, 3 ; polio-encephalitis, 0 ; encephalitis lethargica 
3; dysentery, 458; ophthalmia neonatorum, 72. 
No case of cholera or plague was notified during the week, 
but there were 3 imported cases of typhus—1l each at 
Saffron Walden, Bradford, and Cardiff. 


The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on May 30 was 956. During the 
previous week the following cases were admitted: scarlet fever, 38 5 
diphtheria, 17 ; measles, 63 ; whooping-cough, 11. 


Deaths.—In 126 great towns there were no deaths 
from enteric fever, 2'(0) from scarlet fever, 2 (0) from 
measles, 4 (0) from whooping-cough, 11 (0) from diph- 
theria, 50 (8) from diarrhcea and enteritis under two 
years, and 5 (0) from influenza. The figures in ‘paren- 
theses are those for London itself. 


Stockport and Birmingham each reported 4 deaths from diarrhcea 
and enteritis. 


The number of stillbirths notified during the week was 
253 (corresponding to a rate of 35 per thousand total 
births), including 31 in London. 


On Active Service 


| , AWARDS l 
THE following is the citation on an award of the DSO 
already announced in our columns. or 


Colonel G. M. Warrack was ADMS of the First Airborne Division 
at Arnhem. The dressing-station which he had organised became 


` involved in the fighting area and eventually fell into German hands. 


The battle continued to rage on either side _of the buildings used 
until the final evacuation of our troops. During this time the 
treatment of casualties became increasingly difficult. There were 
large numbers to be dealt with and the area was at times under fire 
from both sides. . The firm attitude adopted by the colonel towards 
the Germans, however, and his insistence that our casualties and 
the medical personnel received proper treatment saved many lives. 
There was a considerable shortage of food and water in the hospital 
and Colonel Warrack, after àn interview with the German com- 
mander, managed to arrange for our jeeps, during the battle, to 
draw water from German-held sources. Despite constant shelling 
and mortaring, he passed to and from the hospital through the 
German positions to the divisional headquarters and kept both 
places informed. After the withdrawal of our forces south of the 
Rhine, Colonel Warrack was put in charge of the hospital] at 
Appeldoorn, which was receiving our casualties from Arnhem. The 
initiative and organising ability shown by him was first-class. By 
his tactful handling of the German authorities, and his insistence 
on the terms of the Geneva convention, he was able to arrange that 
the treatment in the hospitals and the subsequent evacuation were 
carried out as comfortably as possible. When the final evacuation 
to Germany was ordered, he arranged for the necessary doctors and 
medical orderlics to accompany the parties of casualties and then, 
by various means, he managed to hide from the German TARNE 
and eventually escaped into Dutch hands. He remained in hidin 
until the necessary arrangements could be maderfor him to be 
passed over the Rhine, 
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MEDICAL STUDENTS. AND BELSEN 


GENERAL PRACTICE A SPECIALTY ? 


\ 


CONCENTRATION CAMP oa 


SIR, —As the medical students from the London 
teaching hospitals are today leaving Belsen concentra- 
tion camp I should like to take this opportunity of 
paying a tribute to the work that they have carried out 
during their stay.. - F a 

They arrived at a time when conditions in this horror 
camp were still indescribable ; the first and only problem 
was the production of order ‘and supervision of feeding 
in the huts, to save the lives of those that had to wait 
their turn and to ensure the speediest evacuation of all 
those that could be saved. The work of this type that 
they carried out is beyond praise and, entirely by their 
initiative, a hospital area was formed in the original 
camp in which the worst cases that had to wait to the 
last were nursed and undoubtedly saved. Working too 
under the worst possible conditions, individual super- 
vision of all the other huts was carried out and treatment 
where possible commenced. | 


‘Later when the whole camp had been evacuated they 


were able to take full advantage of the wealth of clinical. 


material available, and to carry out work of an entirely 
medical nature. This they did with equal zeal and 
enthusiasm. | | 

-The experience, apart from its medical side, has I feel 
given them a unique opportunity in that they were given 
the heaviest of responsibilities and their initial efforts 
depended entirely on their own initiative. One and all 
they threw themselves into the task with unbounded 
enthusiasm ; they worked long hours in the worst possible 
conditions and never spared themselves. 

The results speak for themselves, and the fall in the 
death-rate was I am sure largely due to their magnificent 
work. Thousands have cause to be grateful to them 
that their lives have been saved. The units of the RAMC 
in Second Army are no less grateful for the help that was 
so generously given. . 

- H. L. GLYN HUGHES, 

BLA, May 28, 1945. Brigadier; DDMS, Second Army. 


GENERAL PRACTICE A SPECIALTY? 


SIiR,—General practice is the study of diseased indi- 
viduals in their social, economic, and hygienic environ- 
ment. The textbooks and teachers of medicine are 
focused. on the latter relationship. Psychosomatic 
medicine relates social and economic factors with the 
ætiology of both neurotic and organic disease. This 
approach to medicine is of great importance to the 


general practitioner, who can become the undisputed 


specialist in this new attitude to disease. The GP 
does not need to journey to a great school of medicine to 
gain experience or to study clear-cut samples of this 
‘ new ” disease group. If he is a good doctor he already 
interests himself in the history and development of every 
family on which he attends ; he becomes increasingly 
aware of the powerful impact of anxiety, frustration, 
loneliness, and resentment on the health and functions 
of the body. | P 
Psychosomatic therapy demands that we boldly 
chałlenge the bottle of sedative mixture wherever a 
true cure can be wrought by discussion, readjustment, 
and social rehabilitation. As this new outlook, this 
hopeful light on etiology, develops more confidently, 
it will be found to uncover the dim roots of such condi- 
tions as ovarian and uterine disease, gall-bladder disease, 
nasal sinus’ disease, arteriosclerosis, and hyperpiesia. 
Even bacterial invasions most often occur in a patient 
who is ‘‘ run down ” ; and this latter condition is deter- 
mined by environmental stress and strain. - 
This field of medicine requires thoroughly investi- 
gating on the spot by experts in the work. The GP 
is the trained observer capable of undertaking this new 
crusade in therapy which will compare in the years 
ahead with the development of surgery and its: mira- 
culous cures of a world in disease and pain. | 
We are in control of most surgical and bacterial 
diseases. But do we realise that, in an unknown pro- 
portion of our triumphs, we are only controlling the last 
stages of a psychosomatic condition? Attack on psycho- 
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concerning the new ‘‘ College of Omphalology.’’ 
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somatic disease is the GP’s specialty, and if it is not 
undertaken soon our society will become neurotic to the 
core. There is a startling increase in somatic neurosis , 
resulting in breakdowns in health, inefficient work, and 
complete incapacity. Except in the early stages or in 
mild cases, sedatives and rest are contra-indicated and 
only confirm’ the patient’s disease into a chronic and 
disabling malady which may continue for years. 

But the work will be exacting and demands a high 


standard of spiritual integrity and unselfishness of its 


practitioners. To quote the last two sentences of your 
annotation: ‘‘ Certainly there is no ‘room, in general 
practice, or in any other branch of medicine, for the man 
who will not make full use of the qualities he possesses. - 
[And may it not be added: ‘‘ the knowledge that is 

available’? ?] Our aim must be to establish a medical 


‘service which is hard to enter and offers no resting-place 


to the slack and incompetent.” 


_ Grange-over-Sands, Lancashire. P. D. MULKERN. 


Sır, —Dr. Barber speaks about general practice with a 
much wider knowledge than I can command, but I can 
sympathise with much that he says and yet regard his 
proposal for a Diploma in General Practice with 
misgivings. - 

In the recent past diplomas or licences have been freely 
hung on both large and:small branches of medical know- 
ledge, and we must be careful not so to burden every 
twig of the tree that we losė sight of its good, honest fruit. 
If we try to attach merit to more and more of these paper 
tokens we shall lay ourselves open to more witty ridicule 
such as that contained in Dr. O. H.: Mavor’s tet 

a 
would be delightful, but it would be far from delightful 
if those less understanding than Dr. Mavor thought that 
we were really asking them to assess us by our certificates 
or by handfuls of the alphabet after our names, rather 
than by the fruits of our experience, knowledge, and 
understanding. A 

I cannot think that a diploma held by ‘‘ re-examina- 
tion at intervals ”?” would act as an “ incentive ’’ to any 
conscientious, hard-working practitioner, nor would its 
possession be any indication of his merit. When the 
profession settles down after the war general practitioners 
should have increased facilities for regular postgraduate 
‘* refresher ’’ courses, such as those held at the British 
Postgraduate School. I agree, too, that regular weekly 
teaching rounds should be available in larger hospitals 
throughout the country. It will be satisfactory if such 
facilities are given, but I feel sure that a diploma which 
has been ‘‘ made to carry sufficient weight ’’ will tend to - 
spoil rather than popularise these facilities. 

Indeed there are possible circumstances in which that 
“ sufficient weight °?” might become like the weight of a 
millstone round the necks of future generations of doctors. 
I would suggest that the time has come when, rather than 
add to the present long list of medical diplomas and 
licences, we might try to dispense with some of them. 


Redhill County Hospital, Edgware. G. H. JENNINGS. 


THE GOODENOUGH REPORT 


Sir,—Sir Ernest Graham-Little in your issue of June 2 
describes as a serious example of the authoritarian trend 
the proposed financial arrangement under the terms of the 
Goodenough report whereby future Government sub- 


‘sidies to medical schools are to be conditional, among 


other things, on the admission of a reasonable proportion 
of students of both sexes. 

The astonishing fact is that it should have been at all 
necessary for the Government to impose these ‘‘financial 
sanctions ” to enforce what is after all a basically fair and 
elementary educational principle. 

It is to be hoped that the university committee-men 
referred to in Sir Ernest’s letter, who show symptoms of 
revolt at this drastic example of State tyranny, will 
exercise self-restraint in spite of this serious provocation. 
They will need all their strength for their protests in the 
not-too-distant future, perhaps, when the State realises 
its obligations more completely and enables medical 
education to be provided on the widest possible basis, 
hela to all, on merit, irrespective of sex and bank- 

alance. 


_ Sutton Emergency Hospital, Surrey, D. SHAW. 
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SCRUB TYPHUS 


SIR, —Your editorial of March 10 is timely, since 
it focuses attention on a disease that has caused many 
casualties and much dismay in the Allied armies in the 
Eastern zone. of operations., With the diminishing 
incidence and severity of malaria, due to the increasing 
success of DDT and drug prophylaxis, the importance 
of scrub-typhus (tsutsugamushi) has been thrown into 
greater relief; in one theatre it is probably by now the 
only disease that kills men in more than trivial numbers. 

The cause of this unwelcome, though not entirely 
unexpected, emergence of scrub-typhus from obscurity 
to notoriety is not far to seek. Man’s irruption in large 
numbers into the haunts of this hitherto ‘“‘ silent ” 
_ rickettsial infection has disturbed to his cost the noiseless 
tenor of its way. Long known to exist as an infection 
of mites and their hosts, predominantly small rodents, 
by reason of the scanty hurhan population at risk 
it had rarely obtruded in epidemiological statistics ; 
although it has for some years presented an interesting 
laboratory study because of its kinship to other diseases 
of the typhus group. Now, however, when man in his 
thousands has of necessity offered himself as an alter- 
native host—i.e., has to a much greater degree than for- 
merly supplanted the rodent.as a host of the mite— 
the incidence has correspondingly soared. 

As the last paragraph of your article indicates, the 
situation is in hand; the medical services of the Allied 
armies are fully appreciative of the situation. Intensive 
investigation and application of counter-measures are 
proceeding. The strenuous endeavour of military and 
lay medica] authorities alike, and in particular of the 


medical entomologist and of the virus worker, at least ` 


' belies the aspersion ‘‘ forgotten army,” so often applied 
by the uninformed to our troops in the East. 

There are two impressions given in your editorial 
that require clarification, lest inaccuracies should find a 
place in the textbooks of tropical medicine. 


Firstly; the statement is made that ‘the incidence 


of scrub-itch is said not to be invariably synchronous 
with that of scrub-typhus.’’ In Malaya, where in pre- 
war years much study was given to the disease, and in 
adjacent territories since the outbreak of the Japanese 
war, scrub-itch has been a rarity ; and seldom, If ever, 
associated with the occurrence of scrub-typhus. Indeed, 
the opinion generally held amongst medical entomologists 
is that the two conditions are caused by separate species 
of mites. It has been our experience that the victim of 
scrub-typhus almost invariably has been entirely un- 
aware of having sustained a bite. Would that it were 
otherwise ; for then the severity of an ensuing infection 
could perhaps be reduced by serum therapy or chemo- 
therapy applied early in the incubation period. 
Secondly, you say that ‘‘ already several forms of 
supposedly tick-borne typhus—tsutsugamushi, Malayan 
scrub-fever or rural typhus, and Australian Q fever— 
have been shown to be mite-borne.’’ This statement 
betrays an unfamiliarity with the literature of the 
typhus-like fevers. l 
Thus, concerning Australian Q fever, D. J. W. Smith 
(Aust. J. exp. Biol. 1942,. 18, 103) transmitted the 
disease by feeding infected nymphal and adult ticks of 
the species Hæmaphysalis humerosa on guineapigs, and 
demonstrated the high infectivity of the fæces of this 
tick. He also showed (Ibid, 1942, 20, 218) that the adult 
form of the scrub-tick, Ixodes holocyclus, could transmit 
the virus. F. M. Burnet (Med. J. Aust. 1942, ii, 129), 
reviewing the evidence for transmission, concluded that 


in nature the cycle is probably bandicoot—H. humerosa, . 


but that the tick I. holocyclus probably provides the link 
between that cycle and the source of infection in the 
abattoirs. I have been unable to trace any later reports 
that could supplant the above findings and conclusion 
by offering evidence of mite transmission of Australian Q 
fever. 

©- Concerning ‘‘ tsutsugamushi, Malayan scrub-fever or 
rural typhus,” which are one and the same entity 
(viz., tsutsugamushi) these have never been ‘‘ supposedly 
tick-borne.” The ‘literal translation of the Japanese 
word ‘“‘ tsutsugamushi ”’ is “ disease mite.” An alter- 
native Japanese name for the disease is ‘‘ kedani fever ”’ ; 
and “kedani” means “hairy mite.” The vector in 
Japan and Formosa is the Trombicula qkamushi; and 


A PARENT AT HOSPITAL 
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‘‘akamushi’’ means ‘red mite.” The Japanese iħ- 
vestigators have never wavered in their conviction that 
the disease is mite-borne. To abundant indirect evid- 
ence Miyajima and Okumura (Kitasaio Arch. 1917, 1,1) 
‘brought direct evidence when, by feeding on a monkey 
28 larve of Tr. akamushi, hatched in their laboratory, 
they succeeded in producing a severe type of tsutsuga- 
mushi, with two characteristic necrotic ulcers and 
attendant bubo. In the Netherlands-Indies, Walch 
and Keukenschrijver (Trans. Far East Ass. trop. Med. 
1923, p. 627) obtained not only strong indirect evidence’ 
of mite transmission, but also direct evidence when, 
‘while searching coolies in the field in an endemic area 
of the disease, they took a larva of the species Tr. deliensis 
(closely resembling Tr. akamushi morphologically) from 
the skin of a coolie, who three weeks later developed 
the primary ulcer at the identical site at which the mite 
had been attached and ran the typical clinical course 
of the disease. In another coolie, another attached larval 
mite, Tr. schiéffneri, induced a similar ulcer and 
syndrome. : 

In Malaya, Fletcher, Lesslar, and Lewthwaite (Trans. 
R. Soc. trop. Med. Hyg. 1928, 22, 161) brought strong 
indirect evidence for the incrimination of the larval 
mite, Tr. deliensis, as the vector there. Lewthwaite and 
Savoor (Brit. J. exp. Path. 1936, 17, 309) reported failure 
to transmit the virus by the ticks Dermacentor andersoni 
and Rhipicephalus sanguineus by the technique that 
has been uniformly successful in the hands of Parker 
and his associates in America in the case of the well- 
known tick-borne typhus-like fever, Rocky Mountain 
spotted fever. Later attempts by Lewthwaite and 
Savoor in the case of the ticks Ornithodorus turicata and 
O. parkeri likewise failed. ae 

R. LEWTHWAITE. 


London. 
A PARENT AT HOSPITAL , _ 


Smr,—Three' of .your correspondents express doubts 
about the facts given in my letter of May 19. 

I can assure Dr. Nicholson that the hospital concerned 
was a cottage hospital; this was written over the door. 
The practitioner who advised admission did attend the 
patient in hospital. When she visited him there, twelve 
hours after seeing him before-admission—i.e., about 
8.30 PM—she brought a second doctor. I had not 
called him in and I was not introduced to him. I sup- 
posed, and was told, that he was connected with the 
hospital, and I described him therefore- as a house- 
physician. This may have been inaccurate. 

Dr. Bliss and Dr. Foster make various accusations. 
I am said to have called up a doctor in the middle of the 
night and to have ordered drugs and administered them. 
I regret that I did not make clear that I summoned the 
doctor in the morning: I telephoned the doctor’s house 
between 7.30 and 8.0, leaving a message with her maid. 
It is perfectly clear from my letter that I did not order 
sulphadiazine, or administer it without medical advice. 
When I mentioned, with all due deference, that I pos- 
sessed tablets of this drug, the doctor whom I had sum- 
moned was very glad of it, as there was a shortage of 
sulpha preparations in the town. . 

I am surprised that medical men should assume that 
the child must have had a temperature of 104° F when 
removed from hospital because this was his temperature 
24 hours earlier, or that he should have been incapable 
of giving any account of the events of the night because 
he was delirious during the day. ‘It is surely well known 
that drugs of the sulpha class frequently bring about 
very rapid abatement of acute symptoms. If I had been 
disposed to behave rashly I should have removed the child 
as soon as I was told that no instructions had been given 
as to his treatment, and that I was not allowed to stay 
with him to see that he had treatment. Instead of 
doing so. I endured anxiety and the hostility of the matron 
during the whole day until the doctor reappeared at 
night. Then I followed her advice and that of her 
colleagues and left the child in the hospital until morning, 
when, as he was anxious to leave the place, I took him 
home with her sanction. ` 

It would be surprising if a phvsician were able to 
remember long afterwards the details of a single case. 
But I do not think that any parent who has watched 
beside a child in danger will be surprised by the accuracy 
of my memory. | 


Pa 
= _—! 
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I had no motive whatever for: ‘‘suppressing’”’ this 
story until now. Until March I was fully engaged with 
more urgent work. Hearing then that THE LANCET had 
published criticisms of hospitals, I wrote and sent the 
letter, which you, Sir, for editorial reasons, held until May. 
It is true that I am a member of the Labour Party, but 
I am surprised that Dr. Bliss should have thought my 
letter political in tone. Is it ‘‘ political’? to be concerned 
about the health of people poorer than oneself, and can 
it be that Dr. Bliss has found that such concern exists 
only among Socialists ? I am sorry that he should be 
so cynical. . | . 

‘I agree that a reasonable person is justified in not 
giving complete credence to a one-sided story. But I 
do not think I can be criticised for not giving the names 
of the hospital and doctors. I did not write my letter 
from personal motives, and have no wish to embarrass 
the people concerned. By giving my own name and 
the date, I provided an opportunity for them to give 
their version of the story if they wished to do so. I 
have received many letters from strangers who have had 
similar experiences and I think it would be well to face 
the fact that such incidents inevitably occur in a country 
that has not enough doctors, not enough nurses, not 
enough hospitals, and not enough public education in 
matters of health. Only by remedying these defects 
and by providing adequate medical care for all citizens, 
‘irrespective of means or status, can such incidents be 
wholly avoided. 

But the rule of ‘‘ no visitors ” could at once be relaxed. 
If it were true that the presence of parents is bad for 
sick children, this rule would be found in nursing-bomes 
and private wards. Studies of evacuated children have 
abundantly proved that young children may be gravely 
harmed by enforced separation from their parents. 


Cambridge. PATRICIA- RUSSELL. 


SIR, —I am glad Lady Russell described her experience. - 


What she described has happened to my knowledge to 
relations and patients. The treatment of patients and 
their relations does depend, sad to state, in many cases 
on those interested in them outside the hospital or on 
their ability to ‘‘ demand.” | 


If committees visited more thoroughly and showed 


clearly there was to be no distinction as regards the 
influence or financial circumstances of the patient it 
would be one step towards improvement. It may relieve 
Dr. Bliss’s mind if I add my experience of some years 
. spent in voluntary hospitals’ training schools: such things 
did not happen to the extent of the present day. Now, 
I feel, both local-government and voluntary hospitals 
have allowed slackness to creep in. 
Let us stop making excuses and admit that things are 
not as we wish, and place the patient first. 
| DorotHy G. NICHOLLs, | 
County councillor ; late matron, Marlborough 
Cambridge. Maternity Section, Royal Free Hospital, London. 
THE TRAINING OF NURSES 


Sir,—You are to be congratulated on the leading 
article on the training and qualifications of nurses. It is 
to be hoped that more attention will be paid to this than 
was done to the report of The Lancet commission on the 
subject. The Observer published a leader on May 27, 


drawing attention to the proposed elaboration of the 


theoretical side of the nurse’s training, and supporting 
your sound suggestions. 

Those responsible: for the new training regulations 
would like to introduce a far more extensive theoretical 
training at a time when there is an urgent cry for nurses 


in the country. Too much stress altogether has been - 


laid on theoretical knowledge but I think it will be 
generally acknowledged that a good ‘‘ academic ’’ nurse 


is often much less practically useful than one with less - 


theoretica] knowledge, but with an aptitude and a 
“ vocation ” for nursing. The present attitude of the 
. General Nursing Council appears to be based on the 
erroneous belief that the faculty for memorising a large 
. amount of information (much of which is unnecessary) 


is essential for an efficient nurse, and as Lord Auckland 


stated in a recent number of the Nursing Mirror, ‘‘ the 
time has now come when a firm stand should be made 
‘against the arbitrary manner in which the General 
Nursing Council’treat both the nursing profession and 
the hospitals.” 


e - 
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I entirely agree with your condemnation of the title, 
“ assistant nurse ” and also agree that any suggested- 
mode of training should give such nurses the opportunity 
to take postgraduate examinations, and thereby be an 
incentive to take up nursing as a career. The position 
of an “assistant nurse ” who has no means of promotion | 
should not be tolerated ‘by the medical profession. 

The whole position is urgently in need of rev’ew, and 
to solve the problem radical changes may be necessary in 
the constitution of the General Nursing Council. The © 
present difficulties have not been helped by the fact that 
prospective sister tutors are no longer allowed to under- 
take part-time courses while employed as ward sisters, 
but are obliged to attend a whole-time course. i 

It is not out, of place to mention that I made similar | 
representations to the Central Midwives Board in 1937, 
about their new training regulations, pointing out that 
such regulations might well cause a shortage of midwives 
in the future. . I have no doubt that the introduction of 
these regulations has played no small part in the present 
shortage of midwives. 

Public Health Offices, Ilford. ° A. H. G. BURTON. 


STRESS FRACTURES | l 


S1r,—Perhaps it is opportune for a clinician to inter- 
vene in the dispute as to whether the absence of displace- 
ment is ‘‘ essential” in stress or march fractures of 
metatarsals. Both Dr. Hartley and Dr. Morris are my 
personal friends. My experience—i.e., my study of the 


‘ skiagrams of my patients—tells me that it is not possible 


to make a diagnosis only on the skiagram. In my 
series of cases every possible variety of X-ray appearance 
can be found in both groups (traumatic and stress) in: 
the early, intermediate, late, and healed stages. 

The essential point about both ‘‘ types ” is that there 
occurs ‘‘a solution of the continuity of the bone(s).”’ 
In either ‘‘ type ” displacement may or may not occur. 
The later appearances depend solely on the presence or 
absence of displacement. In the early stages the shadow 
of the subperiosteal bony cuff may be seen prior to that 
of the ‘‘ fracture.’’, But for all we poor mortals know, 
the “fracture ” may ‘always be present prior to the 
callus. Because we cannot see it we are not at liberty 
to deny its existence. oO 

Manchester. 


HOT BATHS AND HUMAN FERTILITY 


Sir,—In 1922 Crew ! suggested that in most mammals 
the. optimum temperature for spermatogenesis may be 
lower than the body temperature, and that this may be 
the significance of the descent of the testes into the 
scrotum. Moore and Oslund ? wrapped the scrotum of 
a ram in wool and left the wrapping in position for 80 
days. Histological study then showed that there bad 
been degeneration of the spermatogenic tissue, and no 
spermatozoon was seen in hundreds of tubules taken 
from various parts of the testis. The investigators 
concluded that the animal had been sterilised by the 
warmth of its own body. f 

Since then it has repeatedly been shown that warming 
of the testes of various mammals damages the sperma- 
togenic tissue, and the work of MacLeod and Hotchkiss ? 
shows that man is no exception to the rule. Six healthy 

oung men were kept in a hot chamber, only their 
head: protruding, until the body temperature had risen 
to 40°% or 41° C, the skin of the whole body (except the 
head) being exposed to the temperature of 43° C (109° F) 
for more than half an hour. Counts of spermatozoa 
were taken before and after the treatment. In every 
case the total number of spermatozoa per ejaculate 
began to fall and reached its lowest level some weeks 
after the treatment. Recovery occurred subsequently. 

It was first suggested by myself seventeen years ago ¢ 
that ordinary hot baths might reduce the fertility of- 
men. ' My own experiments were inconclusive, probably 
because an insufficient time was allowed to elapse between 
treatment and examination. MacLeod and Hotchkiss 
have been the first to make relevant experiments on 
men. Strangely enough, they are entirely concerned 


W. SAYLE CREER. 


1. Crew, F. A. E., J. Anat, 1922, 56, 98. ; 
2. Moore, C. R., Oslund, R. Amer. J. Anat. 1924, 67, 595. 
3. MacLeod, J., Hotchkiss, R. S. Endocrinol. 1941, 28, 780. 
4. Baker, J, R. J. Hyg., Camb. 1928, 27, 183. 
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with the effect of fevers and do not mention that their 
. work implies the possibility of a connexion between hot 
bathing and infertility. As Pincher® points out, their 
experiments support my suggestion that hot bathing 
may reduce human fertility, and the subject seems to 
. call for thorough investigation. 

If such an investigation is undertaken, it should be 
remembered that there is an altogether different way in 
which bathing may affect fertility. Soaps are strongly 
- spermicidal. No woman who was anxious to have a 
baby would soak herself (vagina included) in a weak 
solution of quinine shortly before coition ; but few would 
have any hesitation in soaking themselves in a soa 
solution in a hot bath or in applying soap directly to the 
- vagina, although soap is more spermicidal than quinine. 
It is important to know whether it commonly happens 
that enough soap is left in the vagina to affect the 
vitality of spermatozoa. 


DEEN of Zoology and Comparative 
Anatomy, Oxford. 


PENICILLIN-SULPHONAMIDE MIXTURES 


Sır, —It has been proved that penicillin in vitro is many 
times more potent than any of the sulpha drugs. In 
some quarters'it has been suggested that this superiority 
is also detectable in clinical trial. It is therefore interest- 
ing to read in your issue of May 19 that Hendry, Głedbill, 
and Price found “little difference between wounds 
treated at primary operation with sulphonamide powder 


JOHN R. BAKER. 


and those treated with a mixture of calcium penicillin , 


and sulphathiazole.” In the same issue a similar 
opinion was expressed by Bhatia. . 

The continuous reiteration that penicillin is only the 
handmaiden to good surgery, and that better and better 
primary wound surgery is necessary if penicillin is to show 
its full potency, seems an obscure argument. If in 
clinical tests penicillin were indeed many times more 
powerful than the sulpha drugs, would not more and 
more cases be recorded where excellent results had been 
observed after inadequate primary treatment ? 

In The Lancet of May 12 J. J. Mason Brown describes 
his method of classifying successful and unsuccessful 
results of late suture, and reports- tbat, using penicillin, 
his failure-rate was only 8- 6%. Two years ago È. A: Jack 
and J. Charnley described the results of the two-stage 
operation as applied to- amputation, but in this case 
using sulphonamide powder (Brit. med. J. 1943, ii, p. 131). 
Classifying the results in the same way as Mason Brown 
this gave a failure-rate of 8%. The common factor was 
the principle of two-stage closure. 

Recent papers in your columns (Bigger, Todd) have 
shown that penicillin in vitro is most active when the 
organism is in the actively dividing state; and it is 
increased when substances are added which accelerate 
division (e.g., rabbit serum). By analogy it would seem 
that the addition of a bacteriostatic would reduce the 
efficacy of the penicillin. This is a subject on which 
more laboratory information would be welcome in the 
popular journals if sulphathiazole-penicillin is to be 
regarded as more than crude blunderbuss mixture. My 
own experience gives the impression that sulphathiazole- 
penicillin powder is, for all practical purposes, no 
more potent that sulphathiazole alone. 

Military Hospital, Shaftesbury. 


MALE NURSES AT 


J. CHARNLEY. 
VD CLINICS 


Sm,—In many clinics for venereal] diseases men are. 


treated by orderlies while women are treated by fully 
trained State-registered nurses, It is true that the 
orderlies sometimes work under the control of a trained 
sister, but this is of little benefit to the patient since she 
does not take any part in the treatment. Much improve- 


ment could, we believe, be secured if doctors in charge ° 


of these clinics were aware that there are fully trained 
State-registered male nurses whose employment would 
give the male VD. patient the same skilled treatment 
that is given to the female. Many of these are at 
present in the Forces, but they will be available in 
increasing numbers. 

| H. GASKELL, 
2, Haslemere Avenue, General Secretary, Society of 

‘ Barnet, Herts. Registered Male Nurses. 

.- Pincher, H. C. Nature, Lond. 1945, 155, 272. 
a: Baker, J. R. J. Hyg., Camb. 1931, 31, 189. 
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LACHLAN GRANT 
MD‘EDIN., FRFPS, DPH 


Last November at a gathering in Oban, which in- 
cluded the Secretary of State for Scotland, Dr. Lachlan 
' Grant’s friends celebrated his medical] jubilee. Of these 


50 years he had spent 45 at Ballachulish, and the whole 
countryside will miss his skill and kindness as a doctor. 
As a writer and speaker he had also done much to fur ther 
the interests and development of the Highlands, 

The eldest son of the late Mr. Peter Grant of Glencoe, 
he was educated at Ballachulish public school and the 
University of Edinburgh where he graduated MB with 
distinction in 1894. After holding house-appointments 
with Clouston at Morningside and with Argyll Robertson 
at the Edinburgh Royal Infirmary he went to Oban as 
assistant to the late Dr. Dove M’Calman in 1896, and in 
the same year obtained his MD with commendation. 
Later he was appointed medical officer at the Gesto 
Hospital at Edinbane in the Isle of Skye. Here he 
remained till in 1900 he settled in, practice at Ballach- 
ulish, where as medical officer for the district of Lismore 
and Appin he had charge of the Ballachulish Isolation 
Hospital and the Glencoe Auxiliary Hospital. During 
the last war he was also medical officer to the prisoner- 
of-war camp at Kinlochleven. He was a justice of the 
peace for Argyllshire. 

Dr. Grant was seized with the adventure of genera] 
practice. Always interested in bacteriology, he set up 
his own laboratory, where for long he did much of the 
bacteriological work for the country. He was joint 
author of a paper on vaccines in general practice and he 
urged in our columns and elsewhere that infection was 


often carried in wash-hand basins both at home and in © 


the hospital. He advocated the abolition of the waste 
plug and the use of an elevated tap, and it was typical of 
his inventive mind that he designed a suitable portable 
spray which fitted on to ordinary hot and cold taps. 
Industrial medicine was another of his specialties, and 
as> consulting medical officer to the British Aluminium 
Company he reported that among the workers under his 
care he found no evidence of industrial disease resulting 
from that metal. He also found time for a good deal of 
eye work and ten years ago published an‘article on the 
prevention of eye-strain and light glare. 

Dr. Grant died at his home on May 31. 
widow and, three daughters. 


CHARLES VINCENT DINGLE 
M D, B HY DURH., DPH 


Dr. Dingle was medical officer of health for the county 
borough of Middlesbrough from 1898 to 1936, during the 
period when the foundations of the health services of the 
town werebeing laid. He went to Middlesbrough during an 
epidemic of virulent smallpox which in 1897—98 attacked 
1405 of the townspeople. His previous experience in the 
public health department of Newrastle stood him in good 
stead during this difficult time, and from the experience 
gained he became one of the foremost authorities on 
smallpox in the North of England. He was appointed 


He leaves a 


medical officer to the Tees port health authority in 1904, 


and on the establishment of the school] medical service 
aca Middlesbrough’s first school medical " officer in 
190 

During his term of office Dr. Dingle tackled the high 
infantile mortality, and the causative bad housing, with 
vigour and determination, and was instrumental in 
carrying through some extensive slum-clearance schemes, 
against much opposition. He saw a large part of the 
town converted from privy middens to. water-carriage 
sewage disposal, and he established the maternity and 
child welfare services on a satisfactory basis. On his 
retirement in 1936, he had seen the public health depart- 
ment grow, through his guidance and inspiration, into a 
very important and vital factor in the life of the town. 
He was well loved by his colleagues and staff for his 
kindly and courteous manner. and nowhere was his 
cheerful personality more in evidence than in the various 
social functions in the hospitals and other institutions 
under the contro] of his department. He rendered his 
fine public service efficiently yet modestly. . . 


Notes and News 


POSTGRADUATE TRAINING AFTER RELEASE 
FROM SERVICES 


MEDICAL officers on release from the Services should 
apply’ for information on postgraduate facilities (see 
Lancet, April 21, p. 507) to the following : 


Birmingham.—Prof. W. H. Wynn, Hospital Centre, Bir- 
mingham 15. 

Bristol._—Prof. C. Bruce Perry, Canynge Hall, Whatley Rd., 
-Bristol 8. 

Cambridge.—Dr. A. C. D. Firth, Trinity Hall, Cambridge. 

Durham.—Prof. R. B. Green, King’s College, Newcastle-on- 


Tyne 1. k A 
Leeds.—Mr. George Armitage, School of Medicine, Leeds 1. 
Liverpool.—Prof. T. B. Davie, University of Liverpool. ` 
London (Cehtral Office).—The Director,. Central Office, 
British Postgraduate Medical School, c/o London School 
of Hygiene, Keppel Street, WC1. 
Manchester—Dr. G. 
chester 13. 
Oxford.—Major-General Sir Robert McCarrison, 41, St. 
_ Giles’, Oxford. 
Sheffield. —Prof. E. J. Wayne, The University, Sheffield 10. 
Wales.—The Secretary, Welsh National School of Medicine, 
_ .10 The Parade, Cardiff. 
Scotland (Central Office).—Prof. Sidney Smith, University 
New Buildings, Edinburgh 8. 


PLYMOUTH HOSPITALS COLLABORATE 


PLYMOUTH has a large municipal - general hospital and a 
large voluntary hospital (the Prince of Wales’s). Advantages 
to be gained from pooling their resources have long been 
obvious, and we are glad to hear of action in this direction. 
Until hospital services are rationalised, as would be done 
in a National Health Service, it is not feasible for the two 
hospitals to share all types of case, for the city of Plymouth 
is not prepared to provide for patients coming from outside 
its boundaries. However, the medical officer of health, Dr. 
T. Peirson, informs us that, for a start, the hospitals are to 
share equally in the reception of all acute medical and surgical 
cases arising in the city, for which purpose a central bureau 
will be set up to which Plymouth practitioners can telephone 
whenever they ‘want a patient admitted. The working of 
the bureau will be entrusted to a small committee formed 
equally by the Plymouth public health committee and the 
board of management of the Prince of Wales’s Hospital. 
Before anyone is appointed to the visiting staff of either 
hospital, the advice of the bureau, ‘‘ strengthened by appropriate 
codpted members,” will be obtained ; and, by arrangement 
between the two matrons,, nurses ' may meet for joint in- 
struction. Each hospital will be “ on duty ” for the reception 
of emergencies and casualties for six days at a time. 


A GROUP MEDICAL SERVICE 


Two years ago a group of firms employing from 12 to 500 
workers formed the Cray Valley Industrial Association Itd., 
under whose auspices a group medical scheme was established, 
with a central clinic staffed by a nurse and assistant and 
attended by local practitioners working on a rota. C. F. 
Richards, who describes the experiment in the May-June 
issue of Industrial Welfare and Personnel Management, says 
that through this codperative effort the employees of the 
member firms have gained the advantages usually obtainable 
only in Jarge concerns. 


FOOD VALUES TODAY 


Tus. Accessory Food Factors Committee of the Medical- 


Research Council has published a set of tables giving the com- 
position of the common foods now eaten in the British Isles 
(Nutritive Values of Wartime Foods. HMSO. Pp. 60. Is.). 
The tables have been compiled by Mr. E. R. Bransby, Miss 
_ E. M. Hume, Dr. R. A. McCance,.Wing-Commander T. F. 
Macrae, Dr. B. S. Platt, and Miss E. M. Widdowson from 
various Sources, published and unpublished, for use in dietary 
surveys and in planning diets where high accuracy is not ro- 
quired.. Strict accuracy in such tables is, of course, impossible 
because of the wide variation in the composition of samples of 
the same food; this applies particularly to vitamin content. 
The tables, which give the contents of water, protcin, fat and 
carbohydrate, calcium, iron, and vitamins A, B,, and C, as 
well as the calorie values, are divided into three sections. 


NOTES AND NEWS 


J. Langley, The University, Man- 
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The first section gives the composition of the edible portion of - 
foods per 100 g. In using this section the percentage of wast- 
age stated must be subtracted from the total weight, before 
calculating the value of a given sample of food. Thus the © 
protein content of the edible portion of sheep’s head is 13 g 

per 100 g., but 50% is waste, so a kilogramme of sheep’s head, 

as purchased, will contain 65 g. of protein. This correction is 
already made in the second and third sections, which give the 
composition of foods “as purchased,” per 100 g. and per 
ounce. No attempt is made to estimate losses in cooking, 
except in the case of canned foods sold ready cooked, but the 
introduction warns the reader that such losses are extremely 
variable, and suggests an allowance of 75% for the loss of 
vitamin C in green vegetables, and of 50% for other vegetables 
during large-scale or “‘ ordinary domestic’? cooking, compared 
with 15% for vitamin B,, and nil for vitamin A. 


‘University of Cambridge 
Prof. E. D. Adrian, om, FRS, will represent the university at 
the 220th anniversary of the Academy of Sciences of the 
USSR to be celebrated in Moscow and Leningrad this month. 
On June 8 the degrees of MB, B CHIR were conferred by proxy 
on R. D. Hearn and J. M. Davis. The title of the degrees of - 
MB, B CHIR was conferred on Mrs. R. C. A. Hunter during May. 


University of Sheffield , 


Dr. G. L. Hermitte has been appointed i tba demon- 
strator in anatomy. 


Society of Apothecaries of London 


On Tuesday, June 26, at 5 PM, in the hall of the society, 
Black Friars Lane, EC4, Major Dwight Harken, US Army, 
will deliver the Strickland Goodall lecture. He will speak on 
foreign bodies in relation to the great vessels and heart. l 


Faculty of Radiologists 


The annual meeting will be held at the General Infirmary | 
at Leeds on Friday and Saturday, June 29-30. Subjects 
of discussion include the treatment of melanoma, advances 
in radiological technique, and primary malignant tumours 
of bone. 


Central Council of Physical Recreation 


The council is holding a demonstration -of purposeful 
physical training in industry at the Conway Hall, Red Lion 
Square, London, WCl, on Friday, June 22, at 2.30 Pm. 
Tickets may be obtained from the secretary of the conne, 
58, Victoria Street, SW1. 


Health Canteens for India 


Out of the proceeds of the sale of her children’ s story- book 
Skippo, Mrs. Hilda Seligman started a fund to provide mobile 
health canteens for welfare work in the isolated villages of 
India. An appeal is now being made for £100,000 to continue 
the work. The All-India Women’s Conference have under- 
taken to maintain the first canteen and have accepted the 
founder’s condition that the canteens shall not be used for 
political or religious purposes. Donations may he sent to the 
treasurer of the Skippo Fund, National Provincial Bank, 
64, Park Lane, London, W1. 


National Safety Congress 


This year the Royal Society for the Prevention of Accidents 
is reviving its pre-war annual congress and exhibition. The 
congress will be held at the Institution of Civil] .Engineers, 
Great George Street, London, SW], from June 18 to 24. There 
will be a session on home safety, and another on child 
safety.. The industrial sessions will continue from June 21 to 
23. The exhibition, which will be held at the London Scottish 
Drill Hall, Buckingham Gate, SW1, will remain open until 
June 29. 


Royal Medical Foundation of Epsom College . 
The 92nd annual meeting of the governors will be held next 


Slee 


_ Friday, June 22, at 4 pm, at 49, Bedford Square, London, 


WCl1. Next day will be founder’s day at Epsom, and at 
11.45 am Surgeon Rear-Admiral C. P. G. Wakeley will distri- 
bute the prizes. The averagé number of boys in the school in 
1944 was 427, including 142 day boys: of these 217 were the 
sons of medical parents. This term there are 443 boys, and 
it is hoped that by the end of next year the school will be 
practically full. The foundation and trust funds this year 
will educate and maintain not more than 50 foundationers, and 
will assist 180 Ponmioners 


Jimm Sr 
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Imperial Cancer Research Fund 

At a meeting of the council held on June 7, Pr of. H. R. Dean 
was reappointed chairman for the ensuing year and Sir Hugh 
Lett, vice-chairman. Dr. L. Foulds was re-elected Elizabeth 
Wills Allen fellow and Mr. R. J. Ludford, p sc, Alice memorial 
fellow. 


Middlesex County Medical Society 

At a meeting to be held at the Harefield County Hospital, 
on Wednesday, June 20, at 3 pm, Dr. E. Nassau and Dr. P. F, 
Kennish will analyse the cases admitted for treatment from 
the mass radiographic unit. 


Bedside Dentistry in US Army Hospitals 

A portable dental unit is being used in certain United 
States Army hospitals to assure bedridden patients more 
complete dental care. According to the office of the Surgeon- 
General, this ‘‘ dentist’s office on wheels ”’ carries equipment 
for a wide variety of dental operations. l 


Royal Society of Tropical Medicine and Hygiene 

At the annual general meeting at 26, Portland Place, 
London, W1, on Thursday, June 21, Dr. C. M. Wenyon, FRS, 
will be inducted as the new president. 


British Association of Physical Medicine 

The annual general meeting of the association will take 
place at 11, Chandos Street, London, W1, on Tuesday, 
June 26, at 4.30 PM. 


West London Medico-Chirurgical Society 


On Tuesday, June 19, at 8.30 pm, at Kensington Town 
Hall, Lord Moran will deliver the Cavendish lecture. His 
subject is to be the art of command. 


Out from the Battle! 

On June 12 Lieut-General Sir Ricvandey Hood opened an 
exhibition with.this title illustrating the care of the wounded. 
It is held by the Red Cross and St. John War Organisation in 
the grounds of Clarence House, The Mall, London, SW1, and 
will be open from 11 am to 7 pm (2 PM to 7PM on Sundays) till 
July 31. 


Royal Society of Medicine 

On Wednesday, June 20, at 2.15 PM, at the section of 
comparative medicine, there will be an exhibition of films of 
medical and veterinary interest. The sėction of orthopædics 
will meet at 2.30 pm, on June 23, at St. Vincent’s Hospital, 
Pinner, Middlesex, when there will be a a a a of 
cases by members of the staff. 


Famine in Bengal 

' A few copies of the report of the Famine Inquiry Com- 
mission are now available at the publications branch, 
India House, Aldwych, London, WC2. The price of the 
report is 7s. 6d. post free. 


Training for the Disabled ` 

A -committee formed from the Regional Orthopædic 
Hospital at Harlow Wood, Nottinghamshir e, propose to 
found a college for the vocational training of men and women. 
disabled in the Services, the mines, and industry. A site has 
been acquired next to the hospital, and an appeal for £70,000 
is being made in the counties of Derby, Leicester, Lincoln, and 
Nottingham. The president is Winifred, Duchess of Port- 
land, and the organising secretary Mr. J. L. Lee-Jones, New 
Square, Low Pavement, N ottingham. 


“Removal of Structural Precautions at Hospitals 


The Minister of Health states that, now the war with 
Germany is over, he is prepared to eonsider proposals for the 
removal of structural precautions at EMS hospitals, especially 


where their removal is desirable in order to improve lighting . 


oper- 
Where 


and ventilation—e.g., bricked-up windows of wards, 
ating theatres, X-ray departments, and kitchens. 


this work can be done by members of the hospital staff with- - 


out the use of outside labour, it is suggested that arrangements 
should at once be made to undertake the work. Where out-. 
side help is needed, it will be necessary to submit particulars 
to the Minister for approval, so that they may be considered 
in relation to other demands for building labour. 

Hospitals at which a stretcher gas-cleansing unit has been 
erecion are now at liberty to use it for other purposes. 


The fact that goods made of raw materials in short sup e owing 
to war conditions are advertised in this paper should not be taken 
‘as an indication that they are necessarily available for export. 


ow 


BIRTHS, MARRIAGES, AND DEATHS 
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Chemistry and Industrial Welfare 

A prize of £100 is offered to a fellow, associate, or registered 
student of the Royal Institute of Chemistry, under 36 years 
of age on Jan. 1, for an essay or papers on some aspect of 
the application of chemistry to the promotion of industrial 
welfare. Particulars from Mr. A. Taylor, Aric, c/o Newton, 
Chambers & Co., Ltd., Thorncliffe Works, Sheffield. 


- Royal Sanitary Institute 


A meeting will be held on Friday, Jane 22, at 10.46 am, at 
the Royal Institution, Colquitt Street, Liverpool, when Dr. 
C. O. Stallybrass will speak on public health and the social 
services. In the afternoon Mr. L. H. Keay, the city architect, 
will read a paper on post-war housing. 


The King has given permission to Mr. A. H. McIndoe to 


wear the decoration of officer of the Order of Polonia Restituta 
conferred upon him by the President of the Polish Republic 
in recognition of services during the war. 


RATIONS FOR GERMAN PRISONERS.—Sir JAMES GRIGG 


' stated in the House of Commons that the caloric value of the 
. food now being given daily to non-working prisoners of war 


held in this country was about 2000 and that for workers 
is about 2900. 


Appointments 


FRASER, VIOLET, MB LOND. : temp. asst. MOH and asst. school MO 
for "Reading. 

GIBSON, JEANETTE, LRCPE : temp. asst. MOH and asst. schaol MO for 
Dudley. 

PIACHAUD, R. 
Hospital. 


The following examining factory surgeons have been appointed. 
KING, ARTHUR, MB EDIN., Ilfracombe, Devon ; 
POLLARD, L. T., MB EDIN., Malpas, Cheshire ; 
JACK, W. J., MB ABERD., ‘Ardlington, Lancs ; and 
HOLMFs, EDW ARD, MB MANC., Kendal, Westmorland. 


‘Births, Marriages, and Deaths 


A., FRCS: RSO at Newcastle-on-Tyne General 


BIRTHS 


BROWNE.—On June 1, at Oxford, the wife of Squadron-Leader R.C. 
Browne, MRCP—a daughter. 


CAaNDLER.—On June 1, at Exeter, the wife of Lieut.-Colonel P. L. , 


Candler, RAMC—a son 

Dawrs.—On June 3, at Oxford, the wife of Dr. G. Ss. Dawes—a 
daughter. 

GoULD.—On June 5, in London, the wife of Surgeon Lieutenant 
D. W. Gould, RNVR—a son 

HARVEY.—On June 9, at Dorking, the wife of Dr. John Harvey—a 
son. 

NorRTHcROFT.—On June 3, at Oxford, the wife of Captain G. B. 
Northecroft, MBE, RAMC—a daughter. 

Racre.—On May 31, ‘at Cainbridge, the wife of Dr. R. R. Race—a 
daughter. 

RIcHARDs.—On ‘June 7, at Bristo to Dr. Megan Richards (née 
Evans), the wife of Captain R. D. Richards, FRCS, RAMC—a 
daughter. 

RosENBLOOM.— On June 1, at Ootacamund, South India, the wife 
of Colonel A. Rosenbloom, IMS—a daughter. 


WatTtTrs.—On June 3, at Reading. the wife of Major J. C. Watts, 


RAMC——a& son. 
MARRIAGES 


BICKFORD—D AVIEsS.—On June 8, in London, Reginald George 
Bickford, squadron-leader RAFVR, to Joyce Audrey Davies, 
captain RAMC. 

BLIss—HoOLLoway.—On June 2. in London, Theodore Bliss, MB, 
to Reba Noclle Gwyneth Holloway, MB. 

COLENSO—MACRAE.—On May 1, in Halifax, Nova Scotia, Kenneth 
Arthur Colenso, surgeon lieut.. -commander RNVR, to Doris 
Irene Macrae. 

FARQUHARSON—TEW.—On June 5. 
Farquharson, surgeon lieutenant RNVR, to Doris Ellen Tew, 
WRNS. 

FosSBROOKE—THORPE.—On June 5, at Lytham, John Malcolm 
Fosbrooke, FRCSE, to Olive Irene Thorpe. 

GARROW—OWEN. —On May 23, in London, Donald Hugh Garrow, 
surgeon lieutenant RNVR, to Pamela Rosamond Owen. 

MACLEAN—HatpT.—On May 31, at Friern Barnet, George Todd 
Maclean, MB, to Edith Nina Haupt. 


DEATHS 


BEatrry.—On June 1, Martyn Cecil Beatty, MB EDIN., licut.-colonel 


RAMC retd., of Broadway, Wores. 

BomMrorp.—On June 1, at Johannesburg, Trevor Lalirence Bom- 
ford, MD LOND., MRC P, lieut-colonel IMs. 

BURNE.—On June 2. Thomas William Higgins Burne, MB LOND.. 
late senior surgeon, Federated Malay States, husband of 
Catherine Violet Burne, MD, aged 65. 

FERNANDEZ. On June 5, Thomas F ernandez, MA CAMB., MRCS. 

GRANT.—On May 31, at. Ballachulish, Lachlan Grant, MD EDIN., 
FRFPS, DPH, JP, aged 74 

Mom.—On June 7, at Swadlincote, Burton-on-Trent, John Hay 
Moir, DSO, MC, MD ABERD., DPPH. 

TAYLOR.—On May 29, William Joseph Taylor, LROPI, of Ruan 
Minor, Cornwall. 


at Glasgow, Charles Smith . 


THE LANCET] | l ` 


ORIGINAL 


f STORAGE OF SKIN FOR AUTOGENOUS 
GRAFTS* 
D. N. MATTHEWS, M D, M CHIR CAMB., FROS 


SQUADRON-LEADER RAFVE ; MEDICAL OFFICER IN CHARGE OF 
A PLASTIO UNIT, ROYAL AIR FORCE 


_ Tue possibilities of skin storage were first considered 
. -as an answer to the problem of reducing the large number 
of operations with general anzsthetics needed to re- 
surface the skin losses of airmen deeply and extensively 
burned in air crashes. A suctession of operations, to 
which the patient is unsuited mentally and physically, 
had hitherto been unavoidable. This was because’ the 
time taken to resurface all the areas at one operation 
would be prohibitive, and because the operation would 


have to be postponed untilall the sloughs had separated . 


and all the areas were bacteriologically clean enough 
for skin-grafting. This would mean that the areas 
ready first would have to wait until slower areas were 
also ready; during this time fibrosis would progress, 
and the functional and cosmetic results would therefore 
suffer. Skin storage reduces the number of operations 
to the short one needed to cut the skin. This can then 
be applied as a bedside dressing without ansesthesia 
as and when required. l 

A second use of skin storage is to reduce the number 
of donor areas needed in multiple-stage routine plastic 
repair of healed wounds. By using stored skin the 
patient is saved the pain of a second or even a third 
donor area, and the donor area often causes more pain 
than the field of operation during the first 48 hours. 
The duration of each operation, after the first, is also 
A by the time it would have taken to cut a fresh 
graft. 

_ A third use is to provide a spare piece of skin in case 

the graft partially fails. Happily such partial failures are 
rare, but losses do inevitably occur from time to time 
from sepsis or hematoma formation. It is a comfort 
to the surgeon to know that such an eventuality is 
provided for without subjecting the patient to further 
inconvenience, pain, or risk. | 

Finally, -stored skin will provide an experimental 
skin bank for investigating the ‘problems of hetero- 
genous grafting. These have so far defied elucidation ; 
but by applying small pieces of skin, from the many 
grafts which are available in such a bank, to volunteers 
‘with granulating wounds in areas functionally and cos- 
metically unimportant, it may be possible to discover 
the factors needed for success. But successful takes 
from one person to another are unfortunately very rare, 
apparently because a heterogenous graft excites an 
ee reaction in the host, so bringing about its own 

eath. | 
, F METHOD OF STORAGE | : 

It is common knowledge that general death—death 
of a person—is not immediately followed by cellular 
or elemental death, and that the rate at which cellular 
death supervenes is influenced by the temperature of 
the body. Lowering the temperature slows the auto- 
lytic action of the tissue enzymes and the destructive 
power of the micro-organisms. By lowering the tem- 
perature the rate of metabolism of cells is reduced so 
that they pass from a state of normal “ active ” life 
into a state of. ‘latent ’’ or suspended life. Carrel 
(1912) reported several experiments bearing on this 
subject between 1906 and 1911 and de Martigny made 
brief reference to it in 1913. It is also possible to pre- 
serve skin in a state of active life—that is, at its normal 
temperature and at its normal rate of metabolism—by 
growing it on suitable nutrient media. This is known 
as tissue culture. But this is impracticable from the 
therapeutic standpoint. The risk of sepsis destroying 
the graft is very great, besides which elaborate apparatus 
and the wholetime work of a skilled technician are 
needed. Preservation in a state of latent life is much 
easier. : 

Saline, Ringer’s solution, ‘liquid paraffin, and ‘ Vase- 
Kine ’ were tried as media in which to store the skin. It 
was stored in a household refrigerator which maintains 


® Synopsis of Hunterian lecture delivered at the Royal College 
of Surgeons, April 27, 1945. 
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a temperature between 3° and 6° C. . At first the grafts ` 
were wrapped in gauze thoroughly soaked in one of these - 
media, and on one or two occasions actually submerged 
in it. This was soon abandoned in favour of gauze 
tightly wrung out of these media, because the grafts | 
were found to become cedematous and lose their elasti- 
city after a few days. It was also found necessary to 
preserve the skin in air-tight containers. The standard 
technique which has been in use for the last eighteen 
months is as follows: 


The graft is folded with its raw surfaces opposed as far as 
its shape allows. It is then wrapped in a piece of tulle-gras 
and this in turn in a piece of gauze tightly wrung out of — 
normal saline. It is then put in a sterile air-tight screw- 
topped glass bottle having a cubic capacity of 20 c.cm. It 
is held away from the small amount of 
fluid which collects in the bottle by insert- -- 
ing a ring of rubber tubing or leadfoil for 
it to rest on ; if this is not done the sub- 
merged part becomes cedematous (fig. 1). 


INVESTIGATION OF THE STORED SKIN 


Macroscopic appearance.—A re- 
frigerated graft is indistinguishable 
from a fresh graft. Its colour is 
normal. Its cut surface is moist and 
has a normal sheen. Blood left on the 
cut surface when it was stored is still 
fluid. The graft is of normal texture 
and elasticity. A thick graft exhibits 
the same tendency to cur] at its edges 
as fresh skin. 

Microscopic appearance.—The 
majority of grafts are normal. Occa- 
sionally there is slight retraction of | 
the protoplasm in some of the cells in 
the deeper layers of the epidermis. 
This vacuolation does not affect the 
take of the graft. So far skin has 
been preserved seven months with- 
ae a histological change occurring 

g. 2). 


i 
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Power of growth.—To determine 


whether the cells retain their powers of Fi g. |—Graftes 
growth after refrigeration a piece of wrapped in tulle- 
: grasand swab wrung 


skin was subjected to tissue culture by 
Miss Honor Fell, D sc, director of the 
Strangeways Research Laboratories. | 
Skin stored for 8 days was put up in 
the usual manner by suspending it on a 
hanging-drop preparation of a medium 
consisting of equal parts of chicken plasma and embryo 
extract, the dermis of the graft being so orientated that 
it was in contact with the medium. Fibroblasts began to 
sprout after 8 days and cells were seen in mitosis after 
17 days (fig. 3). 

Bacteriology.—Some of the refrigerated grafts were 
found to be sterile ; others were infected with the normal 
contaminants of the skin. Staphylococcus albus, aureus, 
and citreus, Micrococcus catarrhalis, and diphtheroids 
were all found on occasion. But despite the survival 
of these organisms on the grafts they had no harmful 
effects even after storage as long as seven months. 


- out in saline and - 
stored in screw- 
capped bottle. 
Lead foli ring to 
keep graft clear of 
saline. 


FIXATION OF STORED GRAFTS AS BEDSIDE DRESSINGS 


The contact coagulum method of fixation has been 
employed to hold the stored graftsin position when their 
application at the bedside without an anæsthetic has pro- 
hibited the insertion of stitches for pressure dressings. 
It has been found particularly useful in concavities such 
as the nasolabial angle, in dependent positions such as the 
under surface of the chin, and on movable parts such as 
the cheeks, eyelids, and lips. Before its introduction 
fixation presented considerable difficulty since it is well- 
nigh impossible to keep: pressure dressings in place in 
these and similar situations without stitches. The 
methods of securing adhesion described by Young and 
Favata (1944) and by Sano (1944) have both been 
tried; Young’s method has been the more satisfactory | 
but both are adequate provided there is no hemorrhage. 
Young’s method consists of the application of plasma to 
the wound and thrombin to the under surface of the graft. 
The plasma used in this series of cases,was sterile pooled 
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AB plasma prepared at the blood-bank ‘at Luton and 
dried in small bottles containing 10 c.cm. of plasma at 
the MRC drying unit at Cambridge. The most satis- 
factory thrombin was ‘ Thrombin Topical’ (PDCo). 
The. plasma has been reconstituted in four times 
normal strength by adding 2:5 c.cm. of sterile distilled 


Fig. 2—Normal histology of skin after storage. x l 10. (A) Fresh skin. 


' (B)Afteroneweek. (C)Sixweeks. (D)Three months. (E)Seven months. 


` 
I 


va 


water. The thrombin has been dissolved in sufficient 


sterile water to give a strength of 5000 Iowa units 
per c.cm. . . | 
This report reviews the results of the first 50 refriger- 
ated grafts applied. The grafts were of varying thick- 
ness ranging from thin Thiersch grafts, approximately 


Fig. 3—Tissue 
culture of 
stored skin, 
showing 
fibro blastic 
growth and 
cells in 
mitosis. 
(Original 
skin seen 
top lefr.) . 
x 90. 


0-015 in. thick, to split-skin dermatome grafts approxim- 
ately 0:035 in. thick. l 


CLINICAL TRIAL 


The first 5 patients on whom refrigerated grafts were 
used had the grafts applied for experimental purposes to 
the donor areas created by cutting the grafts. Eighteen 
were suffering from extensive burns; the grafts were 
used on these patients to resurface granulating areas as. 
they became clean after the separation of the sloughs. 
Fourteen patients were suffering from soft-tissue wounds 
from a variety of causes; these grafts were also used to 
epithelialise granulating surfaces.. Thirteen patients 
were undergoing the repair of healed deformities or 
contractures ; 10 of these grafts were used to save the 
patient a second or third donor area in multiple-stage 
repair and 3 to make good the partial loss of the original 
graft or skin-flap. 

Grafts applied to donor areas.—In each of the 5 cases 
where stored skin was applied for experimental purposes. 
to see if it would take the technique was the same. The 
small pieces of skin left over during a grafting operation 
were stored. Four days later a corner of the donor area 
was uncovered and several pieces of stored skin were 
set in place. The behaviour of the grafts was very 
much the same in all 5 cases. The grafts took satis- 
factorily, and after they had been in place five days 
looked normal. But during the following week, as the 
normal healing of the rest of the donor area was nearing 
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Fig. 4—Stored grafts applied to donor-area, showing edges of grafts lifting as 


healing néars completions 
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completion, they became raised up above the level of the 
surrounding surface and hyperkeratotic. Some looked 
as though they were undergoing the early stages of 
keloidal change. Later their margins became free where 
attachment had previously been secure. Beneath the 
loose edges‘the normal healing of the donor area was seen 
to have taken place. Quite large areas of most of the 
grafts separated in this way, drying up like parchment. 
The amount of separation seemed to vary with the depth 


at which the original graft had been cut—the deeper ' 


the donor area the less the separation of the grafts. It 
was presumed that this was because the growing epithe- 
lial islands in the donor area beneath the graft gradually 
coalesced, and forced the graft from its temporary 
attachment to the exposed tips of the dermal papille 
to which it had become fixed. The variation: in the 
degree of separation according to the depth of the donor 
area seemed to support this—the fewer the epithelial 
Ges remaining the less the tendency to separate 

g. 4). . 

These 5 .experiments proved that’ skin would take 
after four days’ storage when applied to a raw surface. 
Whether the take would have been permanent if there 
had. been no epithelial elements beneath the grafts, and 
whether the conjecture was correct that_these buried 
epithelial elements. were responsible for the separation 
of the grafts, was not proved, but it seemed reasonable 
to try the application of stored skin to a granulating 
wound. i POT 

Grafts applied to granulating surfaces.— At first grafts 
were applied which had been stored only 48 hours. Sub- 
sequently grafts were used after storage up to 21 days; 
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Fig. S—Stored skin used to heal an open wound. (A) Before grafting. 
4B) Patch grafts applied after 9 days’ storage. (C) Patches united in 12 days. 


- wound. The 


Fig: 6—Stored skin used in iad repaic of healed deformity (burn). 

ndex and 5th fingers repalred with fresh skin ; 3rd and 4th fingers and 
Subadjacent palm grafted with skin stored fora month. Above, before 
repair; below, 4 weeks after repair. l 


none was needed for granulating. surfaces after stqrage 
for more than this time. When the first dressings were 
taken down the grafts were found to have taken satis- 
factorily. In all but one of the cases where part df the 
graft was applied fresh and part after storage the 
refrigerated grafts gave a higher percentage take than 
the fresh skin, but the series of eases is too small for 
coincidence to be excluded. Bacteriological proof of the 
control of infection with chemotherapy was obtained 
in all cases before the grafts, fresh or refrigerated, were 
applied. - ' 
It is interesting to note that de Martigny said in 1913, 


“we have noticed that tissues preserved for several- 


days at least in cold storage give us better results when 
they are used’’; and that Carrel (1912), when dis- 
cussing the tissue-culture of pieces of skin, said, ‘‘ When 
they cease to proliferate I place them in cold storage for 
several days in a state of latent life, then when I replace 


these tissues in a medium ‘suitable for their:culture I | 


have observed a new and active growth of cellular pro- 
Bee ahs It is well known that temperatures. of 
3° ce] 

been stated, the contaminants of normal skin have been 
cultured from these stored grafts.: It is also true, 
however, that these organisms were found to have had 
no harmful effects on the grafts even after seven months’ 
storage. It is possible therefore that refrigeration 
enhances the resistance of the skin to certain organisms. 
It is also possible that after refrigeration an outburst 
of fibroblastic proliferation accelerates the rate of take 
and of vascularisation of a graft when it is applied to a 


The rate of growth of the epithelial margins of stored 
grafts ‘shows no difference from that of fresh skin,’ 
judged by the time taken by postage-stamp grafts to 
bridge the gaps between the patches. “Gaps of approxim- 
ately 4 in. are closed in about ten days with both types 
of skin (fig. 5). 

Grafis applied to wounds made surgically in healed 
tissucs.—The grafts used in routine plastic repair have 


do not kill micro-organisms, and, as has already | 


problem warrants further investigation. - 


Ld 
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been applied between three and eight weeks after storage 
and have taken satisfactorily. None has so far been 
needed after storage for more than eight weeks. The 
rate of vascularisation, the colour match, the texture, 
pliability, and rate of ues have been the same as in 
fresh grafts (fig. 6). 

SUMMARY 


The use of stored skin has been adopted as a means 
of reducing the number of operations required in grafting 
a large raw area. 

Experimental work has been done on the method 
of storage, and the macroscopic and microscopic appear- 
ance of the skin after storage. Tissue-culture has 
demonstrated the power of growth of the cells of stored 


skin. ' 

The use of fibrin instead of stitches to fix the skin is 
advocated under some circumstances to obviate the 
necessity for an anæsthetic.. 

The results of the first fifty grafts of stored skin are 
reviewed. l 

There is a possible relationship between refrigeration 
and an increase in the power of the skin to withstand 
infection by some organisms. 


I am indebted to Air Marshal Sir Harold Whittingham, 
DGMS, RAF, for the facilities which enabled me to do this 
work and for permission to deliver this lecture } to my col- 
league, Squadron-Leader D. C. Bodenham, who has worked 
with me throughout; to Miss Honor Fell, D sc, director of 
the Strangeways Research Laboratories; to Dr. H. F. 
Brewer, director of the Luton Blood-bank; to Dr. Gilson of 
the MRC Drying Unit at Cambridge; and to Dr. Marmion 
of the Department of Pathology, Cambridge University. 
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THE 44 cases on which this paper is based are instances 
`of total or almost total pyothorax, and do not include 
patients with early infected hæmothoraces, in which the 
fluid present-never became frank pus. The number is 
not large relative to the total of 710 admissions to the 
unit, but the high case-mortality of 27% (12 cases) 
emphasises its importance, while the prolongation of 
convalescence compared with uninfected cases cannot 
be overlooked. 

Our experience has led us to believe that a localised 
empyema is sometimes unavoidable, but that total 
pyothorax, with the possible exception of cases associ- 
ated with cesophageal injury or very virulent organisms 
such as hemolytic Cl. welchii, is an avoidable condition. 
That is to say, providing pulmonary expansion is effected 
and, maintained from the onset of treatment, infection 
can produce only a localised empyema. 

The 44 cases show no single etiological factor that can 
be blamed above all for the condition. The original 
wounds were as follows : 


\ Perforating injury (chest) 11 


Abdominothoracio es 7 
(Esophageal injury 1 Abdominal injury cere 1 
Penetrating injury (chest) 32 Sucking wounds .. ce 17 


In 12 cases there were retained foreign bodies within — 


the thorax. and six of these measured 1 in. by 4 in. 
ormore. Bronchial fistulz were obvious in 15 instances, 
and absent in 22, with 7 cases where it was doubtful 
or the records are inconclusive. 
often given to bronchial fistule as an etiological factor, 
but, in our experience they have not been common in 
early cases in spite of a lung wound; moreover their 
appearance later seems more a result of infection than 
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treatment from being completely successful vary 


Great prominence is- 


1 


\ 
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a cause of the sepsis. In all thesé penetrating and per- 
forating injuries there is a lung injury which is à poten- 
tial bronchial fistula, but it usually seals itself off, and 
it is only when sepsis supervenes that it breaks down. 
In 17 of the 23 Allied patients edequate intrapleural 
penicillin therapy was used. In view of this, the figures 
must be taken as showing that penicillin is no guarantee © 
of sterility, though its benefits are undoubted. 

The key to the situation appears to be good treatment 
in every detail, and this must start within the first 24 
hours. This includes good surgery and good aspiration 
with the use of penici and special methods where 
leakage of air from the lung endangers the success of 
efforts to re-expand the lung. When considering the 
first steps in their treatment, established cases of pyo- 
thorax fall into two main groups: (1) closed, and (2) 
open. 

CLOSED PYOTHORAX , 

The closed group includes all cases where the pleural 
cavity has no opening to the exterior, either through 
the chest wall or via a bronchial fistula, - 

Early treatment.—The initial line of treatment is by 
aspiration. This is done in the first instance for diag- 
nostic purposes and bacteriological examination, as 
well as for its therapeutic advantages. 

The object of treatment is to reduce toxeemia and 
expand the lung. We have not oured any total pyo- 
thorax by aspiration alone, nor has.it been possible to 
convert the condition into a localised empyema. The 
result is very different when one is dealing with an early 
infected hzemothorax, rather than an established pyo- 
thorax. The aspirations may be necessary daily or on 
alternate days, depending on the rate of collection of 
fluid, and are followed every 48 hours by the introduction 
into the pleural cavity of 50;000 units of penicillin in 
2 c.cm. of water. The factors which prevent Aes 

om 
case to case, but are to be found among the following : 


1. Clot. 

2. Penicillin-resistant organism, 
3. Rigid lung. 

4. Rapid production of fluid. 


The reduction in toxzmia produced by aspiration is 
very considerable in all cases, though after a temporary 
improvement patients tend to slip slowly downhill. 
The deterioration in, the patient’s condition is par- 
ticularly noticeable in the loss of flesh about the face. 

Two other reasons are commonly given for aspiration 
at this stage. The first is to allow the mediastinum to 
become fixed. This is a difficult factor to assess, and, 
providing a closed drainage system is to be used we do 
not consider it important. The second reason is to 
allow the pus to become thicker. This depends on so 
many things that it provides us with little information; 
and certainly does not have any relation to the fixity 
of the mediastinum. 

Ft will be seen that we find little benefit from aspira- 
tion when once frank pus is present, but, nevertheless 
we do employ it for a very limited number of days in > 
order to obtain the slight initial improvement, to damp 
down the virulence of the organisms with penicillin, 
and to allow the patient to become accustomed to his 
new surroundings and recover from his journey.. 

At the last: aspiration before drainage, 20 c.cm. of 
iodised poppy-seed oil is introduced, and postero- 
anterior and lateral radiograms are taken. 

Operation is done through a small vertical incision 
just inside the lateral border of the erector spinæ, and 
the chest is opened through a resection of 14 in. of the 
9th or 10th rib. The incision is small to ensure good 
healing and a close fit of the tube. It is vertical for 
two reasons. The first is that it heals better this way. 
If a horizontal incision is’ made serous fluid or pus can 
collect under the lower edge, but if it is vertical outward 
drainage takes place more readily along the line of the 
incision. Secondly, after making a vertical incision it is 
easy to resect a portion of a rib one higher or lower if the 
first rib resection is found to be unsuitably placed. 

The actual position of the drainage—just under the 
lateral edge of the erector spinæ—is most important. 
As is often the case in chest surgery, the surgical pro- 
cedure is but a small part of the patient’s cure. This is 


a good instance, because if the tube is put more laterally’ 


! 


i 


THE LANCET] 


it will be many times more difficult to nurse the patient, 
and breathing exercises will be interfered with by pain 
from the proximity of the scapula to the tube. From 
the nursing point of view it is essential to be able to 
support the patient comfortably in bed, and this makes 
it necessary to give support lateral to the tube. Pro- 
‘vided the tube is placed near enough to the midline, this 
` can be effected by two vertically placed pillows resting 
on the back-rest. A horizontal pillow above these 

o g l l s provides a rest 


and the tube 
passes out 
through the 


cal pillows. 
Some sur- 
geons prefer to 
drain a total 
pyothorax 
from the 
axilla, but fig. 1 
makes it clear 


BACKREST 


Fig. 1—A, lateral view of the chest with a flanged tube 
in position above the lowest point of the fluid. B, 
the chest lying back ona back-rest. It will beseen how 
much more efficient the drainage is in this position. 


efficient drain- 
age is obtained 
, i - with a poste- 
riorly placed tube. The practice of using the posterior 


tube has to be modified in subtotal pyothoraces, if there - 


ee degree of pleural adhesion in the paravertebral 
- sulcus. 

The choice of which rib to resect is made in the first 
place from the latest radiogram showing the iodised 
poppy-seed oil in the pleural cavity. With total pyo- 
thoraces it is usually necessary to drain rather lower 
than with postpneumonic empyemas. It has ‘never 
been our practice to drain at the lowest point in a 
. pyothorax, because when this is done the rise in th 

diaphragm during healing produces a long sinus leading 


to the cavity. This makes correct placing of the tube | 


difficult, and is apt to lead to intermittent drainage and 
chronicity. | e | ig 

Intrathoracic procedure.—Although the hole in the 
chest wall, with this rib-resection, is small, it is large 
enough for a thorough clearance of all the intrapleural 
clot to be made through it. 
of the operation and may be rather time-consuming. <A 
sufficiently good view is only possible by introducing 
through the rib-resection a malleable light as supplied 
by the Genito-Urinary Mfg. Co. When this is com- 
pleted, a flanged tube of the Tudor Edwards pattern is 
inserted, and fixed in position with strapping across the 
outer flange. | | 

Anesthesia is being dealt with fully in a separate 
paper, but it will be mentioned here that although local 
anesthesia was used at first for these operations it has 
been given up in favour of cyclopropane. This is 
particularly preferable in total pyothorax, because 
clearing the clot may take rather a long time, and the 
better control of pulmonary ventilation is an advantage. 

Aftercare.—The patient is fitted up on a back-rest, as 


- has already been described, and his tube is attached to an. 


underwater drainage bottle. Breathing exercises are 
started immediately, although the patient may , not 
always be fit for great exertion in the first few days. 
Two-tube method.—The above treatment was adopted 
in the early cases of our series, but though in many 
respects it was good two, disadvantages stood out. 
First, in spite of satisfactdry general progress, many 
patients developed massive collapse of the affected lung. 
Secondly, many cases were so heavily infected that the 
need to wash out the cavities was considerable. 
was done by the standard method of running the fluid 
in through the side tube, while the main tube was dis- 
connected, massive collapse was invited. A further 
point was that when the lung was completely free it 
could fall backwards on to the opening of the drainage 
tube.. This did not always obstruct the drainage of 
fluid, but it invariably prevented the escape of air. It is 
of the utmost importance that continuous drainage 
should be maintained in the early days after operation, 
for there is then a chance of obtaining pulmonary 
expansion which will not later recur, except with 


N 
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for the head, . 


gap between: 
the two’ verti- © 


that far more 


This is an essential part. 


If this. 


` = 
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prolonged treatment. It is therefore essential that 
intermittent drainage should not be tolerated in the 
first week after operation. - 
For these reasons it was decided to introduce a second 
tube at the time of drainage (fig. 2).: This second tube 
is placed at the extreme apex of the chest, and, in order 
to ensure this, it is inserted posteriorly, close behind 
the anterior edge of the trapezius muscle. The exact 
surface marking of this is the point midway between the 
vertebra prominens and the superior angle of the scapula, 
the arm being at the side. The tube used is an 8 inch 
piece of barium tubing, the same size as a no.’6 catheter 
(English): It is inserted by means of a small trocar: 
and cannula, and is connected to an underwater drainage 
bottle. When washouts are desired (fig. 3) the tube is 
occluded by a screw clip and disconnected from the 
bottle, and a ‘funnel is attached. A pint of fluid is 
allowed to run in, and the clip isimmediately closed again. 
The main lower tube is left attached to the second 
underwater drainage bottle the whole time. By this 
means, only the pint of wash-out fluid (Dakin’s solution) , 
enters the pleura, and runs out as fast as it flows in. 
As a result, a washout is possible without the disad- 
vantages of an open tube, while the fluid coming from 
the top gives more effective irrigation than might 
otherwise be obtained. ` p“ _ 
These washouts are very important, especially in 
heavily infected cases, but perhaps even more important 
is the advantage of the second tube for the remainder 


WASHOUT 
«THROUGH 
APICAL 
TUBE 


S APICAL 
TUBE 


, UNDERWATER . UNDERWATER 
DRAINAGE DRAINAGE 
BOTTLES ——> BOTTLE — 


- 


Fig. 2—Two tubes in the left side of the chest, both connecte to underwater 
rainage bottles. 


Fig. 3—Two tubes in the left pleura. A washout Is in progress with fluid 
running In through the upper tube, and out into the underwater drainage 
bottle, which remains connected. 


of the time. Situated as it is at the top of the chest, 
it will be in the part most unlikely at this stage to be 
filled with expanding lung, and as a result its action is 
remarkably” constant. Since it is above the fluid it 
does not become blocked by pus or clots. In fact, it | 
ensures that whatever happens to the main tube there 
is always an outlet for air, so that if it is at all possible 
the lung will expand. A further advantage of the 
apical tube is that it requires much less coöperation from 
the patient than the posterior tube. It is impossible 
for the patient to lie on the apical tube, which is also 
unlikely to be pulled out; as a result, the disasters 
which may accompany intermittent drainage are: 
avoided. l 

The time that this tube should be left in is a difficult 
point on which to be dogmatic. Some cases cause no 
problem, as the lung becomes completely expanded at . 
the apex, and obviously the tube can then be removed. 
In general, it appears to have served its purpose in 
about 2 weeks. We have not experienced any trouble 
in getting the residual small sinus to heal up. 


Results.—From the table it will be seen that with the 
two-tube method -pulmonary expansion was most 
gratifying. The death-rate, too, although the total 
number of patients is small, is rather striking, since, if 
any selection was used, it was to employ the two-tube 
method in the worst cases. l 


- beneficial effects of washouts. 


~~ 
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EXPANSION OF LUNG WITH VARIOUS METHODS OF DRAINAGE 


| | Lung . 
Drainage ! ee y expanding Indefinite | Total 
oes Viet ee EEEN 
Apical tube.. | 4 11 (2 died) | 1 16 
Single tube .. 12 (4 died) 4 2 (L died) 18 
Undrained .. : 8 (5 died) E DaT 8 
Wound tube | 1 1 ae: a 2 


It will be noticed that 2 patients died with an apical 


tube, in spite of satisfactory : pulmonary expansion. . , 
' about: which it is extremely difficult to be dogmatic. 


One of these was a German, in whom the hazards of 
the battle had caused a delay of 10 days before any 
treatment could be instituted for a severe sucking wound. 
He was terribly ill and completely mentally deranged on 
admission, and it was remarkable that he was kept alive 
for 8 days, and, for a time, gave hope that he might 
survive. The other patient was also a German, who,. 
although progressing satisfactorily, died after a severe 
secondary hemorrhage from an extensive defect of the 
anterior chest wall. 

The 4 cases which, did not show satisfactory pul- 
monary expansion demonstrate the limitations of this 
method. Two of these were Germans who had previ- 
ously been treated by drainage, and had to be re- 
drained on arrival at the unit. 


period after drainage. In these two, this valuable time 
had been wasted by the previous treatment in German 
institutions. Of the other two, in one the lung was noted 
to be very rigid at the time of drainage, and in the 
other a radiogram showed a completely black collapse 


of the affected lung. It is not felt that a satisfactory — 


solution to this type of case has been found. It is interest- 
ing to note that bronchial fistula did hot prove a serious 
obstacle to pulmonary re-expansion. 
In the 11 cases which are stated to have the “lung 
expanding well” the degree of expansion varied, and 
in some a fair-sized cavity was still present on evacuation 
to the United Kingdom, but others were remarkably 
successful. In one patient, who had a total pyothorax 
without any adhesion at all, a pleurogram at the end of. 


18 days showed that his track and cavity were com- 


pletely filled with 7 c.cm. of iodised poppy-seed oil, 
and that his lung elsewhere was completely expanded. 


OPEN PYOTHORAX 


In cases in which there is an opening into the pleura 
either through a broken-down sucking wound of the 
chest wall or via a bronchial fistula, no useful purpose 
is served by delaying operation for treatment by aspira- 
tions. Drainage has to be instituted forthwith, and is 
generally performed along the lines already laid down, 
though there are some particular difficulties in this 
group. | 

Bronchial fistula. —Two-tube drainage is used for these 
cases, though some modification of the wash-out routine 
has to be made if the Dakin’s solution causes coughing. 
This can usually be overcome by employing a half 
strength solution or changing to saline, but the irrigating 
effect of this is not nearly so good. 

(a) Open sucking wound in costophrenic sinus 
postertorly.—These are a special problem; the position of 
the wound is not suitable for inserting a drainage-tube,and 
if a tube is put any higher the drainage will always tend to 
come through the wound. On three such occasions we 
have resected sufficient. of the remains of the 10th, 11th, 
and 12th ribs to allow the lower part of the posterior 


` chest wall to lie against the diaphragm, occlude the 


wound, and force the discharge through the tube. The 
mobile portion of chest wall has to be kept in place by 
firm strapping. The general result seemed satisfactory 
in all cases, though they needed careful nursing. This 
treatment should be combined with an apical tube, which 
would help pulmonary expansion and aid healing by the 
Unfortunately, this was 
not used in any of these three cases, of which two came 
early in our series and the other was done away from the 


unit, where it was considered unwise to use anything 


~ 
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This bears out. what - 
has already been said about the importance of the early 
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but standard practice. Asa result, pulmonary expansion 
was poor in-all three. : 

(b) Open sucking wound in mid-zone of chest.—In 
these we perform some type of secondary suture, with 
or without a muscle flap, and treat the cases by drainage 
with two tubes. Considerable sepsis is likely in the 
wound, and uninterrupted primary union cannot be 


‘expected. One such case had a large defect in his chest 


wall to the right of the sternum, involving much costal 
cartilage on both sides. A large flap of pectoral muscle 


_ and skin had to be turned to close the defect, which 
healed up remarkably well. A straight posteroanterior | 


radiogram 2 weeks later showed complete pulmonary 
expansion, although a sinus 8 in. long still existed. 
(c) Open sucking wound in upper zone.—This is a group 


In cases which were relatively early, and in which the 
lungs showed signs of willingness to expand, with a small 
and not too dirty wound, we have been satisfied with 
secondary suture and insertion of an apical tube; but 
where the wound was more extensive and the pleura 
very heavily infected, with a rather large sucking wouhd, 
it has been found preferable to insert a posterior drain 
and a small tube through the wound. The small wound- 
tube was attached to an underwater drain, and also 
used for washouts in the same way as the apical tube. 
Cases in this group were apt to be very toxic, and the 
lung might have been expected to be in a massively 
collapsed state, from which expansion was likely to be 
delayed. Two cases have been treated by the small 
wound tube, and, as will be seen from the table, pul- 


monary collapse remained in one, but in the other a. 


fair degree of pulmonary expansion was effected. In 
both it is considered that life was saved by the pleural 
washouts. F i - 

Fixing the wound tube.—A good seal must be made 
between the wound and the tube. Two procedures 
enable this to be effected. In the first, the size of the 
wound is reduced by sutures. In the second, the small 
tube is passed through a rubber disc such as is found in 
the top of saline bottles. The hole in the disc must be 
slightly smaller than the tube so that a tight. fit is 
obtained. The disc is now strapped down on the wound, 
and a very good seal can be made. If any leakage does 
occur, the seal acts as a flap-valve so that air can only 
escape from the chest. The remarkable thing to us 
is that with this method, as well as with some of the 
incomplete- secondary closures, pulmonary expansion 
could still occur. | a | 

Wound drainage-tube in other types of case.—Though 
not strictly in the confines of this paper, it may be 
mentioned that this same method of applying a small 
wound tube has also been used in cases of empyema not 
amounting to total pyothorax, in which there was an 
open sucking’ wound. The washouts are of great 
assistance in aiding pulmonary expansion and in reducing 
the pleural infection. ; 

Thoracotomy without drainage.—Thoracotomy with 
thorough evacuation of.all clot and closure of the chest 
has been used for cases of clotted haemothorax, even 
when early infection is present. This has given satis- 
factory resuits, but it has not been thought advisable to 
treat established pyothorax in the same way, for fear 


‘of complicating the treatment withdut ultimately 


avoiding drainage. Our opinion has been strengthened 
by the satisfactory results of two-tube. drainage, but 
a separate thoracotomy incision combined with drainage 
may.have a place in the type of case which proved 
resistant to two-tube drainage. This course would make 
it possible to decorticate the lung, and if combined with 
two-tube drainage might be-expected to improve the 
result. The method has been adopted in one patient, 
but the operation is too recent for the case to be included 
in this paper. : ` 

SUMMARY l 

The treatment of total and subtotal pyothoraces is 
discussed, from experience with 44 cases arising from war 
wounds. . 

Total pyothorax is mainly preventable, though a 
localised empyema is often unavoidable. 

In cases of closed pyothorax aspiration is carried 
out for the first few days, penicillin being introduced into 
the pleura after aspiration on alternate days. A portion 
of the 9th or 10th rib is then resected, all clot removed, 
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and drainage instituted just under the lateral edge of 
erector. spine. Breathing exercises are started at once. 

A method of two-tube drainage, with an additional 
apical tube, allows the cavity to be washed out and pre- 
`- vents the drain from becoming blocked. 

A modification of the two-tube -method has been 
adopted in some cases of open infected sucking wounds 
of the chest, under the name of ‘‘ wound Gealnsee tube.” 


TREATMENT OF RICKETS | WITH SINGLE 
‘MASSIVE DOSES OF VITAMIN D, . 
DAVID KRESTIN, MD LOND., MRCP 


ALTHOUGH advanced degrees of rickets are now rarely 
‘seen, the prevalence of a d type in hospital patients 
was recently discussed by Corner (1944), and in war-time 
nurseries by Krestin (1944). Both reported disappoint- 
ing results of prophylaxis by vitamin-D supplements 
given by the mothers. 
that the treatment of active rickets with daily doses of 
vitamin D would be equally disappointing if left to 
mothers who are careless or are pre-occupied with house- 
hold or other duties, although the value of such treat- 
ment when given regularly and in adequate amounts is 
beyond doubt. 

For these reasons it was considered desirable to investi- 
gate the effect of a single massive dose of vitamin D given 
by mouth. This was first shown to be effective in rats by 
Vollmer (1939) and was successfully used in infants by 
Harnapp (1936, 1937, 1940). The clinical value of the 
method was largely confirmed, and it was found to be 
safe and reliable, by Schirmer (1939), Bischoff (1937), 
Bischoff. and Brieger (1938), Braulke (1937), Windorfer 
(1938), and others ‘in Germany, and by Vollmer (1939a 

and b) and Wolf (1943) in the United States. 


PRESENT INVESTIGATION 


Treatment was carried out in a series of 83 infants 
under 2 years of age attending the residential and day 
war-time nurseries in Preston who showed some degree of 
active rickets in the radiograms of the lower ulnar 

‘epiphyses. The observations were made during the 
autumn and winter months of 1943-44. The infants, 
who were all living under similar conditions, were 
examined clinically 4nd by X rays soon after admission. 
In those showing positive changes in the radiogram, the 
single massive dose of vitamin D, dissolved in 1 or 2 c. cm. 
of arachis oil was given in a teaspoon after a milk feed. 
All the infants took the oil readily, and in no instance in 
this series was it followed by vomiting, or by intestinal 
or other upset. 
made at least once in 4 weeks, and a further radiogram of 
the wrist was taken 3 months after the administration of 
the vitamin ; if healing was not complete by this time, the 
dose was repeated at the end of 6 months. In a few 
instances radiograms were taken at shorter intervals, but 
owing to the distance of the nurseries from the X-ray 
centre this was not possible as a routine. Biochemical 
investigations were unfortunately not practicable. 

Throughout the period of observation, no child in the 
series received any other vitamin-D preparation, or was 
exposed to ultraviolet radiation. The opportunities for 
exposure to natural sunshine during this period were 
negligible. 

. Clinical signs of rickets can undoubtedly occur before 

typical changes appear in the radiogram of the lower 
ulnar epiphyses, and even without such changes appear- 
ing at any time, but only the infants showing X-ray 
changes were investigated, since, in the absence of 
biochemical examination of the blood, it is only by this 
means that the state of activity or of healing can be 
assessed. For the purpose of this study the radiographic 
criteria of activity and healing generally described in 
standard works were accepted. Two groups of infants 
were treated : : 


(a) A mild growp, in which the radiogram was characterised 
by fluffiness and fraying of the metaphyseal line. These 


Thereafter a clinical examination was 


DR. KRESTIN: TFRHATMENT OF RICKETS WITH VITAMIN D, 


[JUNE 23, 1945 781 
- received 15 mg. (600,000 IU) of vitamin D, dissolved in. 
2 c.cm. of oil. 

Although most of the infants'in both these groups 
showed some clinical manifestations of the disorder, no 
case of really advanced disease, with such signs as joint 
swelling or gross deformity of the chest, are included i in 
the series. 

During the same period of observation and a similar 


_ period of the previous year two eorresponding control 


It is to be expected, therefore, ` 


1 


were given 7-5 mg. (300,000 international units) of vita- ` 


min D, dissolved in 1 c.cm. of oil. 

(L) A more severe group, in which the X-ray changes were 
more advanced ; in addition to the fluffiness, the meta- 
physes also showed cupping and broadening. These 


/ 


_6 months. 


groups of infants with active rickets living under the 
same conditions as those receiving the single dose were 
treated with daily supplements of vitamin D. The mild 
group were given the Ministry of Food cod-liver oil and 
the more severe group received daily doses of a concen- 
trated preparation. The results of this daily treatment 
are discussed elsewhere (Krestin 1945b), but are included 
inthe tables for comparison. As in the single-dose series, 
the results, like the initial diagnosis, are based on radio- 
grams of the wrist. 


RESULTS OF TREATMENT 
(a) Mild group (table 1).—Of 20 infants under one year 
treated with a single oral dose of 7-5 mg. of the vitamin, 
5 (25%) failed to heal.* 


TABLE I—TREATMENT OF EADIOLOGICALLY MILD ACTIVE 
RICKETS WITH DAILY DOSES OF COD-LIVER OIL OR WITH 
SINGLE DOSES OF 7:5 MG. OF VITAMIN D, BY MOUTH 


Under | 6-12 | tto2 

6 months months | years 

Dosage | | 
O|H|U!}C/|H{U Ci U 

Daily dose of cod-liver o; | | AR | 
' 2dr. (1500 IU) | 15 | 15| 0 | 47/437 | Os teeta sth 

| | : 
3 dr. (2100 IU) got pend? ee oe. sabe ad 

| 
4 dr. (3000 IU) 1 a we | 44.0 

Single dose of vitamin : | | 

D, (7:5 mg. = i ! ! ' 
300,000 IU) x 5 4j] 1 15 | 11 | 4 12 ! 11 >. 

i i 


= cases; H, U = healed and unhealed. 


satisfactory than that obtained with adequate daily 


doses of cod-liver ofl, which healed all of 32 cases, this: 


amount of the vitamin must be considered inadequate, 
and cannot be reeommended even for the mildest cases. 

The results obtained with this dose in the 1-2 year age- 
group were good, ł1 out of 12 cases being healed. but 
tendency to spontaneous healing may be greater at this 
age. 

(b) More severe group (table 11).—These all received 
single doses of 15 mg. of vitamin D, (i.e., 600,000 IU). 
Of 38 infants under one year only 4 (10- 5%) failed to heal 


TABLE II—TREATMENT OF BADIOLOGICALLY MORE SEVERE 
ACTIVE RICKETS WITH DAILY DOSES QF A CONCENTRATED 
VITAMIN-D PREPARATION, OR WITH SINGLE DOSES OF 
15 mo. (600,000 IU} OF VITAMIN D, BY MOUTH 


1 to 2 


Under 6-12 | 
2 6 months months | years 
Dosage ee SS R sae se 
e|H#l|u;clH#|ulci#fiv 
Daily dose of vitamin DS i 
D, 3250 FU; 12) 12] @ | 11} 11) 0 | 16 16) 0 
t 
Single dose of vitamin | | 
TA H i 
600,000 IU) ` 21 3 |17|16j 1 | 13 | 13 | 0 


18 
| 


after 3 months. Each of these was then given a second 
dose of 15 mg., and satisfactory healing resulted in all. 
Of 13 children between l and 2 years given a single dose 
of 600,000 IU all were completely healed by the end of 
Thus this dose may be regarded as having a 
definite therapeutic value, but since the results are. less 
satisfactory than those obtained by giving regular daily 
amounts of 3250 IU of vitamin D, massive dosage can 
only be recommended where regular administration is 
impracticable or otherwise contra-indicated. 


* Of a group of 6 infants in the same age-group who were giveu 
single doses of 7:5 mg. in April, 1944, and watched for 6 months 
dunne a wet sunless summer, 2 failed to heal by the following 
autumn. 


Since this result is much less © 


p 


~ 


_ which it is absorbed and becomes effective. 


' possible. 
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GENERAL PROGRESS AND SUSCEPTIBILITY TO INFECTION 


Though the infants treated by the large single dose of 
vitamin D seemed to'thrive and to improve in health, 
they were deprived of the extra fat contained in the daily 
cod-liver oil, and of the regular supplements of vitamin A 
which both "the cod-liver oil and the concentrated pre- 
paration provided. It was therefore considered desirable 
to compare gain in height and weight, and the suscep- 
tibility to infection in all groups under treatment. 

Records of height, weight, and days of illness due to 
infection were kept on special charts. Though the 
numbers in each group were too small to have much statis- 
tical significance, there was no evidence that the infants 
receiving single massive doses of vitamin D suffered any 
obvious disadvantage compared with those receiving daily 
cod-liver oil or concentrated preparations containing 
vitamin A. 

Obvious vitamin-A deficiency was not observed in any 
of the subjects of this investigation, either on admission 
or during the period of observation ; where evidence of 
such a deficiency coexists with rickets, the daily admini- 
stration of a preparation containing vitamin A would be 
indicated. All infants necenves the Ministry of Food 
orange juice daily. 


DISCUSSION 


Failure to heal.—Windorfer (1938) and Harnapp (1936) 
found that over 90% of the vitamin D administered as a 


single large dose by mouth was normally absorbed. 


Although loss from vomiting or diarrhoea could be ex- 
cluded in the present series, inability to absorb an ade- 
quate proportion of the vitamin from the bowel owing to 
some temporary or local unfavourable conditions seems 
There is evidence that the vehicle in which 
the vitamin is administered can influence the extent to 
Thus Lewis 
(1935, 1936, 1939), Eliot et al, (1936), and Shelling (1937) 
showed that both calciferol and fish-liver ‘oils were 
more effective when dispersed as an emulsion in milk. 
Although the doses in this investigation were not given 
as an emulsion, they were usually given immediately after 
a milk feed, though this was not always possible. In 
future work on the value of the single-dose method it 
would be worth comparing the results obtained by giving 
the vitamin as an emulsion in a milk feed. 

In the present state of our knowledge, however, other 
factors may have to be considered. Thus it is known 


. that large doses of this vitamin given by mouth will raise 


its level in the plasma (Warkany 1936) and that it may 
be stored in the liver and other organs for as long as 12 
weeks (Heymann 1937). The effectiveness of the dose 
given may therefore depend on the amount of vitamin 
already present in these organs at the time of treatment, 
as well as on temporary variations in the capacity of the 
organs for storing it. 

Rate of healing.—It was not practicable to repeat X-ray 
examinations at short intervals, so the rate of healing 
could not be established accurately in the present series, 
but other observers have found that healing is more rapid 
than with the usual daily administration. Thus Har- 
napp (1937, 1940) found that low figures for serum 
calcium and phosphorus returned to normal in 48-60 
hours. This was confirmed by Vollmer (1939b), who 
also found that in 2 cases with tetany, convulsions and 
muscular irritability disappeared within 2 days. Signs 
of healing in the radiograms have been observed by 
Harnapp (1936), Brieger (1939), and Turk (1940) within 
as short a time as 8 or 9 days, and complete healing 
within an average of 34 days after the dose was given. 

In the present investigation general improvement was 
noted in most of the infants within a few days of their 
receiving the vitamin, but physical signs gave little 
indication of the progress of the disease. Harnapp 
(1940) reported that craniotabes disappeared in 8-10 
days, but in the present series the time taken varied 
considerably ; the average time was 3 weeks, but in some 
cases it was as much as 6 weeks. If, therefore, the rate 
at which cranial softening disappears can be accepted as a 


guide, the claim that healing is greatly accelerated by | 


this method of treatment needs further investigation. 
It should be noted however that in these nurseries the 
disappearance of craniotabes when the child is about 
6 months old was not always associated with radiological 
evidence of healing. Moreover, the progress of dentition 
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and the rate of closure of the anterior fontanelle, though - 
by no means constantly retarded in the mild or early type 
of rickets under consideration, seemed slower after the 
single massive dose than after regular daily supplements 
of antirachitic vitamin. Definite proof of this was 
difficult to obtain.. 

Toxic manifestations. —The complete absence of any 
immediate or remote undesirable manifestations has 
already been noted. Vitamin-D toxicity has been dis- 
cussed elsewhere (Krestin 1945a), and it will suffice to say 
that calciferol when given in the pure form, will not pro- 
duce toxic manifestations until over 2,000,000 IU has 


been given. Thus the amounts used for the single dose 


` method, even when repeated once, are well within the 


margin of safety. 

Indications for the method.—The simplicity and safety . 
of the single dose method, and its saving in time, trouble, 
and material, may commend it, particularly where large 
numbers of children have to be treated. Since, however, 


- theresultsobtained by daily administration were somewhat 


better this older method must still be the one of choice 


_ where adequate and regular dosage can be assured. The 


chief indication for the single dose would be for infants 
who cannot be watched daily by trained personnel and 
whose mothers or guardians could not be relied on to give 
the daily oil regularly or in adequate doses. In such 
cases the large single dose could be given by a nurse at 
the child’s first attendance at an. outpatient clinic or 
welfare centre, after which a second attendance for radio- 
graphic examination 3 months later should be insisted 
on. If at this examination healing was not complete, a 
second dose of 15 mg. of vitamin D, should be given. 

The single dose method would also be an advantage 
where the daily administration of oil is difficult or other- 
wise contra-indicated. Thus in the Preston nurseries 
it was found that large enough doses of cod-liver oil. 
could not be given to about 2 or 3% of infants -under 
6 months of age, because it was either rejected or caused 
gastro-intestinal disturbance. In a somewhat larger 
but undetermined percentage of older children the oil 
produced troublesome skin rashes. In some of these the 
difficulty could be overcome by the daily use of more 
concentrated preparations, but these are more expensive. 
The rapid relief of tetany after a massive single dose of 
vitamin D, has already been mentioned, and it would also 
be an advantage in infants suffering from acute pulmon- 
ary infections if the claims that bony calcification pro- 
ceeds more quickly could be substantiated. 


SUMMARY 


A series of 83 infants under 2 years of age with active 
rickets, as determined by the radiological appearances 
of the lower ulnar epiphyses, were treated by single 
massive doses of vitamin D, given by mouth, and the 
results compared with other groups ‘of infants who 
received daily supplements of the Ministry of Food cod- 
liver oil or other vitamin-D preparation. 

Those with slight or early radiological changes were 
given 7:5 mg., or 300,000 IU. Results in infants under a 
year old were unsatisfactory compared with those treated 
with daily cod-liver oil, and this dose was therefore con- 
sidered to be insufficient for any type of active rickets. 

A ‘series with more severe or advanced radiological 
changes were given 15mg., or 600,000 IU. Results, though 
not as satisfactory as those obtained with 3250 IU of 
vitamin D daily, showed the method to be sufficiently 
reliable to merit a place in antirachitic therapy. . 

As regards gain in height and weight and susceptibility 
to infection, the infants receiving a single dose of vitamin 
D but no vitamin A showed no serious disadvantage over 
those who received daily preparations containing both 
these vitamins. 

The procedure is simple, safe, free from toxic mani- 
festations, and economical. 

It will prove useful where daily dosage is impracticable, 
unreliable, or upsetting to the patient. 


I wish to record my gratitude to the late Dr. F. A. Sharpe, 
medical officer of health for Preston, for making this investiga- 
tion possible, and for his constant interest and encouragement. 

My thanks are also due to Miss P.. Wright and the matrons 
of the nurseries for their coöperation ; to Dr. J. Laurie, Sharoe 
Green Hospital, for X-ray facilities; and to Messrs. Glaxo 
Limited for supplies of the vitamin preparation used. 
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BLOOD: ACID PHOSPHATASE IN 
PROSTATIC CANCER 


STANLEY WRAY, MD LEEDS 
PATHOLOGIST, 
: HARROGATE GENERAL HOSPITAL 


THE .use of stilboestrol in the treatment of prostatic 
cancer is now a well-established therapeutic procedure, but 
because of its simplicity there is a tendency to employ it 
without adequate control. Dosage can easily be controlled 
in the laboratory by estimating the acid phosphatase in the 
blood. Evidence is accumulating to show that an excess 
of cestrogen may not only make the patient uncom- 
fortable but, if animal experiments are anything to go 
by, may do him harm (Horning and Dmochowski 1944). 

The group of substances which we call ‘‘ phosphatase ” 
are enzymes—i.e., they act as catalysts in the liberation 
of phosphoric acid from organic phosphoric esters present 
in large amounts in the human body. Their.reactivity 
is maxima] at two well-defined ranges of hydrogen-ion 
concentration, one “ alkaline’’ and the other “ acid.” 
Acid phosphatase is most active about pH 4:9. Its 
activity is inhibited by any trace of fluoride but not 

appreciably affected by small amounts of soluble oxa- 

` lates. It is mainly elaborated by adult prostatic 

glandular epithelium, in which it is about 300 times more 

concentrated than in any other human tissue. It is 

_ present also in very high concentrations in seminal fluid, 
the values ranging between 700 and 3700 units per c.cm. 

in two recent series of cases (Sullivan et al. 1942, Watkin- 
son et al. 1944). 

- That cestrogen therapy does reduce the rate of growth 
of malignant prostatic tissue is well shown by Schenkin 
et al. (1942), who give numerous photomicrographs of 
prostatic cancer tissue before and during treatment. 
Metastases in bone are shown in serial X rays to undergo 
considerable if not complete healing. In senile prostatic 
-hypertrophy however the portion of the gland affected is 


said to be vestigially female, so that oestrogen in this case - 


will. theoretically increase the size of the gland and 
aggravate the condition (see Answers to Questions, Brit. 
med. J. 1944 i, 737). 


SIGNIFICANCE OF ACID PHOSPHATASE LEVELS 


For the estimation of acid phosphatase 10 c.cm. of 
blood is collected from a vein, using a minimum of 
pressure with the tourniquet. It is then immediately 
run into a 30 c.cm. screw-capped vial containing 20 mg. 
of dry solid potassium oxalate (0-2 c.cm. of 10% potas- 
sium oxalate run into a vial and completely dried in a 
hot oven; these vials may be prepared in quantity since 
they keep indefinitely). After a few minutes’ standing 
or definitely within an hour the plasma is removed by 
centrifugalisation. If desired, fresh serum may be 
taken instead. The quantities used and normal values 
are the same in each case. Once the plasma or serum 
has been separated, the acid phosphatase can be estimated 
at leisure during the next 8-10 hours, for it changes very 
little in this time (Wray, unpublished). The technique 
of estimation has been adequately described by King 
et al. (1942), Watkinson et al. (1944), and Elcoate (1944). 
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The values obtained, in acid phosphatase units, ‘are as - 
follows : ` a 


0-3-5 units : normal male or female. ; 

3-5-5 units: significant only if there are clinical reasons for 
suspecting prostatic carcinoma; suggestive but sometimes 
found in other conditions. : 

5-10 units : strongly suggests prostatic carcinoma. 

Above 10 units : diagnostic of prostatic carcinoma. 


Very occasionally readings up to 10 units are given in 
cases of jaundice, hyperparathyroidism, osteitis defor- 
mans, and bone secondaries due to growths other than in 
the prostate, but none of these has yet been found to give 
a value higher than 10 units. The normal acid phos- 
phatase value depends on many factors in the body but 
probably the prostatic tissue plays a large part in deciding 
the level. A gross increase in acid phosphatase is always 
due to malignant prostatic tissue and almost certainly 
indicates the presence of secondary deposits, especially | 


in bone. It cannot be too strongly stressed however 


that a normal reading may on rare occasions be obtained 
even when secondary deposits in the bone are present 
and are known to be of prostatic origin. One explanation 
may be that the formation of phosphatase is a functional. . 
activity of the cells, and that in rapidly progressive 
tumours this is largely replaced by proliferative activity 
so the amount of acid phosphatase produced is small. 
A further factor which must be remembered when 
assessing the result is the temperature of the patient at 
the time of taking the blood. If this is above normal no 
serial comparison can be made because fever tempor- 
arily and irregularly reduces the blood phosphatase level 
if it has been abnormally raised (Huggins et al. 1941). 


PRESENT SERIES 


Acid phosphatase estimation is now undertaken as a 
routine procedure in these laboratories ; many hundreds 
have been performed in the past two years. -The highest 
values we have found, apart from -prostatic cancer, have 
been 3-6 units in a case of catarrhal jaundice, 3-1 units 
in an advanced case of osteitis deformans, and 3-5 units 
in a case of cancer of the pancreas with bone secondaries. ' 
In this last case the alkaline phosphatase was 81-1 units. _ 
In prostatic cancer itself we have studied:13 new cases . 
during -this time. The following selection from these 
cases will show how acid phosphatase estimation can 
help in facilitating and confirming diagnosis and in 
controlling cases under hormonal treatment. 

In diagnosis.—A thorough medical examination with 
prostatic palpation and X ray will usually arouse 
suspicion of a malignant prostate even if it does not 
permit a firm diagnosis; but there are many cases in 
which.the picture is not clear-cut. Experience suggests 
that early diagnosis and treatment helps the patient to a` 
more speedy relief. 


Case 1.—Aged 66. Rheumatic pains for many years in 
limbs; for which he had frequent sick-leave. In May, 1943, 
slipped on stairs at home ; said to have pain in left hip since. 
An X ray of the hip at the time of the accident was said to be 
normal. Prostate recorded as slightly enlarged, but not hard. 
Diagnosed as sciatica and treated accordingly. First seen 
here March, 1944. Complamed of pain in left hip with recent 
difficulty in walking, becoming worse. . Prostate firm, regular, 
not diagnostically malignant. Only on direct questioning was 
there any suggestion of difficulty of micturition. Hsemo- 
globin 11-2 g. per 100 c.cm., red cells 5-1 million per c.mm., 
sedimentation-rate 11 (Spa method, normals 0-15; Collins 
et al. 1939), acid phosphatase 11-0 units, alkaline phosphatase 
34 units. Diagnosed on these results as prostatic carcinoma, 
X ray showed (?) secondaries in pelvis. Given stilboestrol 2 mg. 
b.d. for 6 days, then 10 mg. daily. In 5 days the acid phos- 
phatase fell to 5 units and then in the next 2 weeks to 3 units. 
There was the usual slight initial rise in the alkaline phos- 
phatase of 34 to 38 units. Within a week there was consider- 
able clinical improvement. The leg became formal within 
3 weeks. When last.seen (June 20, 1944) the patient was very 
fit and after a-long train journey had walked 14 miles for 
consultation. Hb. 15-4 g. per 100 c.cm. red cells 6:1 million 
per c.mm., acid phosphatase 1-5 units, alkaline phosphatase 
12:8 units. During the past few weeks the patient had 
complained of variable but at times severe breast tenderness. 
There had been no giddiness or vomiting. It was recom- 


‘mended that the stilbcestrol dosage be reduced to 3 mg. daily. 


_ 
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CASE 2.—Aged 73. When first seen had paraplegia with 
severe bone pains. -He was very irritable and caused con- 
siderable trouble to the nurses in the ward. Findings in 
nervous system suggested spinal lesion about lower thoracic 
or upper lumbar region. Prostate was hard, fixed, and had 
an irregular surface. There had been frequency for some years 
with pain on micturition recently, and some Joss in weight 
during the past few months. Lumbar puncture gave slightly 
yellow fluid : Wassermann reaction negative, chloride 0:70%, 
sugar 0-085 %, protein 0-7%, globulin + +,nopus. Pressure 
fell quickly on tapping with little alteration on jugular 
compression, indicative of spinal block. Blood-urea 59 mg. 
per 100 c.cm., Hb. 14-0 g. per 100 c.cm., red cells 6:5 million 
perc.mm. Too ill to be disturbed for X ray. Acid phos- 
phatase 248 units, alkaline phosphatase 14-S units. Diag- 
nosed as prostatic cancer with bone secondaries, including 
one in spine causing spinal compression. Started stilbæœstrol 
1 mg. t.d.s. first day, 2 mg. t.d.s. 2nd day, 5 mg. t.d.s. 3rd day, 

- and continued on this dose. Within 48 hours of commence- 


‘ment of treatment the acid phosphatase was reduced to 9:6, 


units and the alkaline phosphatase was slightly raised to 16-9 
units. There was a striking improvement in the patient’s 
_ temperament and ‘well-being. Within 8 weeks he had good 
movement of legs and ankles and while not able to stand 
could take light weight on his legs. Four months after 
commencing treatment he developed extensive phlebitis of 
the left saphenous vein. On treatment this cleared in a 
further 4 weeks. Five months after commencing treatment 
he returned home feeling considerably improved and able to 
walk with sticks, but there was some cedema of both legs. 
CasE 3.—Aged 73. Painter and decorater. In February, 
1943, complained of pain and swelling of right hand and wrist, 
not improved by massage and heat. Progressive anemia for 9 
months. Breathless on exertion. Diarrhcarecently. Feb. 10, 
1943: Hb. 7:7 g. per 100 c.cm., red cells 3-3 million per c.mm., 
white cells 17,000 per c.mm. (polymorphs 48%, lymphocytes 
48%, granular basophils 515 per million red cells). Chronic lead 
_ poisoning suspected but 
no lead in urine (Fair- 
hall’s method), either 
before or after ammo- 


STILBCESTROL (ORAL) 


20mg. 


~ 
je} 


_ The blood improved on 
Feb. 27: Hb. 9-1 g. per 
100 c.cm., red cells 4:0 
million per c.mm., 
white cells 20,000 per 
e.mm. (polymorphs 
en 32%, lymphocytes 
`s SEDIMENTATION - RATE 63%). At this stage 
the possibility of a 
chronic lymphatic 
leukemia had been 
suggested. First seen 
here on Dec. 7, 1943: 
very ill; Hb. 7-0 g. per 
100 ¢.cm., red cells 2:7 
million pere.mm., white 
cells 23,000 per c.mm. 
(polymorphs 62%, 
lymphocytes 32%), 
12 normoblasts 90 per 
million reds, reticulo- 
cytes 4:6%, Van den 
Berg normal. There 
was therefore a well- 
established blood re- 
l generation but it was 

not yet equal to the destructive process at work. Clinically 
no gross abnormality could be found. The prostate was not 
enlarged, and its surface was smooth, but X ray of pelvis 
showed numerous secondary deposits. Dec. 9: acid phos- 
_ phatase 4:0 units, alkaline phosphatase 37:8 units. Carcinoma 
of prostate was suggested and stilbeestrol therapy started, but 
the patient was in a poor way and died some days later. At 
autopsy the prostate was of normal size, for the most part 
soft, but one nodule was firm and of different texture. 
Histologically it was an adenocarcinoma. If this man had 
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Fig. ‘1—Case 4. The hemoglobin begins to 
rise about the 8th week, when the sedi- 
meatation-rate and acid phosphatase are 
nearly normal, Some anti-anemia treatment 
had been given throughout. 


not been so desperately ill when first seen he would have been - 


an ideal subject on whom to try the testosterone stimulation 
teat described below. | | 


In control.—In most cases of prostatic cancer where 
the phosphatase is raised the administration of stilbcestro] 
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by mouth, even in very small doses, causes a dramatic 
fall in the acid phosphatase level and-a variable but 
temporary increase in the alkaline phosphatase. Later, 
providing the dosage is adequate, the acid phosphatase 
rapidly returns to normal and the alkaline phosphatase 
more slowly. The 
sedimentation-rate is 
an important obser- 
vation, for at first 

it is raised but as 
the general condition 
improves it gradually 
falls to normal. The- - 
hæmoglobin may be 
either normal or de- 
ficient. When ans- 
mia is present it seems ` 
to be progressive in 
spite of iron, liver, 42 
and transfusions. 
But when the acid 
phosphatase and sedi- 
mentation-rate . are 
almost within nermal . 
limits, whether or not 
intensive treatment is - 
given for the anzmia, 
the. hemoglobin and 
red-cell figures im- 
prove. It seems 
therefore that the 
factor responsible for 
the anemia in pro- 
static cancer is re- 
moved or neutralised 5 
when the acid phos- 0 hosp 
phatase and sedimen- 4 
tation-rate reach | 
normal limits. One 
of the first principles 
of treatment . there- 
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Fig. 2—Case 5.. it was necessary to give 


stages even to maintain the hæmoglobin 
ievel, but when the acid phosphatase and 


fore should be to bring sedimentation-rate became normal the 
these values to normal hamogiobin increased progressively. 
while maintaining the 


blood in the best possible condition until this is done. 
Two cases will illustrate this principle. ` 

CASE 4.—Aged 71, Extreme urgency on micturition, with 
great frequency for 12 months. Much persistent pain in 
lower abdomen for 6 weeks, becoming worse, but no pain 
on micturition. Constipated. Prostate enlarged, stony hard 
surface irregular. X ray showed secondaries in pelvic bones. 
Hb. 11-9 g. per 100 c.cm., red cells 4:9 million per c.mm., 
white cells 17,000 per c.mm. (polymorphs 75%) SR 43 (Spa 
method), much raised. Acid phosphatase 6-4 units, alkaline 
phosphatase 37:2 units. Stilbestrol given in increasing 
doses until at the end of a week the patient was receiving 
20 mg. a day. This was maintained until he complained of 
severe breast pains, when it was reduced to 10 mg. a day (fig. 1). 
When last seen patient was very fit apart from slight frequency 
of micturition, but there was now no pain. Appetite good, 
bowels still slightly constipated but improving. The same 
dose of iron and vitamin C had been administered throughout 
but it was not until the acid~phosphatase and sedimentation- 
rate came within approximately normal limits that the 
hæmoglobin started to increase. on 

CasE 5.—Aged 54. Pain in lower part of back and thighs 
for some months. Considerable frequency and difficulty on 
micturition. Prostate hard, craggy, fixed. X ray revealed 
pelvic secondaries. Hb. 7-4 g. per 100 c.cm.,. SR 39 (Spa 
method), acid, phosphatase 62 units, alkaline phosphatase 
170 units. Given gradually increasing doses of stilbcestrol, 
working up to 15 mg. daily within a week. Thesedimentation- 
rate and acid phosphatase fell. It was necessary to give 


repeated blood-transfusions to maintain the hemoglobin. | 


In spite of the apparent blood destruction there was no 
jaundice. The patient continued to feel very poorly until 
the sedimentation-rate and acid phosphatase were within 
normal limits; then, with no blood-transfusions whatever, 
the hemoglobin gradually rose (fig. 2) and the patient felt 
much better. As far as we know this man is still on 15 mg. 
daily, but we could not follow his further progress because he 
left the district. : = . 
Testosterone stimulation test—Huggins and Hodges 
(1941) have shown that injections of testosterone 


r 


repeated blood-transfusions in the early. 


g 
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` propionate cause a rise in the aeid phosphatase level in 
cases with bone secondaries due to prostatic eancer. 
This is an éxcellent help in the differentiation of a 
malignant prostate with secondaries from a benign 
hyperplasia. The dose suggested is 25 mg. of testo- 
sterone propionate intramuscularly daily for 15 days. 


During this time the patient should be kept under close ’ 


observation and should have blood acid phosphatase 
estimations done at least every other day. If the lesion 
is benign there is no increase; if malignant the rise is 
appreciable. Apparently the only contra-indication of 
the test is that large doses of the androgen should not be 
injected into those with hypertension. We have had 
no il] effects so far in our cases. On the contrary, case 6 
improved slightly both in general well-being and aie in 


ordinary symptoms. 


Case 6.—Aged 70. Long kitay of difficulty of micturition. 
Some pain in lower back recently. Bladder distension (1943), 
prostate enlarged but regular, firm consistency. X ray of 
_ pelvis: showed some patchy decalcification, possibly due to 
secondaries. Refused operation. . July 15, 1943: admitted 
with acute retention. Suprapubic intubation. After con- 
siderable difficulty with drainage a satisfactory flow was 
eventually obtained. Again patient refused to have any 
further treatment. Seen again on April 18, 1944: Hb. 
. 14:7 g. per 100 c.cm., red cells 6 million per c.mm., white cells 
T2,000-per c.mm. (polymorphs 61%). Repeated examinations 
of blood phosphatase showed acid to be around 2-5 units and 
- alkaline phosphatase to be 10-3 units with slight variations. 
In an attempt to decide whether this lesion was simple or 
malignant the patient was again admitted to have testo- 
sterone injections. In view of his age and length of history 
the amqunt of hormone given by intramuscular injection 
was reduced to 10 mg. on alternate days. During this time 
the acid phosphatase on no occasion exceeded 3:3 units—i.e., 
there was no appreciable rise. During the course of injections, 
and for some time afterwards, the flow of urine through the 
urethra was much improved. The patient felt much better 
in himself. There was therefore no evidence from the test 
_ of secondary malignant deposits arising from the prostate. 
In support of this there has been no appreciable change for 
‘the worse in the patient’s condition during the past 7 months ; 
in fact the urine symptoms are improving. His weight is 
constant and appetite good. His only complaint is a little 
pain in the right leg. 


' SUMMARY 


Further use should be made of blood acid phosphatase 
estimations as an additional aid to diagnosis and as 
a means of controlling hormonal treatment of prostatic. 
cancer. 


The testosterone propionate stimulation test is a useful 


aid in the differentiation of malignant prostate from 
benign hyperplasia. 

In cases of prostatic cancer showing anæmia, the 
- sedimentation-rate and acid phosphatase must fall to 


- within normal limits before a rise in the hemoglobin can 


be expected. 


‘I am indebted to the many doctors who have alowed me 
access to their cases during these investigations, and also to 
Mr. S. F. Elcoate for help with the technical side and Mr. M. 
Gibson for help with the graphs and other details. 
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DURING his visit to Sweden, Sir Howard Florey, FRS, was 
presented with.the Berzelius- medal in silver. 


Boots Pure Drug Company has given the diabetic depart- 
ment of King’s College Hospital an annual endowment of 
£1000 for seven years to provide research scholarships in 
diabetes and allied diseases. 
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In his original description of penicillin Fleming (1929) 
recorded that Haemophilus influenze (Pfeiffer’s bacillus) 
was insensitive to the drug, while the same author and 


. Maclean (1930) confirmed this fact and employed the 


drug to inhibit the growth of other organisms when iso- 
lating the delicate hzemophilus from such situations as 
the upper respiratory tract. Later Maclean (1937) 
applied’ the method to the jsolation of H. pertussis on 


-cough plates. 


ao abe Pittman (1931) had pointed out that 
H. influenze could be divided into two classes, a smooth 
S strains were isolated from cases of 
meningitis and other sites where they were obviously 
pathogenic, while the R strains occurred. mainly as 
saprophytes. ‘‘S-R degeneration ” took place readily. 
By cross-agglutination methods Pittman divided 
strains into two serologically distinct types which she 
called (a) and (b), and later (1933) showed that the 
majority of strains from cases of meningitis belonged to 
the (b) type. Six serological types have since come to be / 
R strains have proved to be serologically 
heterogeneous and have never been so classified with 
success. 

Recently, two cases of H. influenz@ meningitis have 
been under the care of one of us (P. F.), and the organisms 
have been isolated (R? E. R.) and investigated (R. I. H. 
and R.E.R.). Both strains were smooth and belonged to 
type (6). Both were sensitive to penicillin and sulpha- 
diazine. e first case recovered rapidly on admini- 
stration of the drugs, but unfortunatel y the. second was - 


in extremis on admission to hospital and died before 


adequate treatment could be started. 


CASE“REPORTS 


Case 1.—A boy, aged 24 years, was admitted to TEET in 
January, 1945, with a diagnosis of meningitis. He had heen 
very well: until six days before, when he developed nasal 
catarrh and complained of earache. During the following. 
days he had a mild cough and was thought to have a trivial 
cold, but on the evening of the third day before admission he 
vomited, and next morning his doctor found his temperature 
103-4° F and noticed stiffness of his neck. Although the 
temperature had settled to 98-7° on the day before admission, 
the neck-rigidity became more pronounced, and during the 
night the child’s condition deteriorated so rapidly that he was 
sent into hospital next morning. 

.He was drowsy when he arrived and resented being dis- 
turbed. The neck was rigid, with the head fully extended, and 
the hamstrings were in spasm. There was diffuse injection 
of the fauces with some loose white deposit on the tonsils, but 
no evidence of middle-ear infection was found and no petechizx 
were seen in the skin. Lumbar puncture produced fluid under ` 
a pressure of 350 mm., contaming many pus cells but no 
micro-organisms. Intramuscular injections of penicillin were 
started at once and repeated every three hours. He received 
30,000 units every 24 hours. By next morning he was less 
somnolent, his head-retraction had become less definite, 
and his temperature had fallen from 103° to 101-:2°. Although 
it was then known that the cerebrospinal fluid incubated 
overnight and a culture had both grown H. influenzw, in view 
of the striking improvement it was decided to continue 
treatment with penicillin in the same dosage. To provide a 
second line of defence, sulphadiazine 1-5 g. was then given, 
followed by 1 g. four-hourly. 

The improvement in the child’s condition was rapid and 


‘uninterrupted. Next day he was conscious and 24 hours later 


he began to talk sensibly. Although the temperature re- 
mained just above 99° for another four days, the head- 
retraction had disappeared by the fifth day and the child’s 
behaviour was then normal. Both penicillin and sulpha- 
diazine were discontinued on the seventh day. Cerebrospinal 


os 
786 THE LANCET] 


fluid (CSF) taken on the twelfth day after admission showed 
neither cells nor micro-organisms and the culture remained 
sterile after 48 hours. The child was kept under observation 
for another twelve days, but remained epytgxiai and perfectly 
well. 


Case 2.—A twelve-months-old boy was sent to us in 
| February, 1945, with a history of three weeks’ poor health 
foHowed by a dramatic change for the worse two hours before 
admission, During the middle of January he had contracted 
acute bronchitis, which cleared up after a few days’ treatment 
with a sulphonamide. Since then he had been fretful and 
did not take his feeds well, but for the last few days he had 
seemed better than usual. 

At 1 pm on the day of admission he vomited, and became 
unconscious soon afterwards. When seen at 3 pm he was 
pale, cold, and deeply comatose, with a temperature of 98° 
and a pulse-rate of 136 per min. The classical signs of 
meningitis were lacking, except for a doubtful Kernig’s sign, 
but he had a right external rectus palsy and his pupils were 
unequal, As'in the previous case the throat was red and the 


tonsils were covered with a loose yellowish patchy exudate. 


The CSF was opalescent and under a pressure of 250 mm. ; 
culture yielded a pure growth of H.influenze. Intramuscular 
injections of penicillin were begun immediately and repeated 
every three hours, aiming at a dosage of 30, 000 units in 24 
hours. He was glso given an initial dose of aulphamezathine 
1 g., followed by 0:5 g. four-hourly. His condition, however, 
deteriorated rapidly and he died at 1.30 am, almost exactly 12 
hours after the onset of symptoms. 

Necropsy was unfortunately delayed for five days by 
administrative difficulties. 
especially at the base, was found to be covered with thick 
greenish-yellow pus. There was great excess of CSF, with 
some distension of ys lateral ventricles. No abnormality was 
found elsewhere. H. influenzæ could no longer be isolated 
from meninges or respiratory tract. 


BACTERIOLOGY 


Both the organisms were gram-negative cocco-bacilli 
with many filamentous forms. Both grew on blood agar, 
chocolate agar, and pepsinised blood agar, but not on 
simple agar or serum agar, even when the latter was first 
. seeded with staphylococci. The colonies were smooth. 
Both produced indole and of the usual range of sugars 
fermented only glucose. Both belonged to Pittman 
type (b). They were thus typical S strains of H. in- 
fluenze. That from case 1 was the more virulent to mice, 
killing all of three animals in 24 hours after injection ; 
the other took 48 hours to do this. Both were sensitive 
to penicillin to about the same degree as the standard 
Oxford strain of staphylococcus. They were also 
sensitive to sulphadiazine. 


DISCUSSION . 


H. influenze is an important cause of meningitis in | 


general hospital practice, especially in children under 
two years where the bactericidal power of the blood for 
this organism is negligible (Fothergill and Wright 1938). 
In North America, Ward and Fothergill (1932) found it 
to occur in 25 out of 184 cases of meningitis in children 
under two years, while Fothergill (1937) found it re- 
sponsible in 51 out of 201 cases at another hospital, In 
England it has been found in 3 out of 34 cases in the last 
two years at the Hospital for Sick Children, Great Ormond 
Street (Bodian, personal communication). In infants 
the untreated disease is almost invariably fatal ; in adults 
ae S children the prognosis is better (see Mutch 
19 - 

Previously two lines of treatment have been attempted. 
The first is by specific antiserum prepared by immunising 
horses or rabbits either with the whole organism or with 
culture- filtrates (Parker 1919 and others). This was 
tried on a monkey with success by Wollstein in 1911 
(quoted by Ward and Fothergill 1938) and reintroduced 
by Pittman (1933) and others. Several series treated 
with such sera have been reported—e.g., Ward and 
Fothergill (1932) and Fothergill (1937). Complement 
has to be added to the CSF, and most cases die even if 
the fluid becomes sterile for a time, because pockets of 
infection become walled off, later to break down and 

. cause reinfection of the meninges. 

Much more success has been obtained with the 
sulphonamides. Pittman (1942) first showed that most 
pathogenic strains were sensitive in some degree to these 
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drugs and that sulphadiazine was the most effective in 
controlling experimental infections in mice, Sako 
(1944) has obtained 17 recoveries in 23 cases using this 
drug, a recovery-rate of 74%. ‘These encouraging results 
were obtained by the use of large doses in the earliest 
stages and the prognosis is still bad in very young infants. 

Sulphapyridine has been used also, but with varying 
degrees of success—e.g., Aleman’ (1941) and Gordon, 
Woodcock; and Zinnemann (1944). Pittman found this 
drug not to be very effective in vitro. 

Sensitivity of the organisms to penicillin does not seém 
to have been observed before. Further experiments are 
necessary to determine whether or not this applies to the 
majority of type (b) strains. Case 1 respgnded in such a 
striking manner to penicillin alone that we would urge 
others to try this drug on their own cases in combination 
with sulphadiazine. Such combined therapy has already 
been recommended for pneumococcal meningitis and 
shown to be more effective then either g used separ- 
ately (Waring and Smith 1944). Indeed all the common 
types of meningitis except the tuberculous might respond 
best to this treatment. 

SUMMARY 


Two cases of influenzal meningitis are described, in 
both of which the organism was of the smooth type and 
belonged to Pittman type (b). 

Both organisms were sensitive to penicillin and 
sulphadiazine. This is in striking contrast to the 
penicillin-resistance of the rough types. 

The first case responded well to the two drugs com- 
bined. The second was a fulminating case and died soon 
after admission to hospital. 


We have to thank Dr. Edith Straker of the LCC, who typed 
the organisms, and our colleague Dr. K. J. Randall, who 
performed the necropsy on the second case. 
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Medical Societies 


NUTRITION SOCIETY 


THE society met on May 26 at the London School of 
Hygiene, with Prof. J. R. LEARMONTH in the chair, to 
discuss 


Nutritional Factors Affecting Wound Healing 


Dr. D. P. CUTHBERTSON, of the scientific staff of the 
Medical Research Council, spoke of Dietary Protein in 
Relation to Convalescence from Injury. The protein 
depletion which followed moderate to severe injury was 
essentially due to one or more of four main causes : 
(1) loss of actual tissue, (2) loss of blood or exudate from 
the injured area, (3) loss due to the excessive protein kata- 
bolism which normally followed injury, and to infection if 
that was superimposed, and (4) loss caused by disuse and 
reflex atrophy. The protein losses in a case ofa 60% burn 
involving the whole thickness of the skin amounted 
roughly to : (1) 700 g. in the mass of skin and other under- 
lying tissues destroyed, together with the leucocytic 
response involved in the separation of the sloughs ; 
(2) 600 g. in the exudate from the weeping surface and 
also during the sloughing and granulation period ; 
(3) 700-800 g. due to the katabolic reaction to trauma and 
the accompanying “ traumatic fever ” ; an amount which 
it was not possible to evaluate consequent on the coccal 
infections of the first week and the. mixed coccal and 
bacillary infections of the second to fourth weeks when 
the necrotic tissues were separating ; and (4) 100 g. from 
atrophy due to disuse and to reflex action. A further 
depletion arose out of skin-grafting operations through 
further loss of blood and plasma. 
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‘In injuries such as fractures, dislocations, and even - 


meniscectomies. the loss was due mainly to excessive 
katabolism of body protein and to atrophy. The exces- 
sive amounts of urea and of inorganic sulphate and phos- 
phate in the urine indicated that muscle protein was 
being broken up. The negative nitrogen balance in the 
first: 10 days after a fracture of the leg might amount to 
some 860 g. of protein or 8% of the total body protein. 
The increased katabolic processes were more general than 
local and appeared to arise out of a raiding of the body 
protein reserves for an endogenous supply of amino-acids 
for the reparative process, and of a mobilisation of 
oxidisable material for the enhanced metabolism: of 
energy of the healing procéss. In the malnourished 
subject injury produced little or no rise in nitrogen 
excretion, and, conversely, an increase in the protein 
and energy content of the diet played some part in 
diminishing the loss of protein in fracture cases, but even 
diets of high calorie value and high protein content failed 
to prevent completely a negative nitrogen balance at the 
height of the katabolic process. The work of Croft and 
- Peters (Lancet,.1945, i, 266) demonstrated that in burned 
rats the negative nitrogen balance could in a large 
measure be suppressed by doubling the protein intake or 
. by the inclusion of 1% of dl-methionine in the diet. The 
latter observation indicated that in trauma katabolism 
the supply of a key amino-acid was the object of the 
breakdown of protein. : 

The severity of the anemia which developed after 
serious injury depended on the extent of hemorrhage. 
A loss of about 20% of the total blood-volume would 
reduce the hemoglobin level from 100% to about 85% 
within 48 hours after wounding—that is, when the 
compensatory increase in plasma volume was complete. 
Losses of 40% and 60% of the blood-volume would reduce 
hemoglobin to about 70% and 50% respectively. The 


actual fall was often greater and the red-cell volume ` 


- continued to decrease for several days after injury in the 
absence of bleeding or serious infection. The meaning of 
this was not yet understood, nor was it known to what level 
hemoglobin could fall without interfering with recovery 
from potentially infected wounds.. In burns of all 
degrees a reduction in red cells followed the initial period 
of heemoconcentration ; in severe burns the red-cell levels 
continued to fall for 10-14 days. When recovery was 
slow anæmia persisted, probably because of defective 
marrow function. It was important to determine how 
far the inhibition was due to a toxin and how far to a 
competition for available protein between the hæmo- 
poietic system and the area of healing. A protracted 
period of protein deficiency led eventually to well- 
marked ‘atrophy of the liver, spleen, bone-marrow, and 
lymphoid tissues, from which most of the phagocytic cells 
originated ; moreover, the deficiency affected the anti- 


body mechanism by interfering with the production of . 


the specific gamma globulin fraction. 

In the katabolic phase after injury a negative nitrogen 
balance was the rule and there was no real indication to 
force food on the patient, but around the 5th to 9th day, 


and particularly after burns, he should be encouraged to 


eat as much as he conveniently could of a diet rich in 
protein and containing enough carbohydrate and fat 
to cover energy requirements and allow the maximum 
' anabolism of tissue protein. A daily protein intake of 
150-200 g. was indicated after burns, where the loss of 
body protein could amount to some 2 kg. Ordinary 
milk reinforced with dried skim milk, egg flips, cereal 
preparations, and cream could be used to supply adequate 
protein and calories, while meat and its extractives had 
an appetising value. It was always necessary to ensure 
that such diets were adequate in minerals and vitamins.. 
An increase in the intake of protein was most conveni- 
ently achieved by simultaneously reducing the amount of 


fat, while an increase in the total intake of food could be. 


attained by feeds between meals, such as flavoured milk 
shakes. ; 
Parenteral feeding must be regarded as only a tem- 
porary substitute for normal eating and should be 
confined to conditions where the ability to ingest, digest, 
or absorb protein was. seriously impaired. Properly 
-prepared enzymic or acid hydrolysates of casein which 
did not induce pyrogenic reactions could now be ob- 
tained. They were usually administered in 5% concen- 
tration either dissolved m 5% glucose solution or given 
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simultanedusly with it or with a stronger solution. 


Local thrombosis sometimes resulted, particularly during . 


long infusions with higher concentrations. . Care should 
be taken to see that the needle extended well within the 
vein beyond the insertion of a tribatary and that it did 


.not occlude the lumen; 13 litres of a 5% solution of 


hydrolysate was required daily to meet the normal basic 
requirement of 1 g. of protein per kg. body-weight ; in 
addition the energy requirement should be supplied 
by intravenous or oral feeding. The rate of infusion of 
the hydrolysate should not exceed 3-5 ml. per minute, 
and that of glucose 10 ml. per minute. Patients on the 
verge of hunger cedema or of cedema from traumatic 
anuria or oliguria during the period of shock were liable 
to become actually cedematous after the administration 
of large quantities of the solution. During short and 
moderate periods of illness it was probably not necessary 
to supplement hydrolysates with vitamins. Casein 
digests could also be given by mouth or by gavage, but . 
they were unpalatable, and for this purpose hydrolysates 


of meat might prove more satisfactory. Mixtures of pure ` 


amino-acids were suitable. for injection and could be 
given more quickly and in higher concentration than 
hydrolysates, but they were too costly for general use at 
present. R 

Mr. P. B. CROFT, of the Department of Biochemistry, 
Oxford, reviewed. the work done there (Lancet, 1945, i, 
266) on the sparing effect of additional protein and of, 
methionine on the nitrogen loss following burns. 

Dr. B. S. PLATT, of the Medical Research Council 
Human Nutrition Research Unit, had recently examined 
representative groups ofinhabitants of Newfoundland, the 


West Indies, and Gambia, and studied their diet. The — 


incidence of skin ulcers, ulcer scars, and cracked dry skin 
was negligible in. Newfoundland but high in the other two- 
localities. The intake of vitamins of the B, complex was 
unsatisfactory in Newfoundland (see Lancet, June 16, 
1945, p. 760), and even worse in the West Indies, but was 
adequate in Gambia where they were derived from 
fermented cereals. The Newfoundland diet contained, 
however, twice as much protein as that of the two 


‘southern communities, and it seemed likely that the skin 


lesions were associated with an inadequate consumption 
of protein. ; na 
Captain J. A. E. STEVENSON, RCAMC, had been associ- 
ated with Dr. V. Schenker in studying under Dr. J. S. L. 
Browne at the McGill University clinic the phenomena 
described by Dr. Cuthbertson, and for the past year he 
had helped to put the results of these studies into practice 
in Canadian military hospitals. There was agreement 
on the whole between the Canadian work, the work done 
in the. United States, and Dr. Cuthbertson’s findings. It 
had been observed at McGill that the protein katabolic 
period after injury was followed by an anabolic period in 
which the urinary excretion of nitrogen was lower than 
it would be in health on the same protein intake, parti- 
cularly if the intake was high. At this stage intakes of 
150 g. of protein and 3500-4000 calories daily were very 
beneficial, producing a rapid replenishment of tissue and 
an improved and shortened convalescence. It was sur- 
prising how little of the so-called disuse atrophy occurred 
even in fractures of the femur in patients with such high 
food intakes. The protein anabolic tendency had little 
chance to show itself with intakes at present achieved in 
hospitals. There were so few patients receiving optimum 
intakes that the disadvantage of the now accepted: 
standards of food for convalescents did not-stand out. l 


VITAMIN-C DEFICIENCY AND HEALING 


Mr. J. F. DANIELLI, DSC, of the School of Biochemistry, 
Miss HONOR FELL, D sc, of the Strangeways Research 
Laboratory, and Dr. E. KODICEK of the Dunn Nutri- 
tional Laboratory, all of Cambridge, said that m. the 
normal guineapig the uninjured skin was almost devoid 
of phosphatase and only the hair follicles, sebaceous 
glands, and occasional capillaries contained the enzyme. 
There were two peaks of phosphatase activity after 
trauma : one due to invasion of the wound by leuco- 
cytes, and a second associated with the differentiation of 
collagenous fibrous tissue. In acute deficiency of vita- 
min © the wound became fully epithelialised but was 
filled by a large dome-shaped mass of fibroblasts with a 
sparse irregular network of very abnormal intercellular 
material bearing little resemblance to the profuse, neatly 
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orientated collagen fibres of the normal animals, and the 
tissue was very oedematous and hemorrhagic. The first 
peak. of phosphatase activity was still present but the 
second was absent or negligibly slight. Guineapigs kept 
at different levels of partial deficiency provided a graded 


series of healing reactions, and the amount of phospha- . 


tase activity in the scar was correlated with the degree 
of differentiation. The findings were consistent with 
the suggestion that phosphatase was connected, directly 
or indirectly, with the metabolic processes more intim- 


ately concerned’‘in the laying down of collagen. 


Mr. P. D. F. Murray, psc, of St. Bartholomew’s 
Hospital Medical College, and Dr. Kodicek had investi- 
gated statements that deprivation of vitamin C led to the 
reopening of healed fractures in man and guineapigs. 
Fractures were inflicted on the fibule of guineapigs by 
means of forceps without open operation. . Fourteen days 
after fracture, when calhis formation was ‘well advanced, 
the animals were given diets partially deficient in vita- 
min C and almost completely deficient in vitamin D, or 
deficient in only one of these factors, or well supplied with 
both. In no case did the callus reopen, although the 


- animals were kept on the diets for periods ranging up to 3 


months. In the guineapigs partially deficient in vitamin 
C the callus formed was smaller than that produced by 
— normal guineapigs and union of the fractured ends was 
probably delayed, but the deprivation of vitamin D did 
not affect the repair of the fractures and rickets was not 
induced. The usual porosis developed in the bones of the 
scorbutic guineapigs ; hyperostosis was the rule in those 
which were submitted to fracture and it appeared occa- 
sionally in the uninjured leg of animals i in whose other leg 
the fibula had been fractured, and in the legs of animals 
which had not beeninjured. Partial deficiency of vitamin 
"C was an essential factor in the development of hyper- 


ostosis, probably leading to a weakening of theattachment _ 


of the ‘periosteum and favouring its separation from the 
bone under stress. The appearance of hyperostosis in 
uninjured legs might be explained in this way, for the 
animals had to be periodically anesthetised for X-ray 
examination, a procedure which was resented and led to 


bouts of violent kicking. Hyperostosis did not develop ` 


in an experiment in which no X-ray films were taken. 
In a-contribution read in his absence Mr. GEOFFREY 
H. BOURNE, D sc, of the Oxford University Laboratory 
‘of Physiology, reviewed the published work on the effects 
of vitamin C on wound healing and described his own 
experiments in this field carried out on guineapigs. Ona 
recent visit to Ceylon he had heard of four patients whose 
abdominal operation wounds had shown no signs of heal- 
ing. They had exhibited nosymptoms of scurvy yet three 


of them had ‘promptly responded to treatment with orange ` 


juice'while the fourth who had not been so treated had died. 


Recently the Scottish group, meeting -at Dundee, 
discussed 


Loss of Nutrients in the Preparation of Food 


Prof. S. J. WATSON, after speaking of the losses 
borne by the farmer, pointed out that many foodstuffs 
are still living when placed in store and have to continue 
to respire in order to live. The process of respiration 
involves giving off carbon dioxide, which results in a 
gradual loss of weight. In potatoes this loss amounts 
to about 1-3% per month, so that by the end of June 
some 15-20% has disappeared. The vitamin C of 
potato also falls during storage till it reaches almost 


- half the original value, but it rises again to almost the- - 


full amount just before sprouting begins. | 

Miss MARY ANDROSS compared the loss of nutrients 
when eggs are Prepared in various ways. Scrambling 
results in a loss of 13:5%, Lage mad 7:5%. an omelet 3% 
With frying at 126° C it is only 1 50%, ‘but at smoking 
temperature (235° C) it i is nearly 9%. Beef and mutton 
show a -loss of 12-4509 during cooking, according to the 
cut. Losses in vegetables vary much with demand and 
season. Green vegetables often reach the customer 
wilted, so that much has to be rejected. Lack of fresh- 
ness means considerable loss of vitamins A and C. So 
great are the losses of essential elements under present 


. conditions that there is a crying need for some other 


method of supplying fresh vegetables. Miss Andross 
emphasised the importance of producing vegetables at 
home, of increasing market-gardening near towns, and 
of improving marketing. 


REVIEWS OF BOOKS 


` only about 3 mg. 
fat from liquefaction and leakage may amount to 


[JUNE 23, 1945 


In nine school canteens the plate waste. averaged 4% 
for protein and for fat, but only 1-4% for carbohydrate, 
but plate wastage in the home was fess than 2% for all 
the primary food factors. 

Dr. C. P. STEWART said that, in cooking, fruit and 
vegetables may lose up to 30% of water and a corres- 
ponding proportion of water-soluble constituents. The 
latter are leached out more by boiling than by steaming. 
Addition of baking soda, by raising the. pH, increases 
this loss, but the increase is not great and is partly com- 
pensated by the shorter time required for cooking. 
Though the percentage losses during cooking appear 


large, they may be of little real significance if the figures 


are small in relation to. the total intake, but they are 
important in the case of certain vitamins not available 
in other foods. . Ascorbic acid and aneurine are both 
subject to destruction during heating, the greatest loss 
occurring during slow cooking and while the food is 
being kept hot before. being served. During April, 
150 g. of whole potato boiled and quickly served should 
yield about 10'mg. of ascorbic acid, but if mashed and 
kept warm for an hour before serving it may provide 
In cooking meats or fish the loss of 


7-20%. The loss of soluble salts, though high, probably 
involves only a small part of the daily intake. In cereals, 
riboflavine, being relatively stable, is adequately con- 
served, but aneurine is more readily destroyed, especially 
when the pH is, high. The loss is greater when baking 
powders are used instead of yeast. 


Reviews of Books 


Your Food 
A Study of the Problem of Food and Nutrition in India. 
` M. R. Masant, chairman, People’s Provincial Food 
Council, ‘Bombay. (Padma Publications. “Pp. 84. 
l rupee) i 
A SERIES of studies in current affairs is being spon- 
sored by the great industrial firm of Tata. This, the 
first volume. is a worthy beginning. Food was chosen 
as the subject. as being the most “ universal and com- 
pelling ”’ of all problems. It is certainly a compelling 
problem in India, and Mr. Masani does not blink the 
fact. It is novel and valuable to have a book written 
by an Indian stating hard unpalatable facts about Indian 
diets, Indian undernourishment, and Indian mistakes 
in cooking and producing food. The power which has 
ruled India for so long cannot escape some of the blame. 
Mr. Masani draws conclusions which though some- 
what unpleasant must be faced. The inefficiency of 
labour, the apparent slackness of the workers, the low 
vitality and the low expectation of life, and the enormous 
population of India are all considered as causes, and 


he then proposes remedies—in agriculture, marketing, 


processing, and even in social habits. The whole is 
written in a lively “snappy ”’ style with a minimum 
of technical terms. It is helped by clever diagram- 
matic illustrations which further press home the points. 
We commend the book heartily and hope it will soon 
appear in vernacular editions. 


British Achievement in the Art of Healing i 
JouN Lancpon-Daviss. (Pilot Press. Pp. 40.. 2s. 6d.) 
Ix this large pamphlet over a hundred good photo- 
graphs illustrate various aspects of British medicine 
in war, and the text is a heartening tale of achievement, 
which will not end with the coming of peace. Itis a shop- 
window display and those who serve behind the counter 
should know, and not fear to be proud of, its contents. 


Relief Worker’s Vocabulary: French-English-German 
VERNON UNDERWOOD, Doveras Scorr, Rrowarp 
ULLMANN. (Friends Relief Service. Pp. 50. 6d.) - 

Tuis little brochure, sponsored by the Friends Relief 

Service, is the work of three scholars. A triglot vocabu- 

lary of the simplest and most useful type,. meant for 

individuals with moderate intellectual endowment, it 
completely .achieves its purpose. -To those who are 

helping to reable war victims in French-speaking and . 

German-speaking Europe, it will be thoroughly service- 

able, for it leaves no aspect of daily life untouched. And 

it is conveniently small. 
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necessarily follow that the cost of benefit will be . 
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- Indulgent Certification 


In war-time the doctor’s certificate has ‘become 
prerequisite to almost any claim to privilege, whether 
‘it be to procure a scarce article, an augmented diet, or 
freedom from direction to an unsuitable occupation. 
Doctors in consequence have become all too familiar 
with the ways of patients seeking certificates, and ‘also 
with the difficulties that arise whenever anyone tries 
to establish an equitable standard of certification and 
_ encourage its general adoption. Doctors differ, and 
will go on differing, even over so relatively objective a 
decision as to whether a patient’s illness does or does 
‘not fall within a schedule of disorders for which extra 
milk may be ordered.. And even greater differences 

_of honest opinion exist, and must always exist, when 
less obvious decisions are required. Two letters 
in our correspondence columns this week again 
draw attention to this problem, and stress the ease 
with which the doctor, whose natural inclination is to 
think first (and perhaps only) of his patient, can fall 
into the habit of giving certificates with a lenience 
not always in the best interest of the community. 

Some doctors would at this point say that their duty 
is only to their patient, and that no other considera- 
‘tion should influence the decision. | 
‘to misinterpret the rdlé of the medical certificate. 
Rightly or wrongly, we are not expected to act, in this 
matter of certification, solely as counsel for the pro- 
motion of our patients’ claims to privilege. Were this 
-our sole function our certificates would soon become 
suspect. In fact we are trusted to act also as arbiters, 
deciding which claims should be supported and which 
disallowed. Only by weighing all the pertinent 
factors is.it possible to reach a decision which neither 
penalises the patient nor gives him an unfair advan- 
tage over his neighbour. Because most members of 
the profession understand this, and accept their posi- 
tion as arbiters, medical certificates are almost always 
accepted by employers and by public authorities 
without question. But if this acceptance of certi- 
ficates is to be maintained, we must keep our standard 
of certification high: 

In the fullness of peace, practitioners may hope to 
lose most of the diverse calls now made upon them for 
certificates ; but there is one decision they can never 
evade, one certificate they can never escape—the 
certificate of fitness for work. Nobody else can pro- 
vide this. With the coming of a National Health 
Service we shall have to’supply these certificates in 
even greater number than at present; many more 
people will be insured and entitled to benefit, and the 
expected higher level of benefit will almost certainly 
lead to a higher proportion of claims. 
ment Actuary, writing in the Beveridge report, 
expressed his views on this subject in the POORE 
words : 


“ While it is true that, as a result ofe a compr ehensive 


health and rehabilitation service which is to be pro- 


vided in place of the more limited existing medical . 


benefit, a substantial improvement in the health of the 
community should ke secured in due course, it dces not 


But to say this is. 


The Govern- 


correspondingly abated. This is due to the fact that - 

under the altered arrangements there may be a tend- 

ency on the part of doctors to require longer periods off 

‘work in order to secure complete recovery from the 
effects of an illness, and there will be less incentive than 
in the past to return to work owing to loss of income. 

The combined effect is likely to be an increase in the 

immediate claim rate, though it is hoped that later 

there will be some reduction in prolonged cases where a 

permanently incapacitating disease is avoided by more 

Sear aie S and effective treatment at an early 

stage 
He accordingly proposed to allow for 124% more 
claims being paid per person insured than are at 
present paid under National Health Insurance. This 
increase may well suffice to cover all genuine additional - 
claims. But should it not do so, oug duty to our 
patients remains clear: we must ensure that all genuine 
claims are met, no matter what load this places upon the 
health budget. As Dr. CHARLES HILL has said,“ The 
doctor’s job is to decide whether a man is fit for work, 
no matter whether the cash value of his certificate is 
five or fifty shillings a week.’’? We shall stand on 
this principle—that no patient should be required by 
economic sanction (whether imposed by bureaucrat or 
by employer) to return to work for which we do not 
find him medically fit. This will always be thedoctor’s 
primary duty. But the community will also expect 
of us that, when we do find that a person can safely 
work again, we shall say so. From the point of view 
of the community, it will always be wrong for anyone 
to withhold his services, and continue to accept a 
subsidy, when he is fit to resume an available useful 
occupation. This is equally true whether the subsidy 
he accepts is 5s. or 50s. a week. If it is 50s. the man’s 
incentive to remain in benefit will be the greater, and 
the doctor’s decision may be harder to make. Never- | 
theless it must be made. So would it not be well for 
us, as we try to help shape the coming health service, 
to give thought to ways in which the future doctor's 
path may be made less thorny ? . For it seems certain 
that any Government that introduces legislation 
establishing a generous State-provided benefit in- 
sickness and disability will take steps to ensure that 
this provision is not abused. 

Dr. LENNOX JOHNSTON, in his letter, argues that the 
choice lies between a salaried service and an extended 
system of inspection and checking by whole-time 
regional medical officers, akin to those now employed 
under National Health Insurance. To him the former 
course seems the lesser evil, and the only real cure. 
He feels that so long as a doctor’s income varies 
directly with the number of his satisfied clients, he will 
have to be indulgent in certification or see his practice 
dwindle. We hope, however, that Dr. JoHNSTON is 

‘making too much of this side of the problem. No 
doubt all practitioners who have held strictly to a 
straight course through the seas of war-time certifica- 
tion have thereby lost some unscrupulous patients, 
who have sought elsewhere the unwarranted privileges 
denied them by this honesty. But few, we trust, are 
unlucky enough to have so many patients of this type 
that they constitute a really important proportion of 
‘their practice. Is not the greater difficulty likely to 
be in. assessing, and where possible removing, the 
continued incapacity of the patient who is (or claims to 
be) suffering from some long-continued disability ? 


1. Cmd. 6404, p. 183. 
2. Brit. med. J. 1943, i (Suppl. p. 61.) 
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And would not this difficulty still exist even if all the 
doctors were salaried ? We believe it would, and 
that, however doctors are paid, it will be necessary in 
the interest of the patient, of the doctor, and of the 
community, to devise machinery which will allow—at 
the request of any one of these parties—for the inde- 
pendent examination of cases of long-standing illness. 
Such examination should allow not only for the assess- 
ment of fitness for work, but also for a second opinion 
as to whether any alternative treatment is likely to be 
beneficial. A consultant service, easily accessible 
everywhere, which we look to the new system to 
provide, will afford better and earlier opportunities for 
obtaining such second opinions, and may do much to 
get over the difficulty. But it will be both unneces- 
` sary and wasteful of specialist time to submit all these 
doubtful cases to the judgment of a consultant, and 
appropriate means must be sought for disposing 
of the simpler cases. Where, in the future, group 
practice becomes a reality, in partnership inside or 
outside health centres, it should be possible for the 
group of codperating doctors to meet from time to 
time as a board, which could advise on the prognosis, 
and (if required) on the treatment, of any cases referred 
tothem. Such an arrangement might greatly reduce 
the number of patients that would have to be seen by a 
regional medical officer, and might even make this 
officer’s employment unnecessary, except in so far as he 
could be useful in surveys or the collection of statistics. 
These suggestions may or may not commend 
themselves ; but they, or alternative ones, need early 
and full discussion. We cannot avoid the duty of 
certification. Let us see that we undertake it under 
the conditions least likely to cause friction, and at the 
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same time least likely to leave anyone with a sense of | 


- injustice. 


Secretion of Acid Phosphatase by the 
' Prostate - 2s 


. ‘THE presence in the living body of enzymes which 

split phosphorus from its organic compounds has 
long been recognised; they are important factors 
in the growth of bone and in several other biological 
processes. The hydrogen-ion concentration most 
favourable to the action of these enzymes is about 


pH 7 or on the alkaline side of this point; with 
increasing acidity of the medium they gradually 
become “inert. In addition to these _‘“‘alkaline 
phosphatases” an ‘“‘acid phosphatase” is now 


known to exist, most potent at a pH of about 5. 
In man the prostate appears to be the principal 
source of this acid phosphatase, which though 
abundant in the urine during health is scanty in the 
blood. More recent observations have shown that 
an excess of this enzyme in the blood-plasma or 
blood-serum indicates the presence of prostatic 
cancer, and it has been found that periodical estima- 
tions of the acid phosphatase in the blood afford 
reliable evidence of the progress of the disease and 
the success or failure of treatment; so they have 
become one more routine task for the up-to-date 
pathologist. The value of such estimations is brought 
out by Wray on another page. 

Acid piospiatase was discovered in human urine by 
 DemoTEH! in 1925, using sodium glycerophosphate as 
the substrate. His observations were confirmed by 


SECRETION OF ACID PHOSPHATASE BY THE PROSTATE 


‘individual from time to time. 
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DmocHowskI,? who found great variations in the 
quantity present in different specimens of urine of the 
same specific gravity, and in the urine of a single 
It is now recognised 
that acid phosphatase is widely distributed in the 
body in health, and can be detected, for example, in 

erythrocytes, spleen, liver and blood-ser um,t518 but 
the quantities found in these situations are negligible 
compared with those in the urine or the prostates of 
healthy men. The greater amounts found in the 
urine than in the blood-serum suggested that the 


' enzyme might be produced in the genito-urmary 


system, and this was confirmed by KUTSCHER and 
WOLBERGS * and others, € who detected it in high 


concentrations in human seminal fluid. Thus in 43 . 


specimens of ejaculate examined by GUTMAN and 
GurMan,’ the acid phosphatase ranged from 700 to_ 
3700 units per 1 c.cm. Further inquiry has shown 
that the prostate contains much more of the enzyme 
than do the testicle; epididymis, seminal vesicle, or 
vas deferens. Earlier Moore and Hanzew** had 
discovered in prostatic extracts an enzyme. which 
split inorganic phosphorus from sodium nutleinate in 
a pH 7 phosphate buffer ; the enzyme was present in 
the prostates of two men, aged forty-five and seventy- 
three years, but not in that of an infant of four months. 
By histological methods GomorRi 7” has demonstrated 
an acid phosphatase within the cytoplasm of normal 
prostatic epithelium and in the.cells of a prostatic 
cancer. The prostate may not be the chief source of 
acid phosphatase in all animals, for Gutman ® found 


none in the prostate of the cat, rabbit, guineapig, or 


rat, though the monkey had as much asman. In the 
rat the preputial glands, which are relatively large, are 
rich in the enzyme. In man at different ages the 
acid phosphatase activity of the prostate—stated in 
King-Armstrong units per gramme of fresh tissue—is 
at birth 4:5, at four years 1-5, at thirteen years 73-0, 
and between forty and forty-five : years from 522 to 
2284 units.’ 

We are still in the dark as to the biological purpose 
of the prostatic acid phosphatase, though it will be 
noticed that the acidity (pH 5) which is most favour- 
able for its action corresponds with that of the vagina 
at the time of ovulation. That the acid phosphatase 
is closely concerned with reproduction is supported by 
the fact that its output depends on gonadal activity ; 
not only is it formed in considerable quantity only 
after adolescence 76 8 but even in the adult the amount 
produced is controlled by the gonadal hormones,’ ® 1 
being increased under the influence of androgen and 
diminished by castration or by giving estrogen. To 
the clinician its main significance is in the diagnosis 
and treatment of prostatic cancer, for in most cases the 
cancerous epithelium, whether in the prostate itself or 
in metastatic deposits, is still capable of forming acid 
phosphatase, 713 and if metastasis has occurred 
the enzyme will escape freely into the bleod where it 
can be detected,!°"> whereas so long as the prostate is 
normal the acid phosphatase, if it passes into the 
blood at all, does so only in very small amount. 
Today a high concentration of acid phosphatase in the 
blood-serum—more than 3-5 K-A units per 100 c.em.— 
is generally accepted as.an indicator of prostatic 
cancer with metastasis, and a concentration as high 7 
as 10 K-A units is regarded as diagnostic of that disease, 
though occasionally prostatic cancer may be present in 
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spite of a normal concentration in the blood-serum,}° 


especially .if metastasis has not yet occurred. 

The information gained in these observations has 
been turned to good use in the treatment of patients. 
It has long been known that the prostate depends for 
its activity on the androgenic potency of the testicles, 
and that castration causes an abrupt cessation 
of prostatic secretion with atrophy of the glandular 
epithelium. Seeing that the cells of a prostatic 
cancer are usually differentiated enough to secrete 
acid phosphatase, like those of a normal prostate, it 


seemed possible that they too might become atrophic 


_if deprived of androgen by castration, or by the 


administration of cestrogen which checks the supply 
of gonadotrophin from the pituitary and so indirectly 
cuts down the output of testicular androgen. Hue- 
GINS and his colleagues ™ studied 8 patients, all of 


whom had cancer of the prostate with skeletal 


- metastases, and found that daily doses of 1 mg. of 


stilbosstrol or 1:66-3:32 mg. of cestradiol benzoate 
lowered the concentration of acid phosphatase in the 


blood-serum, whereas 25 mg. of testosterone given 


every day raised it. Afterwards all the 8 patients 
were castrated, and the serum acid -phosphatase at 
once fell in 7 of them to comparatively low levels and 
remained there for as long as 180 days. Ina later paper 
Hvucerns ® described the early effects of castration in 
45 cases of advanced prostatic cancer, in 32 of which 
osseous metastases had been revealed radiologically. 


Twelve to thirty months after castration, 11 of the 
` patients were still free from symptoms ; their serum 


acid phosphatase had continued normal or nearly so, 
their osseous metastases had completely or partly 


- disappeared, and their prostates were smaller and 


softer than before the operation. Since then, though 
the permanent cure of prostatic cancer is not claimed, 


the general experience has been that great temporary 


relief of symptoms usually follows castration almost at 
once. Time alone can show whether the operation 
prolongs life or ever effects a lasting cure. No adverse 
psychological effects from castration have been 
reported, though the fear of such a result has led some 
surgeons to ban the operation. In a recent authorita- 
tive document we read of “ the devastating psycho- 


logical effect of removal of the testes °—an imaginary | 


sequel which shows how mythology can prosper even 
in a medium of science. 
best way of treating prostatic cancer is by castration 
or the persistent administration of cestrogen is not yet 
settled ; without definite facts opinions are conflicting. 
If cutting off the supply of androgen is the only cause 
of benefit probably castration will come to be the 
method of choice ; but there are reasons for suspecting 
that cestrogen may also possess some direct capacity 


_for restraining the growth of the malignant cells. 


Moreover, cestrogen may be of additional benefit by 
preventing the hot flushes from which men are liable 
to suffer in the early days after gonadectomy, and its 
action on the pituitary may perhaps be of further 


advantage by curtailing the androgenic activity of the 


adrenals. These considerations sugbest that the 
administration of cestrogen may be an effective adjunct 


- to castration in the treatment of prostatic cancer. 


But whatever methods of treatment are used, the 


immediate results can usually be observed with ~ 


accuracy by periodical estimations of the 


phatase in the blood-serum. 
References at foot of next column 
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The question whether the . 
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MEDICAL care for 135 million’ persons, substantial 
grants for hospitals, a national system of'unemployment 


— + 


insurance, and solid. contributions to maternal, child- 


welfare, preventive, and research services are features 
of a United States Bill just introduced to the Senate by 
Senator Wagner and to the House of Representatives by 
Representative Dingell. A key to the impulse for 
reform. in these fields may, perhaps, be found in Senator 


. Wagner’s reference to “the shockingly high rate of 


rejections under Selective Service.” | 

Medical benefit—referred to in the States as simply. 
“ health insurance ’”—is to be planned not as a State 
service but as a financial device for meeting the cost of 
private service; ‘small, regular pre-payments based 
on their earnings .. . will give them security against 
catastrophic costs for which they cannot budget indi- 
vidually.’’ The most vehement assurances are given - 
against anything in the nature of regimenting doctors 


or patients; ‘the basic policy has been to provide 


medical and related services through arrangements 
that are worked out so that they will be satisfactory ~ 
to the public and to those who furnish the services ... 
that is the democratic way of doing things.” Under the 
Bill the Surgeon-General acts under the supervision and 
direction of the Federal Security Administrator and in 
consultation with the Social Security’ Board and also in 


consultation with the National Advisory Medical Policy 


Council. This council comprises the Surgeon-General 
as chairman and 16 members, selected from panels of 
names submitted by the professional and other agencies 
concerned with medical and other services and with the 
operation of hospitals. It has also to include public 
representatives. Payments to “ general medical and © 
family practitioners or to general dental practitioners ” 
are to be by fees, or on a per-capita basis, or on a salary 
basis, or on a combination of these bases, as the Surgeon- 
General may approve according to the wish of the - 
majority of practitioners in. each local area. But he 
may also make payments by another method to the 
minority. The fund to provide these services and also 
hospital treatment is to be constituted by taking 3% of 
wages. But if the fund runs short the Surgeon-General 
may temporarily limit the benefits. Hospital treatment 
is normally limited to 60 days in a benefit year but may be 
increased to 120 days if the Surgeon-General has money 
to spare. Dependants are included. 

For the construction, improvement, or enlargement 
of hospitals, especially in rural communities, a system 
of grants and loans is instituted, 1000 million dollars 
being allotted’ for this purpose in the next decade. 
Applications can be made by States, counties, health or 
hospital districts or non-profit organisations. Applica- 
tions go to an advisory council for review and recom- 
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mendation and the Surgeon-General then makes a 
decision. A grant may be from 25% to 50% of the cost, 
including equipment. There may be a loan of a further 
25%. The National Advisory Hospital Construction 
Council is to consist of the Surgeon-General as chairman 
and of 8 members appointed after consultation with the 


National Advisory Medical Policy Council and selected ` 


from leading medical or other authorities who are out- 
standing in matters pertaining to hospitals, public health 
and other health services, and from among other persons 
who are concerned with the need for hospitals in urban 
and rural areas. In the case of both councils thé mem- 
bers are to be appointed *“ without regard to the civil 
service laws.” | ee, 

. Unemployment insurance, ' previously dealt with by 
- States under State legislation, becomes a federal responsi- 
bility in continuation of the organisation of man-power 
for war purposes. It is to be associated with a national 
system of employment service. 

In presenting the Bill much emphasis is laid upon the 
extensive consultation which has already. taken place 
with responsible representatives in many spheres of 
national life. It is designed to avoid any interference 
- with the broad basis of free enterprise ; indeed it is 
claimed that social security of the right kind will make 
the system of free enterprise operate more smoothly 
and effectively. 


ELECTRON MICROSCOPY OF CELLS 

THE application of electron microscopy to the study 
of cells has lagged behind its use for bacteria and viruses. 
This is due in part to the war, which began soon after 
the electron microscope became at all widely distributed 
in laboratories, and partly to difficulties inherent in the 
new tool. One of these is the need to place the object 
to be examined in a vacuum, a procedure ill adapted to 
cytology. A second difficulty arises from the thickness 
of. most cells. It occurred to Porter, Claude, and 
Fullam! at the Rockefeller Institute that the tenuous 
state of cells in tissue-culture might make them more 
suitable for electron, microscopy. They have now 
evolyed a technique for growing the cells on a plastic 
film 'which can be transferred on to a fine wire mesh 
after growth has taken place in culture tubes. The 
preparations have to be fixed, preferably in osmic 
vapour, andedried before being photographed. — It seems 
a simple step to proceed from the examination of 
normal fibroblasts to those containing the Rous sarcoma 
virus: but evidently this is not the case. 
of new detail revealed in fixed fibroblast-like cells with 
initial magnifications of 1600 to 4500 times is such that 
a new interpretation of the normal fixed cell is needed 
before any progress can be made in the identification of 
pathological inclusions such as viruses. Moreover, the 
cells which are to be photographed are selected for 
thinness by previous examination with the ordinary 
- microscope. In the fixed and dry state these vary from 
30 to 60 micro x, and they may or may not be the ones 
that contain virus. The nucleus itself is usually too 
thick for detailed study. Hope of seeing a tumour virus 
in an electron micrograph must thus be deferred a little 
longer. 

QUICK RELIEF FOR FLAT FEET 

THE use of procaine hydrochloride infiltration, advo- 
cated by Leriche, is now an accepted method of treating 
sprains, though there is still doubt about how it works. 
The anesthetic effect may not be the one in every case. 
Sometimes benefit may come from the mechanical 
breaking up of adhesions, the relaxation of local muscle 
spasm, or the simple dispersal of tissues, for injections of 
saline or sterile water can be equally effective, though 
the pain they cause, due to the absence of the ansthetic, 
makes them unpopular. . 


l. Porter, K. R., Claude, A., Fullam, E. F. J. exp. Med. 1945, 81, 
233. 
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The latest use for procaine hydrochloride injections 
is for the relief of pain in flat foot. Hipps and Neely,? of 
the United States Navy, maintain that pain in the sole 
of the foot after exercise or unaccustomed exertion is due 
to overstretching and spraining of supportmg ligaments. 
If the foot is structurally abnormal it becomes painful 
more quickly than a normal one. In the absence of 
infective, degenerative, metabolic, or gross traumatic 
causes they have found injections of great value. An- 


-injection shortens the average period of treatment from 


33 to 6 days, halves the number of cases requiring 
admission to hospital, and reduces recurrénces from 70% 
to 2%. Their method is to inject 15 c.cm. of 2% 
procaine hydrochloride into any painful or tender places 
—usually close to the plantar surfaces of the internal and 
middle cuneiform bones and the adjacent joints. This is 
followed by five minutes’ alcohol massage to the sole, 
and a gentle quarter-of-a-mile walk. The injections are 
repeated every third day if necessary and are followed by 
2-3 weeks of light duty. Since the’average period of — 
treatment was 6 days there can have been few cases 
needing more than three injections. In the control 
series the same routine was carried out with the exception 
of the injections. Each of the two periods under review 
extended over 9 months. ~__ i 7 5 
The suggestion which Hipps and Neely put forward, 


. that the sprained ligaments of the painful foot ‘‘ hyper- 


trophy ”? under the stimulus of ambulation, which the 


injections have rendered free from pain, is difficult 


to accept. Blundell Bankart, it will be recalled, 


_advocated the stretching of painful ligaments in flat feet. 


He attempted to make the feet so flat that no further 
stretch could occur. It is possible that the two methods 
relieve pain by similar means—by allowing or assisting - 
the strained ligaments to stretch until all the ligaments 
are under the same tension, and none under excessive 
tension. One of the curiosities of the procaine treatment 
of sprains and fractures is that once the pain is relieved 
by the injection it seldom returns, although the tender- 
ness persists undiminished for about three weeks. 
Hipps and Neely note the first half of this fact, and 


. probably it is because of the second half that they find 


injections under the painful metatarsal heads of pes 
cavus of little value. Their report adds yet another 
piece of evidence to show that the old principle of resting 
painful parts is not always the most rapid and certain 
way of cure. Hilton’s classic ‘‘ Therapeutic Value of 
Rest” and Hugh Owen Thomas’s dictum of. ‘‘ Rest, rest 
and still more rest >° still apply to diseased structures. 
But sprains, strains, and many fraetures do best if they 
can be made sufficiently painless for the patient to work 
them off. ; 


LEGAL ASSISTANCE 


WHILE a national medical service is nearer realisation 
than a national legal service, the Rushcliffe Committee 
has published its recommendations for improving the 
legal aid available. Poor persons committees and 
organisations which provide a ‘‘ poor man’s lawyer” are 
not regarded as adequate. The ‘poor person ”’. (who 
should, it is suggested, be called in future an ‘‘ assisted 
person ’’) ought to have help in all the criminal courts, if 
the interests of justice make it desirable, and in all the 
usual civil courts. He ought to be able to get legal — 
advice for half a crown. * Subject to payments by way of 
contribution from the person assisted, the upper limit of 
income should be raised to £420. The bachelor with £3 
a week or the married man with £4 a week should not be 
asked to pay. The cost should be borne by the State 
and the scheme should be operated through the Law 
Society, with whole-time legal advice offices in populous 
centres. The president of the Law Society wrote at once 
to the Times to pledge the support of the solicitors, but 
he naturally asked for the releasé of solicitors and clerks 


1. Hipps, H. E., Neely, H. Nav. med. Bull., Wash. 1945, 44, 262. 
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now serving with the Forces ; without them little could 
be done. 
there is unquestionably a progressively increasing demand 
for legal aid.. The statistics of the use made of the 
existing facilities show a steady demand. Matrimonial 
cases, it is said, amount to 95% of the total.. 


-This is nọ occasion for comparing the services rendered - 


by the medical and legal professions to those who are not 
well blessed with this world’s goods. It is easy to be 
_ cynical over the fact that medical treatment is to be free 
to all but that justice will still be purchasable, or over 
-the spectacle of learned counsel who seek to enter 
Parliament asking for the postponement of their clients’ 


cases on a scale which would excite comment if physicians | 
and surgeons took the same view of patients’ troubles. 


Be that as it may, a leader in the Manchester Guardian, 
discussing the Rushcliffe report, observes that, if it is 
undesirable that the State should administer a scheme to 
assist its potential adversaries, the propriety of giving 
the Law Society a blank cheque on public funds is also 
open to question. The policy is perhaps the more 
interesting inasmuch as the Government has found it 
impossible to hand over the administration of medical 
- services, involving as it does the use of public money, to 
any body not responsible to the electors. | 


LUCITE CALVARIUM 
A remarkable contribution to the study of head ‘injuries, 
made by the Medical Corps of the United States Navy, 
was demonstrated in a coloured film shown by Lieutenant 


Robert Pudenz at the Royal Society of Medicine on June. 


15. It was found possible in monkeys to replace most 
of the vault of the skull with a perfectly transparent 
plastic of lucite (‘ Perspex’). With the scalp and dura 
removed over this area, the film showed monkeys 
be having normally while the surface of both cerebral 
hemispheres was clearly visible. This provided a fine 
opportunity for studying the effects of head injury on 
the brain, particularly the movement of the brain 
relative to the skull. With the aid of ultra-high-speed 
cinematography and a constant method of delivering a 
blow, the film clearly showed that even in minor injuries 
which caused no concussion all visible parts of the brain 
were involved in movement relative to the skull, the 
consequences of which when severe must be highly 
damaging to brain tracts. The nature of the movement 
is difficult to describe and has not yet been analysed in 
detail. A rotational and swirling movement is the one 
most easily seen and each movement involves a diminish- 
ing oscillation before ceasing. The movement is clearly 
seen in all parts of- the brain including those remote 
from the site of injury. Fixation of the skull greatly 
reduces the amount of movement. Experiments with a 
small high-velocity missile were also demonstrated, a 
‘“‘through and through” bitemporal shot being used. 


However these proposals may be worked out, 
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who had all his family blood-tested after the discovery 
that a maid had a positive Wassermann reaction ; this 
is at least suggestive of undue anxiety in their upbringing. 
He makes an interesting comparison with the soldier’s 
“combat neurosis,” which is also closely associated 
with overwhelming physical fear, and in which there is 
the same sense of impotence in the face of danger, of 
being helpless against the source of ‘the attack; the 
soldier needs to have implicit faith in the protective 
power and knowledge of his leaders much as the child 
fears less when he can trust his parents. On this basis 
Levy emphasises the extent to which postoperative 
fears can be minimised by preparation, explanation, and 
protection from some of the likelier sources of alarm. - 


THE MISSING MAID 
THE census of 1931 showed that less than 5% of all 


private families in this ,country employed resident 


In this experiment the whole brain appeared to be’ 


~forced outwards in all directions in bursting fashion. 
The amount of brain destruction must have been very 
great and yet the injury was not immediately fatal. 


Experiments with tangential wounds have not yet been — 


carried out. 
: DOCTOR AS BOGY-MAN 

Notine the frequency with which minor operations 

and inoculations in young children were followed by 


fears, some lasting for years, Levy? scrutinised records : 


of 124 child patients exhibiting these symptoms. The 
maximum incidence of fears as a sequel to operation 
occurred in the age-group 18 months to 3 years. Of 25 
children who were obviously upset and developed fears 
immediately after their operation, half had and half 
had not had previous fears. This fact, considered with 
many of the case-histories, suggests that the anxieties 
manifested may have had deeper roots, the operation 
merely acting as a peg on which to hang new and rein- 
forced forms of pre-existing fears. 


1. Levy, D. M. Amer. J. Dis. Child. 1945, 69, 7. 


domestics, and three-quarters of these had only ong. 
In a report on the post-war organisation of private 
domestic employment! Miss Violet Markham and Miss 
Florence Hancock point out that between the wars the 


-younger generation increasingly despised this occupation, 


preferring even monotonous and ill-paid industrial work 
because it gave them freedom, after ‘working hours. 
The need was more and more apparent for some recog- 
nised standards of wages and hours round which respon- 
sible householders could rally ; but meanwhile ‘“ good 
employers looked on helplessly while a feverish auction 
developed among the wealthy for a pair of hands at 
any price.” The war has not so much solved as dissolved 
the whole structure of domestic service, and has brought 
great hardship to countless households. Family life 
among the upper and middle classes in Britain has 


for generations rested largely on the assumption of 


domestic help of some kind being available, and the 
universal pressure felt at the moment in every type of 
home is not the least unhappy consequence of the war. 
Unless women can make an organised effort to help 
each other in domestic matters, women’s work outside 
the home is bound to suffer, and “‘ it is idle to preach the 


need for a higher birth-rate if home life is to spell un- | 
What has — 


diluted drudgery for the wife and mother.” 
to be done is to develop a large and valuable field of 
work on lines in harmony with modern ideas. As a 
step in this direction Miss Markham and Miss Hancock 
propose the foundation of a National Institute of House- 


workers which would (a) supply competent workers, ` 


either trained by the institute at its own centres or of 


whose efficiency it is otherwise satisfied, and (b) adopt’ 


minimum rates of wages and conditions to which 
employers of its workers must conform. To overcome 
the difficulty that many would-be employers will not 
be able to afford wages commensurate with those paid 
in industry, they suggest that domestic service should 
be brought into line with other industries by allowing 
the employer, for income-tax purposes, to deduct from 
his taxable income the sums spent on necessary domestic 
help. To deal with emergencies of sickness, as well as 
maternity, all appropriate local authorities should be 
obliged to provide a service of (uniformed) “home helps.” 

In our correspondence columns this week the sugges- 
tion is made that steps should immediately be taken to 
form q service supplying the domestic needs of hospitals. 
Sufficient help of this kind would relieve the present 
excessive strain on nurses, and allow more of them to 
carry out their proper duties properly. 


TYPHUS IN GREAT BRITAIN 


In the House of Commons debate on the nation’s 
health Mr. Willink stated that 21 cases of typhus had 
lately been diagnosed in this country : 14 were prisoners- 
of-war repatriated from Germany, while 7 were medical 
students who were among the 100 volunteers for duty at 


-` Belsen. All these patients were promptly isolated and 
Levy cites a father | 


no secondary cases had occurred. 


1. Cmd. 6650, HM Stationery Office. \Pp.26. 6d. 
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Public Health 


LOCAL HEALTH SERVICES IN THE USA 


AT a meeting of the fever group of the Society of 
Medical Officers of Health on May 18, with Dr. M. 
MITMAN in the chair, Lieut.-Colonel HucuH R. LEAVELL 
(UNRRA) read a paper on present trends in local health 
service in the United States. 

There was, he said, a definite movement to ineorporatė 
cities and the surrounding suburban and rural areas 
into a single administrative health unit. Health 
centres were much increased and provided all types of 
preventive (and in some cases also therapeutic) services. 
A movement to combine all government-supported 
health: services under a single administrative head was 
under way -despite objections on the part of some 
medical officers of health. Health education of the 
public was being approached on a much broader basis 
and in a more intelligent wày than ever before. The 
quality of public health service was also improved 
through extension of the merit system, more adequate 
remuneration, more widespread full-time service, and 
-= wider use of generalised public health nurse. Planning 
on a nation-wide basis for local health units had been 
undertaken by a committee of the American Public 
Health Association with Dr. Haven Emersón as ehair- 
man. They recommended that the local health units 
in the United States be set up in accordance wth 
certain fundamental principles : 


(a) The entire area and population of the United States 
should be served by full-time local health units. (In 
1942, 31% of the population had no full-time service.) 

(b) The local community should be responsible for providing 
basic public health services—namely, vital statistics, 
communicable disease control, environméntal sanitation, 
public health laboratory services, maternal and child 
health services, and public health education. 

- (c) A minimum population of 50,000 is ordinarily required to 
provide necessary financial support of a local health unit. 

(d) The district for which a local health unit is responsible 
should have a distance from the centre to the periphery 
of not over 25-40 miles. 

(e) Districts to be set up should include both rural and urban 
population where possible, and there should be a mini- 
mum of 3 general-hospital beds per 1000 population, 
and a physician-patient ratio of not less than 1 to 1500. 

(f) The minimum personnel required for a local health 
unit is: medical officer, 1 public health nurse: per, 5000 
popu arion (with at least one of supervisory grade) ; 
2 sanitation officers per 50,000 population (with at 
least one of professional grade) ; and 1 clerk per 15,000 
population. 

(g) The local health unit should be suitably housed so that 
its work may be performed effectively. 


These recommendations have been implemented by 
nearly all the 48 States in their planning. They will 
be used by the United States Public Health Service in 
its very important. job of allocating federal funds for 
health purposes to the various States. 

Dr. MELVILLE MACKENZIE (Ministry of Health) said 
that on a recent visit to the United States he was 
much impressed by the enthusiasm of public health 
workers. Codperation between the public health and 
university authorities was close. He cited instances 
where the statistical approach to problems had proved 
very helpful in planning future public health pro- 
grammes. Public health nurses were highly trained 
and not considered eligible to practise until 28 years of 
age. They tackled a wide range of health problems in 
home visiting. Laboratory facilities in the best public 
health departments -were highly developed: in some 
cases it was obligatory for the practitioner to submit 
specimens—e.g., In a suspected typhoid case—and 


health officers were kept informed of possible foci of- 


infection by receiving copies of laboratory reports. 
Diphtheria immunisation tended now to be combined 
with immunisation against whooping-cough and was 
undertaken when the child was three months old. In 
some areas it was considered necessary to inoculate all 
children against tetanus. In many health centres the 


social amenities for parents and children avoided the’ 


atmosphere of a centre to which people only came when 
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such as plasma transfusion. 
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they were ill. Health education, including that of the 
medical profession, was actively pursued and wide use 
was made of wireless and schools for health propaganda. 
Dr. ANDREW TOPPING. (UNRRA) felt that health 
propaganda was sometimes considerably distorted by 
the press in America. He was surprised to find that 
payment was sometimes required for essential treatment 
He agreed that American 
public health nurses had a long and exhaustive training 
but felt that the best type of health visitor in this 
country was second to none. The ratio of 3 hospital 
beds per 1000 population was only half the number 
aimed at in this country.—Colonel LEAVELL later. 
explained that the figures he had given were minimal. 
Dr. F. J. BENTLEY (London County Council) was 


comforted by the fact that the United States had found 


it difficult. to avoid some of the complexities of public 
health administration which worried us in this country. 
—He was assured by Colonel} LEAVELL that the shortage 
of nurses was equally acute in America where the 
public health service. was subsidising the training of 
60,000 nurses. In reply to other questions Colonel 
LEAVELL said that any State could refuse to adopt the 
recommendations for reorganising their health services, 
although some financial pressure could be exerted. 
Medical care (including hospital provision) was unfor- 
tunately not always the responsibility of the public 
health department. In matters of housing the depart- 
ment was in an advisory position only. The largest 
loca] health units would be in the big towns and might 
include ‘populations up to 250,000, but units of this 
size would be exceptional. 


/ Special Articles 
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CRITICISMS BY THE PRCS 


ADDRESSING the Royal Faculty of Physicians and 
Surgeons of Glasgow on June 4, Sir ALFRED WEBB- 
JOHNSON, president of the Royal College of Surgeons of 
England, declared that the royal colleges and corpora- 
tions have reason for anxiety because of the Government’s 
acceptance of the report of the Goodenough Committee 
on Medical Schools. This committee had been set up 
without consultation with the representative heads of 
the medical profession, and on its recommendations 
financial sanctions had already been imposed which 
seriously encroach on the freedom of the profession and 
the medical schools. F 


“ In the first place,” said Sir Alfred, “‘ instead of the General 
Medical Council being invited to consider whether the medical 
curriculum requires revision in view of the report of this 
committee, they have been informed that substantial grants 
will be made for medical education only on condition that the 
curriculum is revised. The General Medical Council should 
be free to decide for itself, after free and independent con- 
sideration of the merits of the case and the safety of the 
public, whether substantial revision of the medical curriculum 
is desirable or not, without financial coercion. 

‘“* Secondly, financial sanctions have also been applied to 
try to compel all the London schools to admit women and: men 
students, quite without regard to the desirability of main- 
taining at the heart of the Empire a school reserved exclusively 
for women, or of maintaining, from among 12 medical schools 
in London, at least some of which would be regarded as 
essentially men’s colleges. 

‘Moreover, it should have been borne in mind that 
accommodation for women in all the London schools can only 
be obtained by excluding a corresponding number of men. 
The experience of this war should be sufficient warning to the 
authorities that the result of this plan may well be that in the 


next national crisis there may be a more serious shortage of 


men doctors available for service than there has been during 
the present critical period.” —(Glasgow Herald, June 6.) 

. The recommendations, Sir Alfred went on, tended 
towards prohibiting the practice of medicine without a 
university degree. The royal colleges and corporations 
had a duty to maintain portals of entry to the profession 
which are entirely under the control of the profession 
itself. They were professional bodies and their examina- 


tions had a practical tone for which they were generally 


esteemed. They provided men and women from the 
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Dominions and other countries with a means of obtaining 
a British qualification. A student should be free to 
submit himself to examination by an independent 
professional tribunal instead of, or as well as, by his 
own teachers. In the view of „the “Royal College of 
Surgeons the Conjoint diploma should be a guarantee 
of professional efficiency ; , the MB should be both. a 
titular academic distinction and an indication of general 
culture and scientific attainment, and should occupy 
& position intermediate between the qualifying and the 
higher diplomas of the colleges. ‘‘ The practice of 
medicine is essentially vocational and not academic, 
and a large proportion of the most useful and successful 
practitioners in the country have never obtained, and do 
not desire to obtain, a university degree.” 


BIRTHDAY HONOURS 


THE honours lists issued on June 14 and 15 contain 
the tolloying names of members of the medical profession: 


` Knights Bachelor 
JamMEs DouveLas COOKE, MB MELB., FRCS 
MP for South Hammersmith since 1931. 
. SIDNEY VALENTINE NEWELL, MD MELB., FRCP, LATE PRACP 
Physician to the Royal Melbourne Hospital, Victoria. 
REGINALD WATSON WATSON-JONES, M CH ORTH LPOOL, FRCS 
Civilian consultant in orthopædic surgery to the RAF 


CB (Military) 
Major-General LEOPOLD THOMAS POOLE, DSO, NC, MB ERENG KHP 
Director of Pathology, War Offce. 
CMG 
Prof. ALBERT VICTOR BERNARD, CBE, MD 
Late chief Government MO, Malta. 
GEORGE Ernest HucH LE Fanv, MB ABERD. 
Late consulting physician at Liverpool to the Colonial Office. 
Lucros NICHOLLS, MD CAMB. 
7 Director, Bacteriological Institute, Ceylon. 
BENJAMIN STANLEY PLATT, MB, M 80, PH D LEEDS. 
Director of the MRC human nutrition research unit at the 
National Hospital, Queen Square, London. 
ALEXANDER MONTGOMERY WILSON RAE, MD EDIN. 
Assistant medical adviser to the Secretary of State for the 
Colonies ; lately DDMS, Nigeria. 


CIE 
Lieut. ‘Colonel KomBarR RAMASWAMI KRISHNASWAMI LYENGAR, OBE, 
. MD EDIN., IMS (RETD). 
Late director of the Pasteur Tnstitute of Southern India. 


‘CBE (Military) 
Surgeon Captain WILLIAM INNES GERRARD, OBE, MD ABERD.,' 
FRCP, RN (RETD.) 
Air Vice-Marshal Tuomas JAMES KELLY, MC, MD DUBL., RAF 
Air Vice-Marshal D’Aroy POWER, MO, MRCS, RAF 
Colonel ARTHUR EA30N RICHMOND, OBE, MRCS, RAMC 


CBE (Civil) 

Miss Kate FRASER,-MD GLASG. 

Commissioner, General Board of Control, Scotland. 
BERNABD HART, MD LOND., FRCP 

Consultant adviser in psychiatry to the Ministry of Health.” 
JAMES RUSSELL, MB GLASG., FRCSE, FRFPS 

Surgical director, Emergency Medical Serv ice, Scotland. 
ROBERT STANDISH-WHITE, OBE, FRCSI 

Consulting surgeon, Rhodesian Air Training Group: 


OBE (Military) 


Surgeon Capta ALGEO LLOYD ANDERSON, MD TORONTO, RCNVR ` 


Surgeon Commander JAMES MARTIN FLATTERY, RAN 

Surgeon Captain Davip WALKER JOHNSTONE, MD TORONTO, RCNVR 

Lieut.-Colonel FREDERICK WILLIAM KEMP, MC, ED, NZMC 

Lieut.-Colonel WiLLram Parsons LAPPIN, MB NUI, IAMO : 

Surgeon Commander CLARENCE LUCAN GRAY PRATT, MD LPOOL, 
RNVR , 

Colonel JoHN ROWE, MO, MB, late RAMC 

Lieut.-Colonel NORMAN Lyon SHEPPERD, MB LOND., FRCS, RAMO 

Lieut.-Colonel MALCOLM STODDART- SCOTT, MC, MD LEEDS, 
RAMC TA. 

Colonel FREDERICK HAROLD VAN Nostr AND, ED, MD TORONTO: 


CAMO 
Colonel GORDON ABBOTT WINFIELD, MD DALHOUSIE, RCAMO ` 


OBE (Civil) 

Lieut.-Colonel AMAR NATH CHOPRA, MB PUNJAB, IMS 

Inspector-general of prisons and director of health, Orissa. 
- LAWRENOE WYLIE FITZMAURICE, MD MCGILL, FACS 

Colonial Medical Service MO and bacteriologist, Bahamas. 
NUTTING STUART FRASER, MD EDIN. 
, Consultant, St. John’s General Hospital, Newfoundland. 
ALASTAIR RoBERTSON GRANT, MD ABERD. 

ger ae superintendent, Emergency Hospital, Whittingham, 

ancs 
HENRY HASTINGS, MB EDIN. 
' For medical and missionary services in Nigeria. 
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WILEIAM MALCOLM MCALISTER, MB EDIN., FRCPE 


Medical superintendent, Bangour Emergency Hospital, West 
Lothian. 
PETER JOHN MACLEOD, MB GLASG, JP 
Medical superintendent, Gleneagles Hospital and ‘Fitness 
Centre. 
Miss ALICE DEIRDRE KINGSNORTH PETERS, BM OXFD 
Senior MO, Royal Ordnance Factory, Chorley. 
Lieut.-Colonel Moses SENDAK, MD LOND., IMS 
Superintendent, Special Prison, Ahmednagar Fort, ee 
S MILLIKEN SMITH, MD GLASG. 
MOH for N orthamptonshire. 
Mrs. CLARA STEWART, MB LOND. 
Hon. secretary and organiser, 
Nurses, Leeds. 
HERBERT WATT TORRANCE, MO, MD GLASG. 
Medical superintendent, Scots Mission Hospital, 


__ Palestine. MBE (Military) 

Major CHARLES BERNARD BALL, LMSSA, RAMO e. 
Major JAMES MENZIES CLOW, MB GLASG., FROSE, RAMC 
Major WILLIAM ROBERT DUNLOP, MD MANITOBA, RCAMC 
melee CHARLES VINCENT SCOTT, MD TORONTO, ROAMC 


MBE (Civil) 


_Emergency Committee for 


Tiberias 


Miss Dev Prrya BALI 


soar 
Deputy Inspector- General of Civil Hospitals Seamer United 
Provinces. 


Miss ALVA ADELINE DANIELL, MB 


Civil assistant surgeon, Civil Medical Department, Government 
of Burma. 


DANIEL GEORGE SHIELDS, MB CAMB. 
Area ARP MO, Norfolk. 

JOHN EDWARD WRIGHT, FRCSE, FACS 
Colonial Medical "Service, surgeon 
Hospital, Antigua, Leeward Islands. 

Kaisar-i-Hind Medal 

Miss JESSIE FINDLAY, MD MANITOBA 


Principal and professor of surgery, Women’s Medical College, 
- Vellore. ; 


BRUOE LYMAN CARRUTHERS, MD QUEEN ’S UNIV., ONT., FACP 
Director, Medical Centre, Miraj. 


ELECTION CANDIDATES 

THE first list of candidates for the General Election 
published in the Times of June 16 and 19 contains the 
names of the following medical men and women : 

LONDON BOROUGHS 

Bermondsey West—W. B. Pemberton, MD DUBL. 
Chelsea—Dorothy Sharpe, MB LOND., FRCS (CW) 
Fulham West.—*Edith Summerskill, mrcs (Lab.) 
Hammersmith—*Sir James Cooke, MB MELB., FRCS (C) 


specialist, Holbarton 


(L. Nat.) 


Islington North—*L. Haden Guest, mrcs (Lab.) 


St. Marylebone—Elizabeth Jacobs, mres (Lab.). 
St. Pancras South-East—S. W. Jeger, rcs (Lab.) 
Woolwich East—Surgeon Lieut:-Commander R. F. B. Bennett, 
BA OXFD, LMSSA (C} 

ENGLISH BOROUGHS 
Leyton Weet—Bernard Guyster, mrcs (L) 
Preston—Squadron-Leader Samuel Segal, mrcs (Lab.) 
Richmond—D. Stark Murray, MB GLasG. (Lab.) 
Rochdale—*H. B. Morgan, mp erase. (Lab.) 
Southampton—*W. S. Russell Thomas, MB CAMB. (L: Nat.) 
Hanley—Barnet Stross, MB LEEDS (Lab.) 
Silvertown—Louis Comyns, 'LRCPE (Lab.) 

- ENGLISH COUNTIES’ 
Penrith and Cockermouth—Lieut. -Colonel L. F. “Browne, 

MD DURE., RAMC (Lab.) 
Barking—Somerville Hastings, MS LOND. (Lab.) 
Barnet—Stephen Taylor, Mp LOND. (Lab.) 
Orpington—G. C. Milner, MB cams. (Ind.) 
Tonbridge—E. St. J. Lyburn, MB DUBL., (Ind.) 
WELSH COUNTIES 


Abertillery—Surgeon Commander J. J. Hayward, MRCS (Nat.) 
Pe air Henry Morris-Jones, MC, LROPE (L. Nat.) 


SCOTTISH BURGHS & COUNTIES 


Kelvingrove—*Walter Elliot, PC, Mc, MB GLASG. (C) 


Motherwell—*Robert MacIntyre, MB EDIN. (Scot. Nat.) 
Orkney and Shetland—*Major Basil Neven-Spence, MD EDIN. 


(C) UNIVERSITIES 
Cambridge—Charles Hill, mp cams. (Ind.) 
London—*Sir Ernest Graham-Little, mp LOND. (Ind.) 
Scotland—*Sir John Orr, Mp Gxiasc. FRS (Ind.) 
C = Conservative. CW = Common Wealth. Ind. = Independ- 
ent.. Lab. = Labour. L = Liberal. L. Nat. = Liberal National. 


Nat. = National. Scot. Nat. = Scottish Nationalist. * = A can- 
didate who was a-‘member of the last Parliament. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


BEING isolated in Loch Whatnoch, attached to a Naval 
reception party-for surrendering U-boats, is not the most 
exciting of jobs, though it has its moments. A crop of 
boils or a septic finger seem to be the worst ills that 
befall a Hun in an Unterseeboot approaching these shores. 
Nothing so interesting as a case of allergy to the White 
Ensign or to the Scottish climate has yet been observed. 
On the contrary, the men are surprisingly fit, sun- 
tanned, and indecently robust compared to some of our 
Jolly Jacks. The latter, however, will always make up 
in rude but magnificent wit what a few lack in brawn. 

x * * 


“I just can’t understand it,’’ said my friend John, 
the Consulting Physician, pointing to the Times. 
‘Both A. B. and C. D. left £100,000. They were 
successful physicians in good practice, although by 
no means the ultra-fashionable of their day. How on 
earth could they have accumulated such fortunes ? ”’ 
‘“ Perhaps they were left money, or made lucky 
speculations,’’? I hazarded. ‘‘ Perhaps you're: right,” 
he grunted. ‘‘ But I knew them fairly well and they 
certainly had no obvious social contacts. A. B. was 
of very humble origin, and, judging by appearances and 
habits, C. D. was not born in the purple. And as for 
speculations, well I can’t visualise either of them with 
the necessary financial acumen and: enterprise. Let’s 
assume they made this big money. Now what sort of 
a physician’s practice would be necessary to enable one 
to save £100,000 ?’’ This was doubtless a rhetorical 
question, but I answered that I had not the foggiest idea. 
That, Heaven knows, was truthful enough. Such 
astronomical figures are as foreign to my experience as 
ski-ing is to a South Sea islander’s. 

“ During the last three years,” said John, ‘‘I have 
made nearly £11,000. I`reckon that is a pretty good 
effort in war-time or any time for that matter, although 
I have been qualified thirty years. To do that I have 
worked 365 days in each year—366 in 1944. I don’t 
suggest that I did a full day’s work every day but there 
was not a single day when I did not do some sort of work, 
whether seeing patients, writing an article, preparing 
a lecture, or correcting exam papers. I’m dead certain 
A. B. and C. D. never -worked like that. And at the 
end of three years I have saved £950.” 

“ You forget the abnormal conditions,’’ I objected, 
“the crippling income-tax, the outrageous price of 
everything.”’ nae 

“I do not forget these things. As an offset you have to 
remember that in these days there is no opportunity for 
luxurious living. Money can be thrown away but sane 
purchases are impossible. My expenditure has been that 
of bare existence, and although in some details ridicul- 
ously high it is strictly limited. I used to spend £120 
a year on my clothes; during the last three years I 
have spent less than £50 in all. I have taken no holiday, 
not even week-ends. I have not been to one theatre, 
not even to a cinema. I have dined out twice. I have 
not run a car. From all of which I think it is fair to 
assume that to save 10% of your gross income is a reason- 
able allowance in normal times. -How many patients 
a day could A. B. and C. D. have seen? I consider 
myself lucky if I can get through one case every three- 


quarters of an hour. Consider the usual routine of a — 


consultation. It is no automatic affair of looking at the 
tongue, feeling the pulse, wagging one’s head solemnly, 
and pronouncing a few pompous pontifical words of 
exhortation or advice. In. most cases there is a long 
history to disentangle: one has to isolate the essentials 
of other opinions, to analyse pathological reports, 
examine X-ray films and electrocardiograms, and at the 
end be ready for more or less unlimited discussions and 
explanations with the doctor and the patient, not to 
mention a number of relatives who are often quite 
prepared to spend the rest of the day in what they con- 
sider to be a good cause. Three-quarters of an hour is 
a very modest estimate, working at high pressure. How 
many such consultations can one adequately handle ? 
On exceptional days I have dealt with eight and the 
strain has left me with the conviction that even three 
such days a week would break me down. There may 
x 


.The Mall, near St. James’s Palace : 


have been windfalls to A. B. and C. D. in the shape of 
lucrative long-distance calls. But don’t forget they 
were not making money all the time. Apart from com- 
mittees and other meetings there must have been plenty 
of unpaid work—hospitals, attendance on one’s col- 
leagues, their wives and sometimes their children, 
concessions to appeals ad misericordiam. You can 
accumulate a lot of silver cigarette boxes, but these 
don’t take you far along the road that has £100,000 at 
the end of it.” 7 . | 

‘“ I suppose,” said I lamely, “‘ that they must have in- 
herited money or done well on the Stock Exchange.” “I 
suppose so,” grunted John, and turned to the City page. 

æ a k 


“ When a man is bored with the Out from the Battle 


Exhibition he is bored with life,” S. Johnson might have. 


remarked. For you may know all about the layout of a 
RAP, CCP, ADS, and CCS, which you will find there 
life-size : it may be no treat for you to see that a trian- 
gular bandage can be compressed to the size of a match- 
box; that the difference between a CCP and an ADS 
can be summed up in the fact that a CCP carries calomel 
tablets whereas an ADS carries ol. ric. in quarts and 
mag. sulph. by the pound ; that self-heating tins can 
bring you a variety of pleasant milky drinks when you 
are wounded, where previously you got only tea, tea, or 
more tea; that the mobile cook-house (not mentioned 
in the programme) can cook for 50 men on its one high- 
pressure paraffin ‘‘range,’”’? supported by a battery of 
“ hay-boxes ”?; or that the casualty must reach the 
CCS level before he can hope for a female hand to smooth 
his pillow. But have you seen the little wire clips which 
the Germans used to keep glass stoppers from popping 
out? Do you know the composition of their blood- 
substitute, ‘ Periston,’ in which a plastic called poly- 
vinylpyrrolidon provides osmotic properties and vis- 
cosity ? Have you seen the ‘ Sparklet ’ insecticide sprays 
which when the top is broken off deliver a cloud of 
pyrethrins, DDT, sesame oil, and whatnot sufficient to 
kill every bug within 1000 c.ft.? Yes? Well, then, 
you ought to see the ‘ Plexiglass’ models which con- 
valescents cut with a fretsaw out of cockpit windscreens. 
And it will be worth your shilling entrance fee to watch 
the team of three volunteers renovating books for the 
hospital libraries at a speed of 50 a day. The exhibition 
is in the garden of Clarence House, on the north side of 
11 Am to 7 PM on 
weekdays, 2-7 PM on Sundays, until July 31. As you 
may have gathered, its subject is the care of the wounded 
by the Army Medical Services and the Red Cross and 
St. John War Organisation. | 
a * * 

The poet who wrote of ‘‘ flaming June ” was probably 
holidaying in the Highlands at the time. Up Deeside 


the countryside is ablaze with the bright yellow blossom . 


of broom and whin, and the farmer who does not ordin- 
arily appreciate these feasts of colour, for they mean 
lean farming land, is partially appeased by the thought 
that gorse in its fullest golden glory is augur of a good 


-harvest. We had travelled from London to Aberdeen by 


third-class sleeper—a pleasant enough way of covering the 
500 miles—in the hope of ridding ourselves once and for 
all of that jaded spiritless feeling called war-weariness 
that would persist despite long weekends and short 
uncomfortable war-time holidays. The soft grey granite 
(hard in another sense) of the northern city was at once 
soothing and restful, though the smug complacency of 
its inhabitants jarred on a mind still over-conscious of 
flying bombs and rockets. But in the country, to lie 
idly by the murmuring river and listen to the shrill 
cries of oyster-catcher (come inland to nest) and snipe, 
or.the more distant wail of the whaup, to walk softly 
through the pine-woods seeing anew the wood-sorrel 
and wild orchid, to wander for hours over the “ vacant 
wine-red moor,” these things were the real mind-healers, 


and besides them the artificial worries of town life. 


faded to nothing. 


ROYAL SOCIETY OF MEDICINE.— At a meeting of the section 
of physical medicine on Wednesday, June 27, at 4.30 PN, 
Dr. A. Spencer Paterson will speak on electro-convulsive 
therapy, and Dr. E. J. Crisp on backache. On June 28, at 
5 pM, at thelsection of urology Mr. Ogier Ward is to’ read a 
paper on surgical aspects of urinary bilharziasis. 
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rs long Parliament of 1935-45 has come to its end. 
On June 15 the House of Commons assembled for the 
last time, attended prayers in greater strength than 
usual, and awaited the summons of the King’s messenger, 
Black Rod. The door to the Lords was duly slammed 
in his face, as tradition prescribes, to assert the inde- 
pendence of the House. Then came a knocking at the 


door and the inspection, through a wicket, of the one ` 


demanding admittance, and the announcement to the 
House by a six-foot-four messenger of ‘‘ Black Rod” in 
a stentorian voice. Black Rod, bowing at intervals, 
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- Minister paid a high tribute to the EMS which might 


have been paid at an earlier period. . 

` The whole week has been packed with business—a 
grave statement on necessary reductions in rations 
‘“ due to a decline in world food production,” an odd 
spasmodic debate on whether candidates for Parliament 
should be allowed to wear Service uniforms as proposed 
by the Prime Minister and vehemently rejected as 
contrary to King’s Regs. by the Service Members 
especially and by the whole House; and a very grave 
debate on monopolies and cartels and how to prevent 
restraint of trade. ite : 

On Thursday it was announced that certain scientists 
were not to be spared to go to Soviet Russia—a fact only 
discovered apparently on the day they were due to 
leave—and there were other statements about grants 


advances up to where the mace lies on the table and ` for building of privately owned houses, subsidies for 


invites the attendance of ‘‘ this honourable House ” to 
the House of Peers, to which the Commons, usually two 
. by two, one Government and, one Opposition man in 
each pair, doth duly repair. In the House of Lords sit 
a representative assembly of their lordships, and on five 
large chairs sit facing the assembly the Royal Com- 
mission of five peers with the Lord Chancellor in their 
midst. All of them are arrayed in three-cornered 
- black hats, scarlet and black silk sashes from the shoulder 
and collars of ermine around their throats. 

The Lord Chancellor reads the very long list of Bills 
to which the royal assent is given in the Norman-French 
formula Le Rot le veult, and then he reads the statement 
proroguing the House until July 3. But this is tact and 
tradition. The King may address the House and 
prorogue it, but he cannot address it and then dissolve it. 

So the decree of dissolution follows very shortly after the 
separation df the Members who return to the House of 


Commons and then file by, one after the other, to shake. 


-~ the hand of the Speaker in farewell. For 150 members 
of the House the farewell is final. For many more it 


will be farewell for a long period ; for not all who were ° 


MPs on June 15 will be MPs at the end of July next 
when the results of this complicated election, with deferred 
polling dates and delay for counting of Service votes, are 
declared. 

The last four days of this Parliament’s life have been 
carried on under the normal procedure of Govérnment 
and Opposition. This has meant the debating of major 
issues in a way different from that when real business 
_was arranged behind the scenes of the Coalition. 

On Monday there was an important debate on educa- 
tion and the passing in an agreed form of the Family 
Allowances Bill. To get this Bill through it was necessary 
for Government and Opposition to compromise on vital 


matters -concerning the duplication of payments to. 


children. Compromise was regretted, but the value 


of having the measure on the statute-book is that the. 


necessary organisation to carry it into effect can now 
_ begin and this will save months of delay in making 
family allowances effective. Family allowances are 
part. of our legislation now, and that in itself is a great 
‘step forward. 

On Tuesday we had a debate on the health services 
in the course of which Sir John Orr made his maiden 
speech. It was polished but direct and uncom- 
promising, the scientist demanding action to bring into 
operation the existing knowledge of health and disease, 
and especially nutrition. | 

Members were anxious to know what arrangements 
have been reached between the Minister of Health, the 
local authorities and the voluntary hospitals, and the 
negotiating committee of the medical „profession. 
Attempts were made to discuss the reports sent out to 
the profession by the British Medical Association; but 
the House found itself handicapped in discussion of a 
‘document which was unknown to a large proportion of 
Members. An appeal was made to the Minister not to 
allow the lapse of time between the return of considerable 
numbers of doctors on demobilisation after June 18 
and the setting up of a National Health Service. If 
many doctors returning from war services buy them- 
selves into practices, and if the’ arrangements in the 
future are an extension of the panel system, it is certainly 
going to make*any great progress difficult. It was 
suggested that the EMS system might be used as the 
basis of a temporary structure to fill the gap, and the 


local authorities for housing, war pensions rates, and 
resettlement (training) allowances. The approach of 
a General Election has certainly a stimulating effect 
on Ministerial departments. - 

Mr. Amery, Secretary of State for India, announced 
the offer of the British Government of an all-Indian 
Viceroy’s Council, with the exception of the Com- 
mander-in-Chief. This proposal, the result of con- 
sultations with the Viceroy, Field-Marsha] Lord Wavell, 
during his recent visit to this country, opens the way 
to freedom for India if it be accepted. is freedom 
may be inside or outside the British Commonwealth 
of nations, said Mr. Amery. This great act of State— 


announced simultaneously in England and India—gives 


India the opportunity of framing her own proposals’ 
for the future. | . 

So this high level of debate on Imperial politics, and 
the carrying out of the highest traditions of the free 
British Parliament, ended the great long Parliament in 
which the war against the enemy on the continent of 
Europe was won. 


FROM THE PRESS GALLERY 
The Health of the Nation 


THE House of Commons on June 12 devoted one of 
the few days remaining before the Dissolution to the 
long-promised debate on the health of the nation. 
Discussion of the proposals for a comprehensive national 
health service, said the Minister of Health, would be 
out of order in such a review. All that he could properly 


.say was that the discussions promised in the white- 


paper of 1944 had been proceeding actively, and that 
in so far as they related to matters requiring legislation 
they were now largely completed. In these discussions 
there had been no question of any departure from the 
fundamental objects of the comprehensive service | 
proposed in the white-paper. There had been no. 
question of diminishing the fullness of its range, or of 
departing from the principle of universal availability 
to the public. The discussions dealt not with objects 
but with methods, not with scope but with administrative 
structure. The discussions had confirmed him in his 
belief that it would be possible to give effect to the great. 
scheme foreshadowed in the white-paper in a manner 
which would: command the general agreement of all 
upon whom the work would depend. 


THE BRIGHT SIDE 


The nation’s health during the war years, Mr. Willink | 
continued, revealed an encouraging and cheerful picture, 
though the health services had had to operate under 
heavy handicaps. About a fifth of the medical officers 
of the public health services had gone into the Forces ; 
and almost a third of our general practitioners. Hos- 
pitals had often been hard pressed by shortages of 
nursing and domestic staff. But there had been no 
serious epidemic. In six winters we had had only one 
(mild) influenza outbreak. The incidence of cerebro- 
spinal meningitis, which rose sharply in the early part of 
the war, had gradually fallen again, and typhoid fever had 
been less prevalent than in any peace-time year. 
Generally, infectious diseases had been less prevalent 
than in norma! times, but there had been an increase in 
infective jaundice. The birth-rate had been rising since 
1941, and_last year was the highest since 1925. The 
effective reproduction-rate for 1944 was provisionally 
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assessed at 0-990, or within 1% of a full replacement 
standard. The infant-mortality rate—one of the most 
reliable guides to the nation’s health—was last year 
46 per thousand births, compared with the previous 
peace-time low record of 50-6 in 1939. 

The priorities for mothers and children had often 
been given at the expense of the adult civilian popu- 
lation. Yet though there had been an increase in 
tiredness and minor ill health civilians of all ages were 
living at least as long as they did in peace-time, even 
taking into account deaths in air-raids. 

The vitamin supplements, the National Milk Scheme, 
and meals in school must all, Mr. Willink felt, have 
helped to improve the health of the children. The 
Government’s food policy, and a high level of employ- 
ment and purchasing power, had done the same for the 
country as a whole.. We had proved that soundly based 
health services would stand up to severe strain. We had 
developed public education in health; rehabilitation 
techniques had been extended. We had organised a 
blood-transfusion service which had saved thousands of 
lives in war, and could save many more every year in 
peace. Our experience with the Emergency Hospital 
Scheme showed that hospitals of all types could work 
together for the common good. » cdi 

New low records of both cases and deaths had been 
established each year since the diphtheria immunisation 
campaign first got under way in 1941. The number of 
deaths last year was less than a third of the pre-war 
average, and the number of cases just over half. 


SOME SHADOWS 


Mortality figures for the first quarter of this year, he 
admitted, did not maintain the improvement recorded 
in previous years. There was a slight setback in the 
infant and general mortality-rates. Venereal diseases 
showed a slight decline last year for the first time since 
the war, but new cases were still more than double the 
pre-war figure. The number of deaths from tuberculosis 
_ last year was practically the same as the pre-war low 
record of 1938, but there was a substantial increase in 
notifications of new cases, compared with before the war. 
The problem was to provide accommodation speedily. 
We had the beds, but could not get sufficient nursing 
and domestic staff. 

The general woman-power situation was tighter than 
ever. In spite of the substantial addition to the total 
number of nurses during the war it had become increas- 
ingly difficult to maintain essential services. More 
nurses were urgently required to meet both current needs 
and the additional demands which would arise from the 
comprehensive health service. The Ministry of Labour 
was making an appeal in a new campaign addressed to 
both trained nurses and women without previous 
nursing experience. 

REHABILITATION 


Rehabilitation had been greatly developed during the 
war in hospitals within the Emergency Medical Service. 
More than 11,000 patients in EMS hospitals were now 
taking daily courses of remedial exercises. In addition, 
_ 20,000 were attending hospital daily for special 
exercises and remedial games. Of these 31,000 receiv- 
ing rehabilitation, 15,000 were taking part in some form 
of occupational therapy. Since 1943 the number of 
‘hospitals providing rehabilitation had increased from 
150 to 300, and more than 250 doctors had been given 
special training. For hospitals handicapped by lack of 
accommodation 34 prefabricated buildings had been 
provided. The Ministry was prepared to continue to 
encourage and assist the development of rehabilitation 
as an integral part of the health services. 


BLA CASUALTIES 


For the first time in our history, last year provision 
had to be made to receive casualties in England direct 
from the battlefield. A few hours before the invasion 
nearly 1000 doctors, nurses and students were moved, 
in secrecy, from London to the coastal hospitals. 
Between D-day and VE-day, 160.000 casualties from 
North-West Europe passed through EMS hospitals, and 
20,000 flying-bomb casualties were also treated. Coastal 


or port hospitals with 1200 beds received patients unfit: 


to travel. Transit hospitals with 7300 beds, correspond- 


from endemic disease. 
were practically no slums and no malnutrition, and 
where there was social security, the expectation of life 
at birth was nearly 70 years. In the smaller democratic 


‘life was 63-65 vears. 


health and physique of the working classes. 


‘powers of modern science. 


ing to casualty-clearing stations, were reached from the 
ports by road or by a short railway journey. Patients 
were finally moved to home base hospitals consisting of 
the larger and more important hospitals in England, 
Wales and Scotland, where for some weeks before D-day 
admission of civilian patients had been restricted to 
those in need of immediate treatment. 

Provision was also made from the start for the recep- 


tion and distribution of air-borne casualties brought 


back from the Continent in empty transport planes to 
three aerodromes in the neighbourhood of Swindon. 
The general scheme for the reception and treatment 
of these casualties was similar to that for sea-borne 
casualties, with hospitals corresponding to port hospitals 
for those unfit to travel. The remainder of the casualties 


swere, however, transported to home base hospitals 


direct by train, no intermediate use being made of transit 
hospitals as casualty-clearing stations. With the col- 
lapse of Germany, Service patients of another kind came 


under the care of the EMS—liberated British prisoners- , 


of-war, together with civilians released from enemy hands. 

All this work had been done by an organisation unique 
in our history. Never before had the voluntary and 
municipal hospitals been welded together into an 
organic whole, working together under the regional and 
central direction of medical officers of the Government 
while preserving the internal autonomy of each hospital 
and the clinical freedom of the medical staff. -Never 
before had the leading medical and surgical specialists 
placed themselves at the disposal of an organised 
medical service, and by their dispersal up and down the 
hospitals of the country spread their special knowledge 
among the medical profession as a whole.: And never 
before had it been possible on a national scale to separate 
out the patients requiring special treatment for special 
conditions—head injuries, facial injuries, burns, neuroses 


and so on—and to send them to centres set apart for 


them. 


A MAIDEN SPEECH 
Sir JOHN ORR, FRS, in his maiden speech as a member 


for the Scottish Universities, said that health should be 
regarded as the natural state of human beings and 


disease should be regarded as abnormal. The two great 


aggressors of health were inadequate food and housing, 
and adequate housing did not mean only the houses 


themselves, but hygienic houses in an environment free 
In New Zealand where there. 


countries in Europe—Norway, Sweden, Denmark and 
Holland—in which there were few slums and the standard 
of the working class was fairly high, the expectation of 
In England, where there were 
slums, malnutrition and other effects of poverty, it was 
only 61 years. In Scotland, where housing and poverty 
was worse than in England, the expectation of life was 
only.57 years, and as one went down the economic scale 
there was India where it was only 27., During the war the 


distribution of food in this country was adjusted to the 


needs of the population. Though the wealthy classes 


had got less than before and had suffered inconvenience, 
they had not suffered in health. The diet of the poorer — 


classes had been levelled up, and their consumption of 


proteins, calcium, phosphorus, iron, and all the vitamins, 
with the possible exception of C, had increased 10-40% | 


There were already indications of an improvement in the 
If the level 
of housing,and feeding were brought up to recognised 


health standards, and there was an assurance of social 


security in this country, more than half of the diseases 
which afflict the working classes could be prevented. 
We could also add ten years to the expectation of life of 
their children. As a farmer he knew that we could do 
this with food quite quickly. 

He was appalled to read in the housing debate how 
Members talked complacently about waiting 10 or 12 
vears before we could complete a full housing scheme. 
They must have forgotten the enormous productive 
If we attacked the housing 
problem as we had attacked the munitions problem we 
could provide for every family a decent house in half 
that time. . 
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; ‘HOW WHITE IS OUR PAPER 

In. opening the debate Mr. JAMES GRIFFITHS, who 
spoke from the front Opposition bench, said the Govern- 
ment had asked Members to commit themselves to the 
- principles outlined in the white-paper on the establish- 
ment of a National Health Service and they had done so. 
_ Now he believed that there had been a departure from 
that committal, for the negotiations between the 
Minister and the BMA had not been about details or how 
the structure would be applied, or how it should be 
modified, but on fundamental principles. Mr. Willink 
pre not negotiated with the BMA. He had given in to 

Mr. WILLINK interposed to say that he was a little 
troubled by the repeated use of the.word ‘ negotiations.”’ 
The type of matter that Mr. Griffiths had just been 
discussing was something to which the word ‘‘ nego- 
tiation ’’ was perfectly appropriate, because.agents were 
_there acting on behalf of two bodies which desired to 
reach an agreement. But he himself had always used 
the word ‘“‘ discussions ’’ and had not sought binding 
agreements. It was for Parliament to decide what the 
form of the service would be. 


Mr. GRIFFITHS said they would not quarrel about 


words; the important thing was that having obtained 
the approval of the House for certain proposals, the 
Government had put before the BMA fandamentally 
different proposals. That was a betrayal of the House. 
It was not discussion or negotiation ; it was capitulation. 
The future health service of the country was to be 
settled not as between the Government and the House of 
Commons, but as between the Minister and the BMA. 
Did the present Government stand by the white-paper 
submitted by the last Government ? If not, what were 
the changes which they proposed ? Further, was it true 
that in submitting these fundamentally different pro- 
posals to the BMA there was an assurance that if the 
Members accepted them the Minister of Health would 
press them on the Government ? 

Dr. EDITH SUMMERSKILL pointed out that it was no 
go6d exhorting the modern girl to emulate Florence 
Nightingale, who had had an independent income. In 


spite of the Rushcliffe Committee’s recommendations 


~ nurses’ conditions required further improvement. She 
asked the Minister whether it was correct that he had 
agreed to drop the introduction of health centres 
throughout the country. _ In the white-paper it was also 
suggested that the voluntary and municipal hospitals 
should be administered by one board; that, too, had 
gone. It had also been suggested that in view of the 
dearth of doctors, doctors should be directed for 'the first 
few years after qualification to the industrial areas where 
they were needed. That proposal had also been dropped. 
Why was the Minister willing to persuade nurses to go 
where they ‘are needed and not young doctors? A 
proposal that doctors who worked in health centres 
should be paid on a salary basis was fully worked out, 
but ‘now the Minister was willing that this also should be 
dropped: This would have provided a chance for young 
doctors who had been in the Services and who had not 
the capital with which to buy practices. 


Mr. S. STOREY denied the allegation that the Minister | 


had dropped proposals approved by the House. The 
House had agreed that the proposals in the white-paper 
should be the basis for discussion. Discussions had 
taken place with the bodies most concerned, and the 
House should wait until the Government had decided on 
Propogals before any definite opinion was formed upon 
them. a 

Dr. H. B. MorGan, who is a member of the council of 
the BMA, said he was astonished at the anti-medical 


feeling shown because the recognised organisation of the | 


doctors had entered into: negotiation with the Govern- 
ment and with other bodies to discuss something which 
would affect the whole conditions of their future work. 
Like every other worker the doctor expected fo be paid 
and he wanted good conditions of work. Dr. Morgan 
objected to certain terms of the white-paper which 
involved the direction of young doctors. Mr. Willink 
had given him a personal assurance that it was not the 
intention of the Government to direct doctors into 
particular areas. What principles had- been broken in 
these discussions ? The uniformity was still there, the 
availability, the necessity for fully-trained competence of 
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the doctor, adequate planning and prevention. Where 
the Minister had allowed the BMA to ask him to go in a 


wrong direction was in relation to the administrative 
Unfortunately he had allowed the profession ° 


structure.. 
to put proposals before him which would give the medical 
profession a majority perhaps in most of the bodies. 
Although Dr. Morgan was keen that his profession 
should get a fair deal, he also wanted a good medical 
service for the poor. He thought that if- negotiations 
-were allowed to continue things would right themselves. 
He could not see how the new proposals about health 
centres should invalidate the establishment: of such 
centres anywhere. He did not think that the man- 
œuvring for position between one section of medical 
opinion represented by the BMA and other sections 


. represented by different associations should be allowed 


to spoil the whole good picture. The scheme seemed 
to him to be based on the right lines. 

Mr. WILLINK said that strong words had been used in 
the debate and it had been suggested that something had 
been done in conflict with the express will of the House. 
He wanted to make it clear that he was quite sure that 
the House contemplated that the debate on the white- 


paper would be followed by the widest discussions With . 


all concerned and that there might be modifications 
within the general objects of a comprehensive health 
service. It was not for the Government to square their 
declaration of policy with some dogument issued by the 
BMA. Ifthe House wanted a declaration of Government 
policy in the matter of health they would find it in the 
Prime Minister’s declaration, and if there was any 
syllable of conflict between-the BMA/’s report and the 


Prime Minister’s declaration it was the declaration which ° 


stood. Some changes in the white-paper might commend 
themselves to the Government. when they framed legisla- 
tion, but he did not believe there was any funadmental 
change. All related to methods and not to principles, 
objectives or scope. , 

Dr. HADEN GUEST said that the Minister’s statement 
had to a certain extent clarified the situation, but there 
was no doubt that there was a great deal-of disturbance 
of the mental atmosphere in the medical profession. Far 
from abjecting to discussions with the medical profession 
he wanted to make sure that those discussions were 
sufficiently extensive. Was the Minister satisfied that 
the doctors in the Services had been sufficiently con- 
sulted ? He suggested that the life of the EMS might be 
prolonged and used to cover the first part of the peace- 
time period. 


doctors to carry out domiciliary treatment in any area 
which was not doctored. This would bridge the gap 
between the present condition and the future proposals 
for a national health service. 

Dr. RUSSELL THOMAS said that the large mass of the 
people of the country considered that the proposals 
underlying the white-paper on Health Services tended 
to enslave the medical profession, and would destroy the 
voluntary institutions. throughout the country. The 
interim document published by the BMA was no more 
than a basis for further negotiations. Dr. Thomas was 
not satisfied with that document; he did not think it 
was strong enough, but he could not see that the Minister 
was bound by it. The BMA 


QUESTION TIME 
Medical Officers in the BLA 


Mr. SEABORNE Davies asked the Secretary of State for War 
what proportion the number of doctors bore to the total 


number of men in the BLA.—Sir JAMES GRIGG replied: The 


ratio of medical officers of the RAMC to Army personnel, male 
and female, in SHAEF and 21 Army Group is about 1 to 382. 


The responsibilities of the RAMC include, however, consider-. 


able assistance to the other Services and to Allied forces and to 
displaced persons. The degree of assistance given by the 
RAMC in connexion with these extraneous commitments, and 
the volume of the latter, fluctuate so greatly that any exact 
ratio of doctors to patients or potential patients of all cate- 
gories is impossible to assess. The best that I can give is that 
there are something of the order of 1400 people of various 
categories who have to rely on each member of the RAMC for 
health services. 


i 


It would be quite easy for the EMS in any ~ 
region to appoint temporarily on a salaried basis the 


could not bind the utter- 
ances and acts of the Government. 
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Mr. SEaBORNE Davies : Is the Minister aware that. there is 
a widespread feeling in the RAMC that the proportion is too 
high and that many of them might well be released to come 
home to help their hard-pressed colleagues at home ?—Sir J. 
Grice: That is as may be, but I would not be quite certain 
that in some cases that feelirig is not connected with the desire 
to get home. What I am clear about is that certainly in 
theatres of war where active operations are still going on the 
supply of doctors is not too high but too low.—Mr. W. 
GALLACHER: Is the right hon. gentleman aware that in some 
billeting areas the proportion is 1 doctor to 4000 of the popu- 
lation ?—Sir J. Griaa: The average over the country is 
certainly less than that.—Dr. EDITH SuMMERSKILL: Is the 
Minister aware that under the National Health Insurance Act 
one civilian doctor is allowed for 2500 patients ?—Sir J. 


Griac: I thought the number was 3000, but I am prepared to: 


take the figure from the hon. lady. 


Reduction in Rations 


Mr. W. Astor asked the Minister of Food whether he would 
make a statement regarding the reason for the recent cuts in 
rations; and the possibilities of increases in rations at a 
future date.—Colonel J. J. LLEWELLIN replied : -The reductions 

in rations announced in May were due to a decline in world 
food: production and an increase in demand. The fall in 
production is attributable to the continuing shortage of man- 
power in producing countries, to lack of fertilisers, and to 


abnormal conditions of drought in the Southern Dominions, | 


South Africa, South America, and the Caribbean area. There 
has also been a decline in the pig population of North America. 
The increase in demand is due, in part, to the increased 

_requirements of the liberated countries of Europe. With the 
return of men to food production throughout the world, out- 
put will increase, and with the demobilisation of men from 
the Services, military requirements will decline. | 


Psychoneurosis and Tuberculosis Casualties 


Sir James Grice said that in 1943 and 1944 7621 other. 


ranks were discharged from the Army suffering from tuber- 
culosis and 42,480 suffering from psychiatric disorders. 


Tuberculosis in ex-PoW 


Replying to a question Sir James GRIGG stated: Three- 
quarters of the prisoners who have returned have been ex- 
amined by mass miniature radiography and the rest will be 
examined when they return from leave. So far 294 have been 
found to be suffering from tuberculosis. This is about 3 in 
- every 1000. 158 have been admitted to civil sanatoria and 
-136 are in military and EMS hospitals awaiting admission, 


Infant Mortality i 


Major S. F. MARKHAM asked the Minister of Health what 
were the infantile-mortality rates for the largest cities of the 
United Kingdom for 1944; and how do these compare with 
the principal cities-of the USA, Australia, and New Zealand 
for the same period.—Mr. WILLINK replied :: The following 
infant-mortality rates (per 1000 live births) were recorded in 
the largest towns of England and Wales in 1943: 


London Wied ‘51 .Manchester .. >.. 61 
Birmingham.. 55 Shetiield : . 56 
Liverpool 81 


Corresponding rates provisionally reported for towns in 
- Scotland, Northern Ireland, British Dominions, and America 
were as follows: 


Brisbane 


Edinburgh 54 oe N 38 
Glasgow 82 Auckland .. a 35 
Belfast. - 111 Wellington .. a 34 
New York 30 Christchurch ` 34 
Chicago ae 29 Montreal 61 
New Orleans 39 Quebec 104 
Baltimore 44 = Ottawa : 45 
Boston 46 Cape Town .. 44 
Melbourne 34 


Rates for 1944 are not yet available. 


THE Kıxe has given permission to Dr. A. R. McKelvie and 


Dr. N. L. Corkill of the Sudan Medical Service to wear the 


decorations of the Order of the Nile (fourth class) conferred on 
them by the King of Egypt. 


MEDICAL SOCIETY or THE LCC Service.—There will be a 
meeting on Thursday, July 5, at 3 pm, at St. Andrew’s Hospital, 
Bow, E3, when members of the stafis of Mile End, St. George- 
in-the-East, and St. Andrew’s Hospitals will demonstrate cases. 


appalling. 


Letters to the Editor 


INDIA 


S1r,—May I supplement the facts about my country 
given by Lieut.-Colonel Morris in your last issue ? _ 

Some years ago when Indian ministers were appointed 
in various provinces they had a unique opportunity to 
advance the cause of science and dispel ignorance and 
superstition. But one of the first things they did was to 


‘organise a nation-wide campaign on behalf of Indian 


medicine—i.e., Ayurvedic medicine for Hindus and Ara- 
bic medicine for Moslems. Public funds were utilised 
for opening schools and dispensaries of Indian medicine ; 
practitioners of Indian medicine were admitted to a 


_medical register ; and some were given government sub- 


sidies. According to the Bombay medical registers 


there were 8600 doctors and 13,017 registered practi- 


tioners of Indian medicine in that province in 1941. 
Your readers may form some idea of Ayurvedic medi- 
cine from the claims made in the advertisement columns 


of some of the leading nationalist newspapers. For 
example: 

s wa. Late Principal ——- Ayurveda 

College, formerly professor of Chemistry College, has 


got very efficacious medicines (of Ayurveda, from Sadhus 
and those of his own researches on Himalayan herbs aided 
by Spiritual power) for Cancer, TB, Insanity, Hysteria, 
Epilepsy, Blood pressure, Intestinal ulcer, Asthma, Ton- 
sillitis, Piles, Gout, Rheumatism. Women’s ills, Eye 
diseases, etc.” o= 
Magicians, quacks, and medical practitioners are allowed 
to advertise their qualifications and some of their wonder- 
ful medicines which ‘‘ cure all incurable diseases.” One 
of these claims to have established that ‘ man can swim 
in air as he does in water ” and that the components of his 
medicine were discovered ‘‘ while the author practised 
swimming in the air.” Another is the manufacturer of a 
jewel which ‘‘ heals incurable diseases, saves from accid- 
ent, premature death, fire and theft, ensures success in 
examination, success in complicated law suit without 
difficulty, and success in overcoming enemies.” His 
fantastic statements are supported by extracts from 
testimonials given by maharajahs, members of the 
Viceroy’s council, ex-premiers of provinces. Indian High 
Court judges, and Indian members of the Privy Council, 
whose full names and addrésses are also published. 


‘These distinguished people do not seem to realise the 


harm they are doing to the masses. 

In the face of such unhealthy competition and frontal 
attacks on science it is not surprising that ‘“‘ impostors are 
freely using the letters FRCS or MRCP. after their names 
with impunity ; some are also using the letters MRAS... 
which is neither a medical qualification nor.a recognised 


diploma; and others are adopting various devices to — 


disguise their qualifications and palming them off on the 
unsuspecting medical and lay public as diplomas granted 
by the University of London or the Examining ‘Board in 
England.’’! — : 


No-one would quarrel with Indian ministers if as a - 
` result of their propaganda on behalf of Indian medicine 


they could show that they had succeeded in reducing the 
mortality from preventable diseases. But actually, as 
Colonel Morris’s figures show, the state of affairs is 
In 1936 103,451 deaths from smallpox were 
notified in British Provinces alone. kn the city of Madras 
in 1943 the death-rate was given as 37 per 1000, and 
infant mortality as 247 per 1000 live births. In England 
and Wales the corresponding figures are 12-4 and 58. 
Though such conditions prove the need for more health 
officers, the report of the Central Advisory Board of 
‘Health for 1939 says: ‘‘ Three-quarters of the muni- 
cipalities of British India are still without qualified health 
officers.” 
who are elected by the people is deplorable. 

India has about 37 institutions for teaching scientific 
medicine, but the demand of the politicians for Indianisa- 
tion and communal representation in the higher services 
has resulted in some men.with mediocre qualifications 
being appointed as teachers. Also as Colonel G. R. 
McRobert ? points out, Indian college authorities still 


7 l. Ind. med. Gaz. 1941, 76,191. - 
2. Ibid, 1944, 79, 177. . 


The indifference of the municipal councillors - 
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prefer to promote assistants to professorships by seniority 
instead of advertising senior posts. At the 31st Indian 
Science Congress in 1944 the president of the medical 
and veterinary section lamented that ‘‘ the level reached 
_ by the best Indian medical college is the same as the 
level obtained by the lower ranking medical colleges in 
USA, and in the medical schools conditions are very 
unsatisfactory in the majority of instances.” . There is a 
chronic shortage of medical instruments such as micro- 
scopes and of medical books. eens: E 
The total number of doctors (about 42,000) is in- 
adequate for a population of 388 millions. Even govern- 
ment hospitals appear to be understaffed. Not long ago 
at a meeting of the Central Advisory Board of Health 
Major-General R. H. Candy, IMs, said that ‘‘ a doctor is 
required to dispose of anything from 300 to 600 out- 
patients a day.” He asked the board ‘‘ what possible 
attention a patient could get if he was looked at for a 
minute.” Despite the need for.more qualified doctors 
hundreds of young men are unable to obtain admission 
- into the medical schools and colleges. Last year out of. 
= TOO applicants to the Madras Medical College only 160 


' were selected. Among the non-government agencies 


which cater for the relief of suffering mention must be 
made of missionary (Christian, Arya Samaj and Rama 
Krishna Mission) medical services: Some of these 
doctors render their services entirely gratuitously, ‘and 
by example and precept they uplift and enlighten the 
illiterate poor. | | 

The reasons for this state of affairs are not hard to find. 
The belief of my countrymen in the wisdom of their 
remote ancestors is so profound that no modern advances 
in science induce them to change their habits and 
customs. The average so-called ‘‘ educated ’’ Indian 
is a dual or. plural personality. He is not prepared to 
' give up magical thinking in favour of statistical reasoning 
or the evidence of his own senses. When he puts on 
clothes çut in Western style he talks and thinks in Eng- 


lish ; .but when he goes home and discards his suit he ` 


resumes the ways of his ancestors and scatters reason 
„and logic to the winds. It is not unusual for a professor 
of bacteridlogy to talk to his students on tuberculosis 
or typhoid and at the end of his lecture go home, change 
into his dhoti, sit cross-legged on the floor, and in the 
course of religious ceremonies swallow cow’s excreta 
without the least qualm of conscience. l 

The second basic factor responsible for lack of progress 
in -medicine and for the general backwardness of the 
country is selfishness and greed leading to mutual 
distrust. The disproportionate salaries in the various 
medical services and in different grades of the ‘same 
service, the. ‘“‘ communal representation ’’ in the matter 
- Of appointments, and the utterly inadequate salaries 
for the doctors in the lowest grades—Rs. 65 (£4 17s. 6d.) 
per month—all conduce to nepotism. If India is to 
attain a place of respect among the nations it will be 
necessary to appoint to the teaching posts doctors of 
international: fame whose ability, integrity, and sincerity 
are above reproach. The salaries of doctors, nurses, 
and midwives'should be raised not only to enable them 
to maintain their self-respect but also to signalise the 
dawn of a new era. Unless these minimum steps are 
taken it is futile to expect them to aspire to the lofty 
ideal of ‘‘ service above self.” 

London. ' l M.: N. PAt. 


TOTAL MEDICINE 


SIR; —Sir Alexander Hood, in his Harveian lecture 
published in your issue of June 9, tries to present whole- 
time medical service in rosy hues, but succeeds in 
throwing another flood of the red light usually taken 
as a warning of danger. I do not for one moment want. 
to disparage the magnificent work of the medical services 
‘with our armies throughout the war. 
the nation and the profession should have yet another 
warning of what may be in store for them. 

There are, in the first place, obvious fallacies in com- 
paring the Army Medical Service with a whole-time 
civilian service, in that the former deals almost entirely 
with the cream of the population in the prime of early 
adult life, excluding the elderly, the unfit, the chronic 
invalids. Until 1939 army life was voluntary—those 
who didn’t like it could stay out (whether doctors or 
prospective patients) and even of those who embraced 


\ 


But it is well that 


` time. 


it only a very small proportion spent most of their lives 
in it. But since everything in the AMS garden is lovely, 
can Sir Alexander Hood explain why (his words) ‘“‘ the 
Army Medical Service is not popular with doctors in 


_ peace-time ’’? ? (Why add ‘“‘ in peace-time’”’ ?) Perhaps 


because ‘‘ directors and consultants . ; . issue clinical 


recommendations and directives.” If the ‘soldier ‘is ` 


better off than his counterpart in civil life as regards even 
remedial medical care ’’ why, do so many Officers (even 
of the RAMC !) consult civilian practitioners if they can. — 
Is it due solely to what he calls ‘‘ a readiness to believe 
almost anything to the discredit of a medical service ”-?- 
He asserts that the Army provides a service complete 
in itself in every respect, with hospital services available 
without any delay. Actually, in war, large numbers of 
soldiers as well as most of their dependants are treated in 
-civil hospitals by civilian doctors. In fact, the waiting 
for hospital treatment to which the civil population now . 
has to submit is due largely to priority accorded to | 
Service patients ; and to withdrawing doctors from civil 
life. On p. 726 of the same issue you point out that over 
30% of all the active practitioners on the register are 


serving. Waiting-lists, by.the way, admittedly an evil, -` 


are to some extent a testimonial: if one cinema has a 
long queue and another has empty places, which is 
showing the better films ? ; 
` But the real warnings, for population and profession, 
are scattered all over the lecture. ‘‘ Freedom and effici- 
ency...are incompatible....’’ ‘‘Complete freedom 
is anarchy ” (Shades of Fascismo !) ‘‘ Some freedom must 
be surrendered by the community and by doctors.” 
“ There must be an element of discipline ” in those who 
receive the service (i.e., the population). ‘‘ They must 
go to the hospital appropriate to their condition ” (or, 
where they are d— well sent) ‘‘and they must accept 
the doctor allotted to them.’’. ‘“ Free choice of doctor 
is unattainable in a medical service, and the idea that 
the patient is the best judge of a doctor is not one to 
which most doctors would agree.” “The placing of 
doctors by medical administrators ... will result in a more 
efficient service,” &c. : - 

Well, since this comes from one who knows what a 
whole-time medical service means, we can’t complain 
that we weren’t warned. 


Bristol. E. WATSON-WILLIAMS. . 


INDULGENT CERTIFICATION 

Sir,—It .must, I think, be agreed that impartial 
medical certification is essential to -the success of the 
Beveridge plan: . also that impartial certification, — 
whether by doctor or layman, can be assured only if © 
the income of the certifier is assured no matter what 
his decisions—i.e., if he receives a fixed salary. Oppo- | 
sition to a salaried medical service is tantamount, 
therefore, to opposition to the Beveridge plan. 
. With competition. among doctors virtually unre- 
stricted, it is necessary, in my opinion, to certify indul- 
gently in order to retain one’s practice. I have lost 
many patients by correct certification. Indulgent 
certification tends, however, to bring one into conflict 
with the regional medical officer. Personally I should 
pie a salaried -service toa revival of regional medical 
officers. | | 


Wallasey. LENNOX JOHNSTON. 


Sır, —Civilian doctors are overworked, and they 
might well have grown irritable and unreasonable 
under the strain. Yet they have mostly become even 
more kind and sympathetic than they were in peace- 
A. large proportion of those now left in this- 
country have reached years when trials of their own - 
make them unselfishly understanding of the tests to 
which others are subjected. They are fatherly in their 
attitude, so that younger persons especially come in 
for their benevolent consideration. I think indeed that 
many practitioners are too kind. Because of this, they 
are unconsciously helping a number of persons to find 
loopholes of escape from their duty towards the State. 


-You will have noticed that recently so many boys 


returned late from holidays with medical certificates 
that their employers asked the authorities to ignore the 
doctors’ reports. 7 a 

Medical men are, of course, in an awkward position. 
They have to make it as easy as possible for their 
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patients to get back to complete health. That being 
so, the natural thing is to hand out a certificate that 
will permit the patient to keep quiet and be free from 
the worries and strain of work. It is not up to the 
doctor to put himself: in an employer’s place, nor even 
. to consider whether, owing to the exceptional circum- 
stances, his patient might not make a special effort to 
carry on. He does not feel that he ought to debate 
the matter and say, ‘‘ Now let me see, there’s a war on. 
Some people might not have come to me about this 
matter, but would have gone on working until they felt 
worse.’’. Hence men and women who are not quite fit 
can take advantage of the usual good nature of medical 


men who regard it as their duty to make their patients | 


better as soon as possible. 

It is the easiest thing in the world to get a certificate 
of unfitness from the average practitioner, so long as 

‘one actually has something wrong. This -certificate 
. has only to be sent to an employer, and neither he nor 

the national service officer can do anything about it. 
To the doctor it is a small matter that a man or woman 
with an indisposition takes a few days off in ofder to 
get better. It may be much-more important, however, 
to the employee’s firm, where the absence may cause a 
hold-up. | 

I speak most respectfully to a learned, philanthropic, 
and self-sacrificing profession when I suggest that the 
elderly- members who are mostly left to look after the 
civilian’ population should harden their hearts and put 
the brake on so generous an issue of certificates for 
workers who seek them. I .know that. in ordinary 
times, these certificates are justified. But these are 
not ordinary times. These are days when patriots 
work at their machines and benches until they can do so 
no longer. There are many genuine cases who secure 
certificates ; but, on the other hand, there are more 
than a few who shirk their legitimate duties by waving 
the medical man’s slip of paper in the faces of the 
authorities and their firms. | | 

When T was in a great aircraft engineering factory I 
saw the two types around me. I saw machines left 
vacant periodically by employees who managed always 
to get certificates from doctors of whose leniency they 
boasted. I watched others working while under doctors’ 
orders, taking vitamins and the like to keep them going. 
It is unfortunate that the former type can so often make 
a doctor into an active ally. In their hearts, the 
slackers have no real gratitude for the goodness of their 
doctors. And workers who keep on keeping on are 
roused to suspicion, quite unjustly. of the medical pro- 
fession when they see their unworthy colleagues able to 
A medical certificates practically whenever they 
ike. 5 l 

London, NW6. D. A. SCOTT. 


SHORTAGE OF NURSES 


SıR,—The correspondence in your columns concerning 
the training of nurses reflects the urgency of the situation. 
While thousands of patients are withheld from treatment 
for lack of nursing care, no positive steps are evident to 
attract into this work suitable personnel now leaving 
the Forces. The matter must receive attention quickly 
or the opportunity will be lost for ever. 

* Shortage of nurses, if it truly exists, is doubled by the 
fact that nurses today spend nearly half their working 
day in extraneous duties. End this, and not only will 
available nursing-power immediately be increased but 
nurses will be free to do the work they set out to do— 
to nurse. The emancipation of nursing-power from its 


domestic shackles will be the first step towards .true. 


professional status. : - l 

As a teacher of nurses, I applaud the scheme put 
forward by Miss Carter and Miss Pearce for the new 
training of professional nurses (Lancet, June 9, p. 737). 
Its essentially practical character should re-embody in 
the nursing spirit that kindly, gentle. and capable 
person we want. This plan comes back in a way no 
other has done to fundamental issues. The pre-hospital 
course of simple scientific and technical subjects, followed 
by two years’ hospital training and practice of basic 
_ nursing procedures is sound reasoning. This is the second 
step towards true status. 4 

The third step is recognition of the trained bedside 
nurse’s right to salary and conditions comparable with 


those of other forms of nursing work and those of other 
professions, Only full acceptance of these ideals will 
bring to the profession the intelligent, educable woman 
so badly needed. l 

But who is to undertake the non-nursing duties ? 
A new type of skilled worker is required.  . 

Under the auspices of the Ministry of Labour a new 
National Auxiliary Service for Hospitals (NASH) could 
be created. This would supply trained hospital orderHes, 
male anù female, many of whom. could be recruited 
direct from similar service in the Forces. Others—both 
Service and civilian—who are willing but have no 
experience will need short courses of practical training. 
For this purpose the Ministry of Labour could requisition 
the various training centres which already exist under 
the ‘‘ training-for all’’ scheme. In hospital the trained 
orderly will need good working conditions. Hours of 
duty, remuneration, duties-to be performed, holidays, 
and so on would be settled by negotiation with the 
trade-union that would no doubt be formed. The 


-work should be pensionable, and—a matter of no little 


importance—a smart uniform should be supplied. , 
This much, at least, can be embarked upon without 
delay. Until the heavy burden which lies upon nursing 
services today is relieved, nurses can have little time 
or indeed strength to discuss matters relating to future 
policy. | J. EYRE. 
KNEE INJURIES IN SOLDIERS 


SIR, —Major Wilkinson and Captain Burt in their 
interesting paper of June 2 draw attention to the unsatis- 
factory results of knee-joint injuries in the present war. 
This disquieting fact has also been recorded by others. 
May I stress the point, with which the authors would no 
doubt concur, that the poor results seen under war 
conditions should not be regarded as characteristic of © 
normal times. We should avoid unjustifiable pessimism 
about the treatment of knee-joint injuries, if only in 


‘fairness to those who have laboured to improve it. 


History is repeating itself, for during the 1914-18 war 
precisely the same phenomena were apparent. May 
not an explanation be found in two principal causes ? . 

1. Inadequate treatment of the early stages of many ' 
injuries of the knee-joint before patients reach the convales- 
cent depots and orthopcedic centres.—There is still insuffici- 
ent appreciation in many quarters of the great import- 
ance of preventing wasting of the quadriceps and other 
muscles, and particularly of the vastus internus. 
Major Wilkinson and Captain Burt point out that many of 
the cases that arrived at the convalescent depot showed 
(a) inability to brace back the knee, (b) localised areas of 


_periarticular tenderness, (c) effusion, and (d) joint in- 


stability. I have, times without number, observed (a), - 
(c) and (d) in cases where the quadriceps has become 
weak and wasted owing to inadequacy of early treatment. 
With regard to (b), the areas of persistent tenderness 
may often be prevented by appropriate physical treat- 
ment in the early stages. <A stitch in time saves'nine ! 

. I am unable to speak with recent experience of the 
EMS hospitals, but at the 1000-bed EMS hospital where 
I worked for a few months in 1940 the department of 
physiotherapy was a little larger than an average bath- 
roon, and there was a mere handful of physiotherapists 
who were unable to cope with the large number of 
cases of injuries to joints, including many knee-joint 
injuries. Such cases often had to be placed upon a 
waiting-list ! Eventually a good many of these patients 
found their way to orthopedic centres and convalescent 
depots, where adequate treatment was presumably avail- 
able ; but the damage had been done and the syndrome 
to which Major Wilkinson and Captain Burt refer had 
already often been established. In the subsequent years 
some of these grave deficiencies, but perhaps not all, have 
doubtless been rectified. : f 

2. The second cause is mainly psychological. Men in 
the Services have done a magnificent job in this war, 
but the great majority long to return to their civil 
occupations and to their families from whom they have 
often been separated for long periods. 
the implication that these splendid fellows do not try to 
get well, but these factors sometimes create a subcon- 
scious psychological atmosphere which is inimical to 
complete recovery. Genuine malingering I believe to be 
much less common than_is sometimes supposed. 


Heaven forbid - 
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‘The results of removal of a semilunar cartilage in 
. Service patients illustrate this point, for they are almost 
grotesquely at variance with those seen under normal 
peace-time conditions. Major Wilkinson and Captain 
Burt rightly emphasise this, and also the excellent results 
of removal of a semilunar cartilage in professional foot- 
ballers. I may perhaps be permitted to mention that 
the player described. by them who played in a practice 
~ game four weeks, and in the 1st division team six weeks, 
n after operation was one of my operation cases. Such 
results are by no means exceptional, and to the best of 
my knowledge and belief no professional footballer in my 
personal series operated upon for an uncomplicated 
lesion of a semilunar cartilage has had to cease playing 
owing to persistent unsoundness of the knee. But the 
results in other followers of strenuous athletic pursuits 
and occupations are, as is well known (or was before the | 
present wave of pessimism), equally gratifying. As an 
example of another strenuous occupation, that of the 
merchant seaman may be cited. With the kindness and 
coöperation of my colleagues at the Seamen’s Hospital, 
Greenwich, and other hospitals, it fell to my lot some 
years ago to remove the semilunar cartilage in a large 
number of seamen. A careful follow-up showed that an 
extremely high percentage were completely cured. 

Now follows a point which seems to me of great signi- 
ficance and importance. At about the same time, in 
my capacity as surgical specialist and visiting surgeon to 
a Ministry of Pensions hospital, I operated upon a large 
number of pensioners suffering from semilunar cartilage 
injuries, and in a similar follow-up found that the answers 
to the questionnaire, often checked by re-examination, 
were in many cases quite unreliable and valueless for 
statistical purposes. I came to this conclusion with 
considerable reluctance, but no useful purpose is served 
in concealing the facts. -~ © 

It is noteworthy that the professional footballer loves 
football, just as the merchant seaman usually. enters the 
merchant service because he loves the sea. In both 


groups, an important factor is present which is often 


- lacking in the Service patient—viz., a strong urge to 
resume their preyious avocations at the earliest possible 
moment. In the case of the professional footballer, an 
additional and important cause of his early recovery is, 
as a rule; the excellent condition of his thigh muscles 
before operation, which renders unnecessary a long 
period of subsequent re-education. 


London, W1. A. G. TIMBRELL FISHER. 


BLOOD IN THE EYE P 


Srr,—In your annotation of March 24 (p. 349) you 
draw timely attention to the caution which should be 
exercised in the treatment of hyphema, and you point 
out that atropine may not only increase the tension of 
the eye but also diminish the surface area of the iris 
which is available for absorption. There is also a third 
reason why atropine is dangerous in recent partial 
hyphema. By dilating the pupil it is liable to reopen 
iris blood-vessels and cause further hemorrhage. Three 
cases have been noted in this theatre of war in which” 
a small hyphema, which would probably have dis- 
appeared in 48 hours, was converted into a total hyphema 
after atropine had been used. In total hyphema 
it is unlikely that atropine will be absorbed. — 

The correct treatment for a recent severe hyphema 
per se is to tie up both eves and not to use drops which 
disturb the shape of the pupil in the early stages. 

B. W. RYCROFT, 
~ Adviser in Ophthalmology, AFHQ. 


TUBERCULOSIS 


- §rr,—The letter to the Times from Lord Horder and 
Drs. Conybeare, Hope Gosse and Geoffrey Marshall, 
which you quote in your leading article of June 2, con-. 
tains serious criticisms of the tuberculosis service which 
should not be accepted without further proof. 

It is the fashion nowadays for physicians not con- 
nected with tuberculosis schemes to talk about ‘* back- 
ward authorities.” The accusation may be justifiable 
in a small number of cases, but on the whole the service 
provided by local authorities for the treatment of tuber- 
culosig compares very favourably with that provided 
by voluntary erganisations and institutions. 
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At present, as you, Sir, suggest, there are numerous 
difficulties with regard to nursing and domestic staff. 
There is also a serious shortage of experienced medical 
personnel. This shortage would be aggravated by, the 
establishment of a Ministry of Pensions or War Office 

‘institution for the treatment of pulmonary tuberculosis, 
and it is by no means certain that the service provided 
would be better than, or even as good as, that provided 
by the local authorities. : 

l A. P. FoRD. 


Welwyn, Herts. 

NAVAL DEMOBILISATION.— Wil “‘ Accidie ” please send 
us his name. and address (not for publication), Also if 
possible the text of the announcement to which he refers. 


Obituary 


NATHANIEL BISHOP HARMAN 
`` MB CAMB, LLD MANC., FRCS 


AFTER a long illness, Mr. Bishop Harman died on 
June 13 at his home at Crockham Hill in Kent. He was 
a man of exceptional attainments who did much for. 
ophthalmology and also gave his time and talents to the 
profession through the British Medical Association. 
His interest in his own specialty and in the good of the 
public found joint expression in his work to create the 
National Eye Service. A direct representative of the 
profession on the General Medical Council from 1929 
until a few weeks ago, he showed himself logical and 
clear-sighted ; and in all relations of life he was respected 
as upright and unselfish. - 7 

Son of W. J. Harman of Highgate, he was born in 1869 
and educated at the City of London School and St. John’s 
College, Cambridge, where he was a foundation scholar. 
He took a first in both parts of the natural sciences tripos 
and qualified from the Middlesex Hospital in 1898, 
taking his FRCS in the same year. From 1897 he was 
lecturer in anatomy at two Cambridge colleges, and after 
service as a civil surgeon in the South African war, when 
he wrote a thesis on veldt sore, he became university 
demonstrator and examiner in anatomy. At this time 
he was writing not only on such subjects as the outflow 
of visceral efferent nerves in man, but also on the com- 
parative anatomy of the oculomotor apparatus, and his 
thoughts increasingly turned to ophthalmology, both 
academic and practical. In 1901 he was elected ophthal- 
mic surgeon at the Belgrave Hospital for Children and 
1909 he joined the staff of the West London Hospital 

- where he became vice-dean and, later, dean of the post- 
graduate college. He wrote much on ophthalmic subjects 
and to younger members of the profession he was known 

' as editor for a time of Aids to Ophthalmology. Meanwhile, 
in 1902, he had been appointed oculist to the London 
County Council blind schools, and had thus set his hand . 
to a great fask. 

‘* Bishop Harman’s chief contribution to ophthal- 
mology,” writes J. H. P., ‘is his pioneer work in the 
investigation of the vision of school-children, and in the 
prevention or amelioration of their visual defects. In 
conjunction with the late Dr. James Kerr, and largely 
inspired by his early efforts in the same field, he exa- 
-mined thousands of children’s eyes in the LCC schools, 
and organised the routine examination with his conspicu- 
ous administrative skill. He was responsible for the 
segregation: and special training of partially sighted 
children in schools which he rather unfortunately called 
‘myope ’ schools. He naturally became very interested 
in the treatment of squints, and designed an instrument 
for the measurement of binocular defects which has been 
almost universally adopted. The treatment of visual 
defects under the National Insurance Act was largely 
organised, and carried through with considerable success, 
by his enthusiasm.”’ TAR 

The profession owes much to Harman’s efforts to 
educate people in the necessity for a medical eye exa- 
mination. A. C. recalls that ‘‘ in the late twenties, when 
the Government was being urged to put the sight-testing 
opticians on a special register and thus recognise them 
as a separate profession it was alleged, and with truth, 
that large sections of the public could not afford an 
examination by an ophthalmic specialist but were com- 

. pelled to go either to a hospital or to a sight-testing 
optician. Harman was the founder and ;the active 
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inspiration for the whole of its existence of the National 
Eye Service which provides a medical eye examination for 
insured persons, and those of like status, at a price they 
can afford. This movement, the existence of which may 
probably influence the decisions of the Government when 
it comes to provide a complete medical service, and 


Harman’s work in promoting and guiding it, has never — 


received from his ophthalmic colleagues the recognition 
it ought to have had ; but Harman never complained. 
He was not that kind. | | 7 

“ He was for many years a great figure in the BMA, 
and was its honorary treasurer from: 1924 to 1935, an 
unprecedented length of service in that capacity. He 
took a very active part in all its work, and as a speaker 
was always acceptable for the forthrightness and clarity 
with which he expressed himself, and his obvious sincer- 
ity. When the BMA went into its new house in 1925 his 
artistic capabilities made him very useful in adapting 
it for its present purpose. He was a very versatile 
person but never superficial. He wrote much on his own 
specialty and on other things in which he was interested, 
and published some volumes of verse. He was a sincerely 
religious man and wrote in the Hibbert Journal and 
elsewhere on the philosophy of Unitarianism, and he fre- 
quently appeared in Unitarian pulpits. He had a most 
generous disposition from which the BMA benefited in 
many ways, including a ‘ Treasurer’s golf cup,’ and a 
‘Katherine Bishop Harman prize’ for the encourage- 
ment of research into the disorders incident to maternity. 
In its turn the association bestowed on Harman every 
honour in its disposal, including the vice-presidency and 
its gold medal. He maintained his high courage to the 
last in face of a most painful and protracted illness from 
which he was glad to be delivered. He was very fortun- 
ate in his family life, and during his illness he told me 
. that this and the devoted attentions of his wife (also a 
medical practitioner) were his great consolations.”’ 

Mrs. Bishop Harman is the daughter of Arthur Cham- 
berlain of Moor Green Hall, Birmingham, and he leaves 
two daughters and two sons, one of whom is physician 
to outpatients at St. Thomas’s Hospital. 


HENRY RICHARD KENWOOD 
CMG, MB EDIN., DPH, FCS, FRSE >~ \ 


Professor Kenwood will be merely a name to many 
now engaged in public health, but 25-30 years ago he 
was one of the outstanding men in this subject and 
widely known to a host of workers and admirers. Al- 
though he was a capable and tactful administrator it is on 
his. success as a teacher that his fame essentially rests. 

He was born at Bexhill 82 years ago and was educated 
at Tunbridge Wells, Edinburgh, and Paris, qualifying 
in 1887. Three years later he became demonstrator 
under W. H. Corfield at University College, London ; 
. in 1896 he was promoted to be assistant professor ; and 
in 1904 he succeeded his chief as Chadwick , professor 
of hygiene and public health, holding the chair till he 
retired in 1924 as emeritus professor. He was par- 
ticularly prominent in his teaching of the chemical 
part of part 1. of the DPH which at that time was a very 
important part of the course and included much work 
now relegated to the public analyst. An able teacher, he 
realised that the doctors who came to his courses had 
_ largely forgotten their chemistry and that very little 
prior knowledge of chemical reactions could be assumed. 
To those who had more familiarity with the science 
the reiteration of very elementary matter was wearisome, 
but it was obvious that Kenwood knew what he was 
about; all his students understood and profited by his 
teaching and his list of successes in the DPH was always 
very high. Thesame clarity of expression and insistence 
on the explanation of details was obvious in his book on 
Hygiene and Public Health and in the companion volume 
of Public Health Laboratory Work, both of which went 
through many editions, and the latter was for many 
years the favourite practical handbook of the DPH 
student. He was also an admirable examiner in his 
subject, in London, Wales, and elsewhere. 

Being so well known, Kenwood was often consulted 
by old students in their difficulties and he was unwearied 
in giving helpful advice and assistance. 
was soundly based on his own experience, for he was 
MOH for Finchley (1894 1904), deputy MOH for St. 
George’s, Hanover Square (1895-1905), and for many 


century North-country ecclesiastic, 


His knowledge . 


years concurrently MOH for the borough of Stoke 
Newington and the county of Bedford. 
- At one time president of the Society of Medical 
Officers of Health, in that capacity and otherwise he 
did much publicly and behind the scenes to frame and 
implement public health administration, and this was 
aided by a pleasant conciliatory manner and unruffied 
temper. During the last war he was made a temporary 
lieut.-colonel, RAMO, afterwards retaining honorary 
rank and serving on the Army Hygiene Consultative 
Committee. His active public work left him little time 
for scientific investigation, and in such work he was not 
specially interestéd, but.a few useful studies stand to his 
credit. His Milroy lectures of 1918 dealt with teaching 
and training in hygiene. l an 

By the older generation Kenwood is remembered as a 
congenial colleague, a skilful teacher, and a wise and 
reliable guide to the intricate problems of public health. 


His books may have outlived their usefulness, but their 


teaching and the spirit behind them endures. 


. JAMES PALEY BIBBY 
MB LEEDS, MRCP 


James Paley Bibby was named after the great 18th- 
author of the 
Evidences of Christianity. A Yorkshireman by birth, 
upbringing, and education, he was originally intended for 
a business career, but while studying textile engineering 
at Keighley he lived with his cousin Dr. Spencer, and in 
this environment: he decided to change his faculty. 
Graduating MB at Leeds in 1907, he spent the next four 
years in a succession of first-class resident posts—he was 
house-physician to A. G. Barrs, house-surgeon to Harry 
Littlewood, resident medical] officer at the Ida and Robert 
Arthington Hospital, and in London house-physician 
to Horton-Smith Hartley at the Brompton Hospital. 
With this experience behind him he returned to Leeds as 
resident medical officer at the Infirmary, a post which, 


. owing to the war, he held for eight years. 


In 1919 he was appointed physician in charge of the 
VD department, and in this office he was both a member 
of the honorary staff of the Infirmary and an official of the 
municipality. ‘‘ Had circumstances been otherwise,”’ 
writes M. S., ‘‘ Bibby would undoubtedly have become a 
general physician. But the loss to general medicine 
was gain to a specialty which badly required the services 
of sane, level-headed, high-principled men. In his work 
he never spared himself, and, with evening as well as day 
clinics, he was left with but little leisure.” 

In’ the university, Bibby held the post of clinical 
lecturer in venereal diseases from 1919 until his death. 
An excellent teacher, full of common sense, he was 
trenchant yet diffident, but concealed his diffidence 
behind a mask of wit. ‘For the last ten years 
he had been clinical sub-dean of the faculty of medicine, 
and he was also acting secretary of the Infirmary at the 
time of hisdeath. In the duties of these offices he was as 
painstaking as in his professional work: no one-could 


have beer more punctilious in attendance at meetings or 


more faithful in the minuting of deliberations. ‘‘ His 
generosity to the needy was unbounded. A man of 
broad sympathy and transparent. honesty, he was 


intolerant only of humbug.” 


CHARLES RANKIN 
l MRCS i 


/ ~ 

Dr. Charles Rankin, who died on May 8, had been for 
many years minister to a Presbyterian church in Liver- 
pool. But after much thought he came to the decision 
that he could more truly serve his fellow men as a doctor 
than as a minister, and soon after he qualified in 1925 
he was firmly established as a psychiatrist in Liverpool 
and in London. In 1927 he published Religion and the 
New Psychology and four years later he was appointed 
visiting psychiatrist to Walton Hospital. ‘“‘ Rankin’s 
keen adventurous spirit ’’ writes B. W. “led him to the 
investigation of the newer. methods of vaccine and 
endocrine therapy in the treatment of those with a 
diseased mind. His previous work as a minister, his 
understanding of human nature, his readiness to help 
a colleague, his entire and simple faith all deepened his 
psychological insight.” R oO 
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CASUALTIES’ 
: _ DIED ` 3 
Squadron-Leader HAROLD BERNARD Hunt, MD BIRM., MRCP, 


RAFVR 
Lieutenant Evite Mary. ROBSON, MB LOND., RAMC 


WOUNDED 
Captain D. H. BRown, MRCS, , Captain E. G. HARDY, RAMC 
RAMO e | 
Captain A. F. CRICE, MB | Major DONALD MACRAE, MC, 
LOND., RAMO | MB GLASG., RAMO 


Gaptain G. C. GRIFFITHS, MB 


LPOOL, RAMC | Captain J. WATSON, RAMC 


AWARDS 
DSO 
Lieut. Colonel N. J. P. HEWLINGS, MB CAMB., RAMC 


MENTIOYED IN DISPATCHES 
Surgeon Captain G. E. DORMER ELLIS, RN 
Surgeon Lieut.-Commanders: F. W. BASKERVILLE, RN, 
- RR. B. H. FAI0HNEY, RNvR, F. C. EDINGTON, RNVR. 
Surgeon Lieutenants: G. M. BAIRD, RNVR, J. D. B. BARD, 
` RCNVR, D. R. KERR, RNVR 


MEMOIR 


Squadron-Leader H. B. Hunt, who died on June 10 at the 
age of 33 while serving as medical officer at a RAF group 
headquarters in South East Asia, graduated MB at the Uni- 
versity of Birmingham in 1935, took his MD’ two years later 
and the MRCP in 1938. After holding a house-appointment 
at the Birmingham General Hospital he was awarded the 
Fenwick asthma research scholarship, and later became 
assistant medical officer at St. Mary Islington Hospital. His 
published work included papers on the use of ascorbic acid in 
bronchial asthma, on differential serum vanadate sedimenta- 
tion reaction and the eosinophil count in asthmatics. In 1940 
-he joined the medical branch of the RAFVR. He'was @ 
member of the brane es Arehpolggical Society. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED JUNE 9 


N otofications. —tThe following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1409; whooping-cough, 1033 ; diphtheria, 423 ; 
paratyphoid, 4; typhoid, 6; measles (excluding rubella), 
3468 ; pneumonia, (primary or influenzal), 427 ; 
peral pyrexia, 128; cerebrospinal fever, 52; -polio- 
myelitis, 6; polio- -encephalitis, 5; encephalitis lethargica, 
5; dysentery, 426 ; ophthalmia neonatorum, 62. 
No case of cholera or plague was notified during the week, 
but there were 2 imported cases of typhus—1 at Stepney 
and 1 at Hambledon, Surrey. 


The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on June 6 was 942. ‘During the 

previous week the following cases were admitted : ones fever, 41; 
diphtheria, 28; measles, 67 ; whooping-cough, 

Deaths. —in 126 ge towns there were no deaths 
from enteric fever, 1 (0) from scarlet fever, 4 (0) from 
measles, 3 (0)-from whooping-cough, 8 (0) from diph- 
theria, 45 (5) from diarrhcea and enteritis under two 
years, and 15 (1) from influenza. The figures in paren- 
theses are those for London itself. 

‘Birmingham had. 5 deaths from diarrhea and enteritis, Man- 
chester 4. 

The number of stillbirths notified during the week was 
209 (corresponding to a rate of 30 per thousand total 
births), including 21 in London, 


TATA MEMORIAL Trust.—The following awards will be 
made by the trust in October for research in blood diseases, 
with special reference to leukaemia : 


Granie for research’ expenses: Dr. P. A. Gorer (London); Dr. 

. H. T. Robb-Smith (Oxford). . 
Personal grant: Dr. Penelope Hammick (Oxford). 

. Part-time personal grant and grant for research expenses: Dr. 


Warner Jacobson (Cambridge). 
Since these awards do not fully use the funds available, it is 
hoped to issue an advertisement for new candidates from the 
continent of Europe and elsewhere, as soon as conditions permit. 
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Notes and News. 


MEDICAL AND SURGICAL AID TO CHINA 


To help the Chinese Government to. build up medical 
services, UNRRA has arranged to send medical experts and 
supplies. Medical books urgently needed by the Chinese 
universities have already been dispatched, and part of their 
journey has been made by air. Thirty medical and health 
experts are being sent to train personnel in centres to þe 
established by the Chinese government, and equipped by 
UNRRA. Training centres will be opened in Chungking and 
Chengtu early this summer, and later in Kweiyang. When 
Nanking and Peiping are liberated from Japanese control, 
other centres will be formed in these cities. Short intensive 
courses averaging 6-18 months will be given, and refresher 
courses are being planned for medical practitioners, as well as 
public health courses for recently graduated doctors and 
nurses who have not had public health experience, technical 
courses for partially qualified doctors and nurses, and training 
courses for attendants, nurses, and midwives. 

Even before the Japanese invasion, China’s public health 
services were wholly insufficient, and there was shortage of 
doctors, nurses, drugs, and hospital equipment. Now, after 
8 years of war, it is estimated that there is only one doctor for 
every 40,000 persons in China, and one hospital bed for every 
10,000 persons. War action has wrecked sewage- -disposal 
plants and has contaminated water-supplies. Up to 40% of 
hospitals have been destroyed or looted. Danger to national 
health will be even greater when the millions who have been 
driven from their homes begin to return. It is stated that 
China will need to train roughly 35,000 technicians in the 
next four years to administer her medical relief ‘programme. 

For this programme UNRRA is now recruiting medical 


experts in the United States, Great Britain, Australia, and . 


Canada. Recruits include surgeons, physicians, dentists, 
nurses, sanitary engineers, maternity-and infant-care special- 
ists, tubercylosis specialists, and hospital and public health 
administrators. The first to be sent will be men with géneral 
medical experience ; specialists will follow later when training 
programmes are set up. Shipping space has been allowed 


to carry to India the supplies needed to start the training 


programme, and these will be moved into China by air. 

These are long-term plans. While they are maturing, 
medical and surgical teams of the Friends’ Ambulance Unit 
are giving immediate service to the Chinese Army. One such 
team, consisting of two or three doctors and 9-12 nursing and 
technical staff, has been working on the Burma Road where 
casualties have been brought over the mountains from the 
more advanced first-aid posts. Dr. W. M. Darling, the leader 
of the team, tells of a steady decline in war surgery compen- 
sated for by the growing outpatient work—minor surgery, 
chest fluoroscopy, and laboratory studies. The war surgery 
would have shown'an even greater decline if it had not been 
for the unexpected arrival of a group of casualties from a 
clearing station elsewhere in the valley. The patients in that 
station had somehow been overlooked for three months after 
treatment by forward units. They were malnourished, 
infected with hookworm, toxic and exhausted from chronic 
suppuration in compound fractures which had never been 
immobilised, and in misery from huge bedsores. In spite of 
treatment and éxtra diet under the care of the unit, a third of 
this group died. 

Dr. Darling is able to report how the ingenuity of the team 
saved the life of a man with a spleen ruptured in a fight. 
cause of the trouble was only recognised when he was on the 
table, and he soon became exsanguinated. 
about 1400 c.cm. of blood, representing. about half the total 
loss. of blood, by wringing abdominal packs into a bowl 
containing sterile sodium citrate to prevent clotting. . We 
prevented further loss by compression of the spleen pedicle, 
began transfusion of the blood, and completed removal. We 


_ tied his wound quickly together with stitches going through 


skin, muscle, peritoneum and all, and finished trans- 


ferring back his own blood. The return of the blood to the- 


circulation caused extraordinarily rapid recovery from what 
seemed hopeless hemorrhage, and he has never looked back. 
So in the firgt all-Chinese transfusion I have successfully 
completed the patient was his own donor.” 


PADDINGTON MEDICAL SOCIETY. — The annual general meet- 
ing is to be held on June 26, at Paddington Tuberculosis 
Dispensary, 14, Newton Road, W2, at 9 PM., when Dr. Z. Green, 


the president, will speak on war experiences in general practice. 


me 


~ 


The . 


“We saved. 
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PENAL REFORM 


THe Howard League for Penal Reform, ‘a non-party 
organisation working for the prevention of crime and delin- 
quency, the fair trial of accused persons, and the wise treat- 
ment of those found guilty of offences,” believes that a com- 
prehensive measure of penal reform is urgently needed and 
proposes that it should provide, inter alia, facilities for full 
medical and psychological examination of offenders after 
finding of guilt and before sentence; the abolition of the 
present antiquated and insanitary fortress prison and the 
extension of the minimum-security or camp prison: with 
up-to-date sanitation and equipment for productive employ- 
ment, education and recreation for body and mind ; and the 
establishment of -institutions for women conducted on the 
cottage-home plan, with adequate staff and equipment for 
medical and educational services, with particular emphasis 
on home management and child care. The League suggests 
payment of wages to prisoners, with division of earnings 
between the State (for maintenance), the dependants, and the 
prisoner, and the inclusion of prisoners as employed persons 
under any scheme for social insurance. It holds that every 
prison medical officer should possess a diploma in psycho- 
logical medicine, and recommends reorganisation of services 
to provide better training for staffs of prisons, hostels, and 
schools, together with better salary scales and superannuation, 
and opportunities for transfer without loss of pension rights 
between all these and other branches of State social service. 
Non-penal colonies should be provided for habitual criminals 
who appear incorrigible; committal to and release from these 
colonies would be determined by a specialist treatment board 
working within.a legal maximum sentence. The League’s 
policy also includes abolition of imprisonment for all persons 
under 21, abolition of corporal punishment, and abolition of 
the death penalty. Its address is Parliament Mansions, 
Abbey Orchard Street, London, SWI. 


J. IND. ARMY MED. CPS — 


oon Indian Army Medical Corps, formed in April, 1944, to 
supply the medical needs of the Indian Army, now has its own 
journal. The first number, just received, is dated January, 
1945, and the journal is to appear twice a year, in January 
and July. The annual subscription is Rs5 and the editor is 
Colonel D. R. Thapar, OBE, MD, Headquarters IAMC, Poona. 
The cover is in cherry and gold, the: Corps colours, and the 
journal opens with'’a message from Lieut.-General Gordon 
Wilson, DMS in India. The scientific articles are of the 
“ review ’’ type, by recognised authorities—Brigadier E. A. 
Bennet on Army psychiatry in India, Colonel E. E. Prebble 
on the treatment of venereal] diseases, Major S. K. Das on 
sulphonamides in ophthalmology, Lieut.-Colonel H. R. S. 
Harley on penicillin, and Brigadier H. L. Marriott on scrub 
typhus—but the journal will perhaps be even more valued by 
members of the Corps, scattered throughout the Far East, for 
its accounts of personal experiences, awards, and other news 
of the doings of their colleagues. 


Royal College of Surgeons of England 


At a meeting of the council held on June 14, with Sir: 


Alfred Webb-Johnson, the president, in the chair, the six- 
teenth Macloghlin scholarship was awarded to P. G. J. 
Duncan of Epsom College. Sir Reginald Watson-Jones was 
appointed the representative on the court of the University of 
Liverpool. Mr. Ernest Finch was reappointed the representa- 
tive on the court of governors of the University of Sheffield, 

and Sir Frank Colyer a Hunterian trustee. 

Diplomas of fellowship were granted to the following : 


E. J. J. Borges, P. H. Lenton, W. R. Welply, Doreen Nightingale, 
F.-X. Darné, I. J. Thomas, D. G. Lambley, A. H. Harvie, and 
William Houston. 

Diplomas of membership were granted to Jack Upsdell ani 
to David Verel and diplomas in anæsthetics, jointly with the 
Royal College of Physicians, to the following : 

Eric Asquith, Wolf Aukin, N. W. Bartrop, R. A. Binning, Angela 
J. Brayn, Diana M. M. Carr, D. J. Carter, John Clutton-Brock, 
T. A. Copp, Audrey M. Dealler, W. M. Dinwoodie, Elizabeth H. 
Pe A. C. Forrester, Mary Foster, Margot W. Golds mie: 

N. A. Herdman, H. C. Hil, J. K. Irving, B. D. Johnson, 
E Kenton, Janóa Lorber, Wi S. MacGowan, G. i McGrath, 
H. P. Price, WwW. K. Rae, Kathleen M. Rains; David Reckless, 
Mary M. Richmond, Renće Ritchie, A. I. Robertson, W. N. 
Rollason, Benjamin Sullivan, Arthur Tom, Era Walton, and 
B. H. Wilshere. 


The Director-General of Army Medical Seivces ‘and the 
regular officers of the Royal Army Medical Corps have sent a 
donation to the restoration fund. This brings the total of the 
fund to nearly £40,000. 


University of Oxford 


‘On June 9 the degree of BM was conferred on D. F. van 
Zwanenberg in absences. : 


Royal Faculty of Physicians and. Surgeons of Glasgow 


At a meeting of the faculty held on June 4, with Mr. W. A. 
Sewell, the president, in the chair, Sir Alfred Webb-Johnson, 
PRCS, was admitted to the honorary fellowship. . 


National Association for the Prevention of Tuberculosis 


On Wednesday, July 11, at 2.30, PM, at the London: School of 
Hygiene, Keppel Street, WCl, the association is holding a 
discussion on the problems of aftercare of the tuberculous. 
The speakers will be Dr. F. R. G. Heaf, principal assistant 
medical officer of the LCC, Mr. R. E. Gomme, of the Ministry 
of Labour, and Mr. Peter Fraser, managing director of 
Papworth and Enham Industries. 

‘Miss Nancy Overend, LLB, barrister-at-law, has been 
appointed social welfare secretary of the association. The 
appointment is a new post, designed to further investigation 
into the problems of rehabilitationtand resettlement of the 
tuberculous, especially with regard to individual cases which 
do not easily fit into standard schemes, 


Births, Marriages, and Deaths 


BIRTHS 


PERG: PaO June 15, at Staines, the wife of Dr. Henry Bergh—a 

augbter. 

ELLIoT.—On June 10, at Moreton- in-Marsh, the wife of Major T. E. 
Elliot, RAMC—a daughter. 

GELL. —On June.12, the wife of Dr. P. G. H. Gell—a son. 

INNES.—On May 7, at Belfast, the wife of Dr. J. R. S.-Innes, 
Colonial Medical Service, Gold Coast—a daughter. 

JEFFERY.—On June 10, in London, the wife of Surgeon Lieut.- 
Commander C. C. Jeffery, FRCS, RNVR—a daughter. 

LA FRENAIS.—On June 7, the wife of Dr. Walter H. L. La Frenais, 
of Runcorn—a daughter. 

PEPPER.—On June 14, in Glasgow, to Patricia, the wife of Surgeon 
Lieut. -Commander Richard Pepper, RNVR—a daughter. 

ROBINSON.—On June 7, at Slough, the wife of Dr. Allan Robinson— 
a daughter. 

STEPHENSON.—On June 12, in London, the wife of Surgeon Lieuten- 
ant S. F. Stephenson, RNVR—a daughter. 


MARRIAGES 


Dopp—Bonrn.—On June 16, in London, Harold Dodd, FRCS, 
Harley Street, to Mary Bond. 

DovuGLAS—-WHITLEY. —On June 9, at Lindfield, Donald Macleod 
Douglas, MBE, MS, major RAMC, to Margaret Diana Whitley. 

DUNCAN—J ACOBY. —On June 7, at Branksome Park, Malcolm 
Duncan, captain RAMC, to Eunice Ethel Jacoby, QAIMNSR. 

Jonrs—Bonsor.—On June 12, at Birmingham, Arthur Jones, 
MRCP, captain RAMC, to Caroline Bonsor, VAD. 

MILLER—J ACKSON.—On June 1 2, at Northwood, Robert Alexander 
Miller, MRCP, captain RAMC, to Ida Isolda Astwood Jackson, 
MB, lieutenant, RAMCE. 


= Muxro—Joxes.—On June 11, in London, i. Campbell Munro, CB, 


major-general IMs retd., to Aldyth Denbigh Jones. 
MURRAY KERR—PEREIRA —On June 9, at Lavistock, Peter 
Murray Kerr, surgeon lieutenant RNVR, to Philippa Waverley 


Pereira, WRNS. 
DEATHS . 


BoYLE.—In December, 1944, in Guernsey, Michael Boyle, OBE, MB 
RUTI, lieut.-colone]l RAMC retd., aged 79. 

COLVILLE.—On June 15, Ernest George Colville, FRCS, formerly of 
Ashford, Kent, and Folkestone, aged 86. 

DoOUGLAS.—On June 9, Claude Douglas, FRCS, of Oxford, aged 92. 

HARMAN.—On June 13, Nathanicl Bishop Harman, MB CAMB., LLD 
MANC., FRCS, aged 76. 

Last.—On June 9, George Valentine Chapman Last, MRCS, PLC 
of Sefton Park, Liverpool. 

Rosson.—On June 10, at Coimbatore Military Hospital, India, 
Edith Mary Robson, MB LOND., lieutenant RAMC, of Ringwood 
Avenue, London, N.2, aged 25. 7 


Appointments 


HOSPITAL FOR SICK CHILDREN, Great Ormond-street.—The following 
appointments have been ‘made: 
FRANKLIN, A. W., MB CAMB., FRCP, temporary assistant physician. 
NEwWNs, G. H. , MB LOND., MRCP, temporary assistant physician. 


*,* In our previous announcement (June 9) of these appointments 
at Great Ormond Strect it was not stated that they are tempor- 
ary. The hospital board has not, in-fact, fled any vacancies 
occurring during the war on the medical or surgical staff. 
In order to cope with the increasing volume of work it has 
made temporary appointments, tenable, at its discretion. for 
the period of emergency. But when the émergency is ended, 
all vacancies will be advertised in the ordinary way and open to 
competition. This was made clear in the announcement 
reaching us from, the hospital, but not in our abbreviated 
version. —Epn. L. 


- The fact that goods made of raw materials in short rupo owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. , 
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THE SPIRIT OF RESEARCH ala 
A PLEA FOR INDEPENDENCE 


MERVYN GORDON, OMG, OBE, MD, BSO OXFD, LLD, FRS 


| CONSULTING BAOTERIOLOGIST TO ST. BARTHOLOMEW’S 
“HOSPITAL, LONDON 


-~ Taz practical application of current knowledge to 
the alleviation. of suffering and the prolongation of life 
is the privilege of the physician or surgeon. Disease is 
organised. Part of its organisation is known ; a greatér 
part unknown. Research deals with the latter ; it 
attempts to discover : in humbler branches to confirm and 
extend the discoveries of others ; in the higher branches 
to obtain knowledge at first hand on matters about which 
little or nothing is known. 

Research is its own reward. A genuine investigator 
should be equally immune to the praise or blame of his 
fellows. After all, he is the best judge. They can only 
see part of the picture. 

' weary months spent in working in the wrong direction, 
the failures, the mistakes, the scrap-heaps, the disap- 
pointments, and the snubs that Nature often administers 
to him with such. vigour when he begins to feel unduly 
hopeful or elated. Nature, however, is never one- sided, 
and few pleasures are equal to that of a genuine discovery, 
„however small and unimportant. Nor is this pleasure 
neutralised when such a discovery is found to have been 
made previously by somebody else. That gives con- 
fidence and actual encouragement to an investigator who 
is worth his salt. In course of time the investigator 
will come to realise that Nature is never wrong, that the 
fault—when fault there is—lies with himself, and thus 
he gradually comes to be immune to disappointment. 
Failures can interest him equally with successes; for, 
properly applied, a failure may sometimes be made to 
lead directly or indirectly to success. 

It is characteristic of bacteriological research that a 
plan made beforehand, however carefully it is schemed, 
seldom works in practice. It is also characteristic of such 
research that, provided the investigator is constantly at 
work, some new point or other will crop up. Such points 
may not always be new to others, and they may not be of 
much importance, but they serve as a fillip to the investi- 
gator and compensate him for much sterile labour. | 

A time comes in many a research when the question 
has to be decided whether the method shall be master 

‘of the investigator, or vice-versa. The truth is that 
each method only takes us a certain way, and science is 
advanced, not by methods, but by those who invent, 
apply, and improve them, or introduce better ones. 

' An investigator should expend ag much care on the 

staff work of his research as on the executive portion. 

Both parts of his organisation should continually be 
reacting on each other. One of the difficulties of research 
is to judge correctly as to the right direction in which to 
advance, when to experiment over a broad front, when 
to concentrate, when to mark time, when to press 
forward, when to turn, and when to withdraw. Each 
advance must carefully be prepared beforehand by 
getting together the necessary materials. A big research 
is really.a series of experimental campaigns, all of which 
need careful correlation and forethought in accordance 

with the relative importance and urgency of their 
various objectives. 

It has become fashionable lately to extol the advan- 
tages of team-work, and undoubtedly coöperation is 
advantageous in order to cover a wide field. At the 
same time if one examines critically the completed work 
of research teams, one will often find that when progress 
has been made, the key discovery was due chiefly to the 
enterprise or power of perception of an individual of the 
team. Investigations can be directed, and investigators 
À. Reprinted from St. Bartholomew’s Hospital Journal for June, 1920, 

y courtesy of the Editor. 
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kept in touch, but the advancement of knowledge is 
almost always due primarily to individual, imagination, 
initiative, courage, industry, skill, or grip. In reality 


‘international teams are already at work. They are 


keenly watching each other’s progress in a world-wide 
tournament with the unknown that is in continual action ` 
for the benefit of mankind. 

King Arthur’s round table is thus a better symbol of 
research today than the organisation of the soldier or 
bureaucrat, however excellent and necessary such dis- 
ciplined organisation may be for the particular purpose 
for which it was designed. The mainspring of scientific 
progress is not uniformity, but independence of thought 


. translated into experimental action, and individuality is 


one of the most precious, stimulating, and necessary 
qualities of an efficient investigator. It would seem that 
Nature does not yield her secrets to groups, but to 
individuals: who have the nous first to formulate the | 
right question, and then to ask it in the correct experi- 
mental manner. Nature is very particular about the’ 
last ; she only answers when compelled to do so. 

An investigator cannot be too certain of his facts—they 
are sure to be challenged by someone or other—and 
further, he cannot take too much pains with his report. 
He will realise that to tell the exact truth is one of the 
most difficult things in the world. However much 
trouble he may take, someone will misunderstand him. 
But if he describes exactly what he did, and the results 
obtained, and keeps his inferences well within what his 


-data justify, he can never be wrong. For that reason 


it is wise to. distinguish between inferences and con- - 
clusions, because the latter may have to be modified in 
the light of further evidence. 

No research is ever quite complete. Itis the glory ofa 
good bit of work that it opens the way for still better, 
and thus rapidly leads to its own eclipse. The object 
of research is the advancement, not of the MAN ESAB ALOE, 
but of knowledge. 


LYMPHOGRANULOMA INGUINALE 
IN THE ROYAL AIR FORCE 


.C. R. MCLAUGHLIN, MB CAMB. & EDIN., FECSE 


SQUADBON-LEADER RAFVR ; SURGICAL SPECIALIST AT A 
RAF HOSPITAL 


. LYMPHOGRANULOMA inguinale* occurs only in limited 
areas, but it is a serious problem in parts of West Africa 
and the West Indies. Admirably detailed accounts by 
Law (1943) and Stammers (1943) described the disease 
as seen in troops in West Africa, where 80-90% of the 
patients were coloured ; and their convenient classification 
of the pathology into four stages is used in this article. 

At a Royal Air Force station hospital in the West 
Indies over 50 cases were seen during two years in 
European airmen; and the disease and its~control — 
appeared to differ in some aspects from the accounts 
already mentioned. l l 


CLINICAL PATHOLOGY 


The stages of the disease have been umansi by 
Stammers and Law as follows : 


Stage 1.—A firm solitary gland, usually tender, but often 
not painful. This gland is mobile,'` and there are no skin 
changes. The small penile ulcer or pimple which constitutes 
the primary lesion may be visible, but in nearly three-quarters 
of our cases there was neither history nor sign of this. 

Stage 2.—The stage of periglandular inflammation. The 
adenitis is more diffuse, and there is evident periadenitis. 
Skin changes appear, and in the fully developed phase a 
brawny mass is present. 

Stage 3.—There is suppuration with softening of the matted 
Usually there are multiple small foci (referred to 
below) ; but occasionally there is a unilocular cavity, which 
clinically may resemble an infected sebaceous cyst, with a firm 
ring of fibrous tissue around a soft fluctuant central zone. 


sjt must not be confused with granuloma venereum, known in 
America by the still more misleading label ‘‘ granuloma 
inguinale,” an entirely separate clinical entity. 
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Stage 4.—Suppuration has gone on to ulceration. There is 
an area of purple necrotic skin, breaking down into one or more 
sinuses, or occasionally forming a single shallow ulcer. Even 
the most vigorous chemotherapy often has no demonstrable 
effect at this stage. 


No anorectal lesions were seen. There seems little 
reason to suppose that these occur in men after normal 
coitus, no matter how severe the infection. 


DIAGNOSIS 


While the clinica] picture was a very definite one, and 
the strictly inguinal distribution of the affected glands 
seldom suggested adenitis of any other origin (except 
syphilis), the Frei test was at times misleading. Of our 
first 40 cases of definite ‘‘ clinical ’’ lymphogranuloma 
inguinale, 10 had persistently negative Frei reactions, 
and 5 more were “‘ doubtful negatives,” only 25 (62%) 
being positive. The test, if negative, was repeated 
regularly, so an opinion could be formed as to the approxi- 
mate time lag between the appearance of. the bubo and 
‘the first positive reaction. This varied from 7 days 

(in 6 cases) up to 70 days, and in one case was 107 days. 
Three other points of diagnostic interest were noted. In 
many cases the temperature, especially during stage 2, 
was remarkably flat, usually about 101° F, but varying 
as little as 0-2°F between morning and evening; this 
‘ plateau ” often lasted for 5 or 6 days. Secondly, it was 
shown in specific instances that a positive Frei could 
develop during chemotherapy ; and lastly, in no case did 
the disease appear except after intercourse with a 
coloured woman. 

TREATMENT 

After an initial trial with intravenous tartar emetic in 
12 cases, which gave only moderate results, sulphathia- 
zole (and later sulphadiazine) was adopted. . The routine 
dose was 25-30 g. by mouth in 5 days, and in stubborn 
cases this course was repeated after a brief respite. In 
21 out of 26 patients the response to the sulpha drug was 

recorded as ‘‘ good ” or ‘“‘ very good,” and this implied 
speedy and permanent resolution of the lesion. Neither 
anthiomaline nor penicillin was available, and so no 
comparison was possible. 

Advanced cases.—It was in the management of cases in 
stages 3 and 4 (those showing abscess and sinus formation) 
that our experience materially differed from the West 
African reports. It was soon evident that these late 
cases were apt to be extremely chronic; and where 
chemotherapy had failed, and a sinus had become 
established, months might pass with no material change 
in the condition. 


A mistake in the diagnosis and treatment of one of our - 


first cases gave a clue to the basic reason for this sluggish 
progress. In this particular patient I decided to remove 
by block dissection a large mass of brawny and non- 
fluctuant inguinal glands of doubtful etiology (the Frei 
test was negative then, but later became positive). No 
frank pus was encountered, but there was a ‘‘ honey- 
comb ”’ type of necrosis in the individual glands. The 
wound broke down, and, though no obvious infection was 
present, healing was very slow, taking 60 days in all. 
It was apparent that the cause of this slow healing was 
not secondary infection, but a gross disturbance of the 
lymphatic drainage. The whole wound area was of an 
almost ‘‘ woody ” consistency. It was later realised that 
the lesions of stages 3 and 4 were slow in healing for this 
very reason, and that a sluggish Jymph return and not 
secondary infection was the main trouble. However, the 
slowly necrosing glands seen at biopsy appeared to need 
surgical intervention, because externa] drainage was very 
restricted, even after a spontaneous sinus had formed. 

Surgical methods.—Since the healing of an abscess or 
sinus was thus retarded by both diminished lymphatic 
return and inadequate external drainage, some surgical 
aid was considered logical. The usefulness of aspiration 
has rightly been stressed, and 12 of our cases were treated 
thus, one man having pus removed on six occasions 
—in fact, we regarded this as the first line of attack 
whenever fluctuation was found. However only 5 of the 
12 recovered without forming a sinus or requiring more 
radical surgery, in spite of strict precautions. Local 
injections of drugs was not tried. 

The reason for these failures was later clear at opera- 
tion, when large numbers of individual glands were found, 
showing intense fibrous periadenitis and containing a 


loculus of pus or necrotic material. When such cases 
did not respond to conservative measures and the skin 
appeared certain to give way (or:had already done so), 
operation was carried out as follows. 

Under general anesthesia the abscess was incised (or the 
sinus laid open) and the affected area explored digitally. 
The associated loculi could be entered’and curetted, much- 
as a breast abscess is treated ; by using the finger only, 
the danger of infecting healthy tissues was nil, since the 
extent of the necrotic zone was readily felt. Occasionally 
scissors were used to open a narrow and densely fibrosed 
track of the ‘‘ collar-stud ” type. 

Sulphanilamide powder was then packed into the 
wound and kept in contact with it by a length of * Vase- 
line’ gauze. This was covered with ‘ Elastoplast ° and 
left for 7 days. At the next dressing a clean red granu- 
lating surface was found, and the powder and gauze were 
reapplied. The wound then healed slowly, taking an 
average of 57 days. But the toxic symptoms and 
inflammatory signs, including the pain, were relieved, and 
the demoralising effect of a persistent sinus was removed. 


. Consequently, in spite of the long convalescence patients 
were glad of the operation, for they could appreciate - 


the steady clinical improvement that followed it. This 
attitude of the people most concerned was regarded as 
important support for an unorthodox procedure, since 
patients with chronic conditions are apt to be shrewd 
observers and critics. Eight cases were treated in this way. 


DISCUSSION 

From this series, where so few of the patients reached 
the advanced stage, it is impossible to adduce statistical 
proof that surgery gives the quickest cure. It can only 
be stated that several cases (before operation) showed 
absolutely no change with long courses of sulphadiazine, 
and the whole clinical appearance was reminiscent of 
an obstinate tuberculous lesion. Ultimately, secondary 
infection was bound to occur, and this (as Law points 
out) increases the toxic effects. 

` An average period of 57 days in hospital after operation 
sounds slow. But if proper ‘‘controls’’ had been possible 
we had little doubt that they would have been ill 
still longer. 
inguinale as seen in the West Indies, which fail to respond 
to chemotherapy, will in any circumstances require 
several weeks in hospital. And the reason for this lies 
in the fact that lymphogranuloma is a lymphatic lesion, 
and nothing can materially alter the inevitably poor 
lymph drainage. It is not impossible that cases in the 
Caribbean are more obstinate and indolent than those 
described elsewhere. : 

To say that secondary infection from outside is the 
main surgical danger is untrue, for the pus at operation 
is usually sterile, and with proper dressings and adequate 
drainage the wound should remain clean. It is only a 
menace when a spontancous sinus is allowed to form. 
Surgical drainage cannot influence the råte of internal 
absorption but it does promote healing in three ways : by 
the evacuation of’ debris; by reducing tension; and 
through the local bacteriostatic effect of the sulphanil- 
amide powder. l 

SUMMARY 

A series of 50 cases of lymphogranuloma inguinale 
among white airmen in the West Indies is described. 

Even when the clinical diagnosis was clear, the Frei 
test was often slow in becoming positive, and was some- 
times persistently negative; it can become positive 
during chemotherapy. l l 

Of 26 cases treated with sulphonamides by mouth, 21 
responded well. | 

The slow healing of advanced -cases is attributed to 
the disturbance of lymphatic drainage rather than to 
secondary infection. 

Surgery is justified in late cases which do not respond 
to sulphonamides. The technique is described. 

Much of the work on which these notes are based was done 
by Flight Lieutenant E. N. Gauld, oflicer i/e VD Dept. in this 
RAF Hospital, to whom I am greatly indebted ; however, the 
opinions expressed here should be treated as a personal view. 
My thanks are due to the Director General, RAF Medical 
Service, for permission to publish this report. 
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PRODUCTION OF 
STERILE AND STABLE PENICILLINASE 


WILSON SMITH, MD MANO. MURIEL M. SMITH * MA CAMB. 
2 \ i 
PROFESSOR OF BACTERIOLOGY RESEARCH WORKER 
f as UNIVERSITY OF SHEFFIELD 


THe bacteriological control of penicillin therapy often 
calls for the employment of penicillinase. This 
is especially so in infections characterised by recurrent 
bacterizemia such as subacute bacterial endocarditis, and 
in neurosurgical cases where ‘the persistence of organisms 
-in cerebrospinal] fluid containing a high concentration of 
penicillin is not uncommon. Penicillinase is, moreover, 
essential for testing the bacteriological sterility of 
penicillin itself. T , 

The methods of production previously described suffer 
from some disadvantages (Harper 1943, Duthie 1944). 
The insoluble bacterial powder of Harper is unsuitable 
for use on solid media, gives a confusing turbidity in 
liquid media, and may contain surviving paracolon 
bacilli. The sterile filtrates of Duthie suffer from none of 
these drawbacks but his method demands cultivation of 
the organisms for several days with periodic addition 
of penicillin to the substrate. We have been unable to 
confirm some of his claims regarding Seitz filterability and 
thermostability of penicillinase solutions, but this may 
be due to the fact that we have worked exclusively with 
penicillinase obtained from a paracolon bacillus whereas 
Duthie’s products were from strains of “B. subtilis. 
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of'dilutions in digest broth is prepared as required. The 
penicillinase solution to be tested is diluted 1 in 20 in broth, 
and 0-5 ml. added to an equal volume of each penicillin 
dilution. Without preliminary incubation the mixtures 
are seeded with one drop of an overnight broth culture of the 
Oxford staphylococcus. Within wide limits the actual 
number of organisms inoculated is immaterial. Results are 
read after incubation at 37° C for 24 hours, the end-point 


being taken as the highest concéntration, of penicillin to 

allow visible growth. 

Method of penicillinase production.—Agar plates are 
heavily inoculated from a digest broth culture of the 


paracolon bacillus and incubated at 37° O for 24 hours. 
The growth is scraped off in a minimum quantity of 
distilled water, about 15 ml. of very thick suspension 
being obtained from 40 plates. The bacterial suspension 
is dried in vacuo, first over CaCl, and then over P.O;. 
The dried organisms are ground thoroughly in a dry 
mortar with a little powdered ‘ Pyrex ’ glass, and emulsi- 
fied by the gradual addition of alkaline water (water 
adjusted to pH 9-5 by addition of dilute NaOH) to give a 
1% suspension. The suspension is centrifuged and the 
supernatant fluid clarified by filtration through paper 
pulp. The clarifate is filtered through a gradocol 
membrane of average pore diameter 0:76 u. 
The resultant sterile filtrate has a reaction of approxi- 
mately pH.7-4 and an activity equivalent ranging from 
10,008 to 20,000 units of penicillin per ml. as determined 
by the method of assay described above. After an assay 
of its activity it is distributed in sterile glass phials in 


TABLE I-—THERMOLABILITY OF PENICILLINASE IN SOLUTION 


Penicillinase solutions 
(final dilution 1 : 40) 


Units of penicillin contained in 1 ml. volumes 


Heat ‘ ‘ 
| 
5:9 Unheated ao + + | + + + + + + + 
5:9 : 60° C for 30 min - - =- , = - = - == = + 
5:9 | 80°Cfor 30 min. - - _- | _ azs _ _ -. == + 
5:9 |100° Cfor 15 min. - _ - | - =- - - - - + 
7-2 |  Unheated - | + + | + + + + + + + 
7°2 | 60° C for 30 min. - ` = - i =- — + + + + + 
7°2 | 80° C for 30 min. _ - — _- - == == = - o+ 
7-2 :100° C for 15 min - _~ =a - ~ - — _ = | + 
aee] =f )2ifti|tt¢h¢)?l ele] el¢ 
š ? or á ææ á: | — -_ Aki = 
S-I | 80° C for 30 min. =- : = - - ! č = - _ =- =- = - | + 
8-1 (100° C for 15 min’ _ - _ - = E = _ - — ae + 


Eventually it will probably be found necessary to adopt a 
standard penicillinase ; meanwhile a simple laboratory 
method of obtaining a sterile and stable product may be 
found useful. | | 

Assay of penicillinase preparations.—Until a unit of 
penicillinase is defined and generally accepted potency 
determinations by different.methods are not comparable 
and the expression of activity in terms of units of peni- 
cillin inactivated by a given volume is meaningless 
except within a series of comparative tests carried out 
by the same technique. The following method of assay, 
for which no special advantage is claimed, was used for 
all estimations. 


_ A stock aqueous solution of sodium penicillin is made 
containing 10,000 Oxford units per ml., from which a series 


* Working with a part-time 


grant from the Medical Research 
Council. p Ja 


+ = growth of Oxford staphylococcus. 


= = No visible growth. 


1 ml. quantities, dried over P,O, and sealed: in vacuo. 
When required for use the dried penicillinase can be 
reconstituted by .the addition of sterile distilled water. 
It goes rapidly into clear colourless solution, and, since 
there is no reduction of activity during desiccation and 
reconstitution, the volume can be adjusted to give a 
solution of any desired potency. E l 
Comparison of extraction from wet and dried organisms. 
—Fairly potent penicillinase filtrates can be obtained by 
grinding the thick bacterial suspension with alkaline 
water without first drying it, but extraction is much 
more effective after the preliminary desiccation. In one 
experiment 40 plate cultures of the paracolon bacillus 
yielded 13 ml. suspension. Of this suspension 6:5 ml. 


- was ground very thoroughly with powdered pyrex glass 


and 25 ml. alkaline water, and a membrane filtrate was 
prepared in the usual way. The volume of the filtrate 
was 22 ml. The other 6-5 ml. suspension was dried to. 


TABLE II—THERMOSTABILITY OF DRIED PENICILLINASE 


Penicillinase 


Heat treatment 
solutions (final ere 
dilution 1: 40) while dry 
Parent filtrate 
Nil. 
100° C for } hr. in air 
Dried and 
Teconstituted 100° Cfor 4 hr. in vacuo 
Autoclaved at 15 Ib. for 
20 min. in vacuo 


Units of penicillin in 1 ml. volumes 


| 39 | 195 | 
+++| +++] tet | tet 
+++ tet ttt) +++ 
+++, ttt | ttt] ++ 
tee i tte | tet ttt 
LE PEt EL ae 
i 
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stable. 
‘totally immersed in boiling water for 30 minutes and one — 


desiccation. 
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‘give 0:4486 g. of bacterial powder; this was ground 


without pyrex glass, and 17 ml. final filtrate obtained 
which was made up to 22 ml. with distilled water. The 
two nee were e tested in parallel with the following 
resu 


1 ml. “‘ wet ” preparation = 5000 units penicillin. 
1 ml. “dry ” preparation = 20,000 units penicillin. 


Thermolability of penicillinase in solution.—Duthie 
(1944) found that heating a solution of B. subtilis peni- 
cillinase for 4 hours at 60° C produced no reduction of 
activity between pH 5 and pH 7 and a 50% loss at pH 8; 
further that “boiling for 20 minutes at neutral pH 
caused no alteration in activity. ” The experiment 
summarised in table 1 shows that paracolon bacillus 
penicillinase is thermolabile at acid, neutral, or alkaline 
reactions, being completely inactivated in 30 minutes 
at 80° C or in 15 minutes at 100°C. Heating to 60° C for 
30 minutes causes a reduction of activity of over 90% and 
the tests at this temperature indicate, in contrast to 
Duthie’s results, greater stability at pH 8-1 than at pH 
Numerous. experiments have: given entirely con- 
cordant results ; even 5 minutes at 100° C has invariably 
produced complete inactivation of our preparations, 


while heating at 56° C for 30 minutes has led to at least 


50% reduction. It is obvious therefore that filtrates are 
quite unsuitable for long storage, transport, or pees 
of standardisation. - 

Thermostability of dried penicillinase.—Dried ~peni- 
cillinase, unlike penicillinase in solution, is very thermo- 
Sealed phials containing dried filtrate were 


phial was autoclaved for 20 minutes at 15 Ib. pressure. 
The samples, together with an unheated one, were recon- 
stituted by the addition of water to the original volume 
and then tested in parallel with the parent filtrate. The 
results given in table 1 show that there was no reduction 
of activity either from drying and reconstitution or from 
any of the heat treatments. One of the phials immersed 
in boiling water was filled with dry air before sealing in 
order to provide a heat conductor and to TESE thermo- 
stability in the presence of oxygen. 


DISCUSSION 


It has been generally assumed that paracolon bacillus 
penicillinase is not dissociable to any great extent from 
the bacterial cells. Membrane filtrates of digest broth 
cultures do contain penicillinase in low concentration, 
but attempts to increase the yield by prolonging duration 
of growth, and by leaving cultures for several days to 
allow autolysis to occur, were unsuccessful. For a time 
we obtained extracts from the acetone and ether treated 
bacterial powder of Harper in the belief that the ether 
treatment was necessary to permit free release of peni- 
cillinase through the cell membrane, but it was subse- 
quently found that even more potent extracts could be 
obtained by the technique described above without any 
preliminary treatment of the bacteria other than simple 
It is probable that the desiccation serves 
merely to promote a much more thorough disintegration 
of the bacterial cells than can be attained by grinding in 
the wet state, even with the aid of an abrasive like pow- 
dered glass. The penicillinase of B. subtilis studied by 
Duthie is apparently much more readily dissociated from 


the cells ; this together with the discrepancies between his | 


results and our own in respect of filterability and thermo- 
stability strongly suggest that different penicillinases are 
synthesised by different bacterial species. 

The thermostabilities of the paracolon penicillinase in 
liquid and in dry form are in striking contrast. The fact 
that decreases of penicillin in geometrical progression 
were used in the tests recorded in table 11 might be 
considered to obscure reductions of activity up to 50%. 
The strictly comparable gradations of turbidity in each 
row however indicate that no appreciable reduction did 
in fact occur in any test. The sparser growth in mix- 
tures near the end-point is a constant phenomenon, due 
to the fact that neutralisation or inactivation of penicillin 
by penicillinase is a progressive reaction, so that, with 
approximately balanced reagents, growth is inhibited by 
free penicillin for a considerable time. On prolonged in- 
cubation maximum turbidity is eventually attained in all 
tubes which show any growth at all. In unpublished ex- 
periments we have found that ‘‘neutral”’ mixtures can be 


reactivated by simple dilution in broth for at le sees 2 hours 
after the reagents are brought together, but not after 24 
hours. This dilution phenomenon is of course well 
known in the cases of toxin-antitoxin and virus-antibody 
reactions, and suggests that the reaction occurs in two 
stages—a loose reversible combination succeeded by firm 
irreversible union or possibly by degradation of the 
penicillin. 
SUMMARY 


A method of obtaining dry stable and sterile peni- 
cillinase from a paracolon bacillus is described. 
The dry preparation can be quickly reconstituted by 


_ the addition of water to give a clear sterile solution of. 


known potency. 

The penicillinase has a, high degree of thermostability 
when dry, showing no reduction of activity after being 
heated to 100°C for 30 minutes or 120° C for 20 minutes. 
In solution it is totally inactivated by 80° C for 30 
minutes or 100° C for 5 minutes, and suffers a 90% 


reduction in 30 minutes at 60° C. 
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ILIAC HERNIA AFTER BONE-GRAFTING 


MICHAEL C. OLDFIELD, ‘DM, M CH OXFD, FRCS 
MAJOR RAMC $; ASSISTANT SURGEON, LEEDS GENERAL INFIRMARY 


THE ilium has become a quarry for the supply of all 
types of bone-graft to the face and skull. Rib cartilage 
has fallen into disrepute because it tends to curl some 
months after insertion and because pain at the donor 
site is so severe just after operation. During 24 years 
in the Middle East we used iliac bone for grafting on 
56 occasions. Until 1944 we had. not noticed any 
serious effects at the donor site. Early in that year, 
however, one of our patients was found to have a land- 
slide hernia of the cecum through a bone defect in the 
right iliac crest, following a graft. 


: CASE-HISTORY 

A stout man, aged 52, was treated between February and 
July, 1943, by a succession of 3 iliac bone-grafts for the 
repair of an extensive bone loss of the margins of the orbit 
and malar region, the result of a motor accident. 

At the first operation (Feb. 24, 1943) a full thickness 
block of bone 2 in. by 14 in. by 4 im was removed from the 
right iliac crest. This block was carved to the shape of.a 
model previously made to represent the right malar bone. 
The graft was then inserted through a temporal incision 
into a pocket made for it beneath the cheek. At the second 
open (May 23) a small half-thickness block of bone, 
l in. by $ in., was removed from the left iliac crest to fill 
a defect in the right supra-orbital margin. At the third 
operation (July 21) another small half-thickness block of 
bone, in. by $ in., was removed from the right iliac crest 
just in front of the defect resulting from the first operation. 
This bone was used to elevate the infra- orbital margin which 
was still depressed. 

On Jan. 9, 1944, when the patient returned for a periodic 
review of his grafts, he asked if his side could be examined 
because he had noticed a lump beneath his “ first scar.’ 
The swelling had been there about a month and had gradu- 
ally increased. It had caused no pain and it disappeared 
when he pressed his hand on it or lay on the opposite side. 
There was no aching or dragging pain over it, no sickness 
or bowel irregularity, and his normal activities had not been 
affected in any way. 

With the patient standing, a protrusion was seen in the 
right flank just below the normal level of the middle third 
of the iliac crest (fig. 1). The swelling was soft, oval, and 


well-defined, and was about 24 in. in its greatest diameter ; 


it was attached to the deep tissues but not to the skin. It 
was resonant on percussion, and there was an impulse on 
coughing, It was easily reducible and a gurgle could 


sometimes be appreciated when reduction occurred. The 


neck of the hernial orifice was about 1} in. in diameter and 
almost circular. 
hard but rounded, and appeared to be bony; whereas a 
fibrous bar seemed to form the upper margin. The patient was 
admitted to hospital. Fig. 2 shows the X-ray appearances. 

On Jan. 12, with the patient under spinal anssthesia 
(14 c.em. light ‘ Nupercaine’ 1/1500 between the 3rd and 


Below and on each side, the margins were 
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Fig. 1—Swelling caused by landslide hernia of the cecum 
defect after bone-grafting. 


through an iliac 


4th lumbar vertebre), a curved incision, about 8 in. long, 
was made over the swelling in the right iliac region and the 
scar resulting from the first operation was excised. The 
hernia was defined and all adhesions to it were divided as 
far as the neck. It was found then to be a landslide hernia 
of the cecum (fig. 3a). The neck was freed from the adhesions 
connecting it to the rim of the hernia) orifice and the retro- 
peritoneal tissues internal to this. The cæcum was pushed 


and transverse abdominal muscles. 
‘separated into two layers, the outer formed by the external 


\ ; 1 


Fig. 2—Radiogram showing defect in right iliac crest and 
herniation of the bowel thròugh it. 


- iliac bone defect, while the upper margin was formed by the 


fused rolled lower edges of the external and internal oblique 
This roll of tissue was 


oblique and the inner one by the internal oblique and trans- 


e 


Fig. 3—Operation: a, b, c, and d stages In the repair of the Iliac defect by fascial flaps and grafts; e, vertical section of abdominal parietes 
after repair of hernial orifice. 


back into the abdomen and when this had been done a 
fairly large oval slit was found in the iliacus muscle just 
internal to the bony defect. The edges of the torn iliacus 
were defined and the rent was repaired by overlapping 
catgut sutures (fig. 3b). The lower and lateral margins of 


the neck proper were formed by the rounded edges of the - 
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a. 
Fig. 4—o, b, and c stages in removal of the fascial strip from the thigh by 
Masson’s fasciatome. 


verse abdominal. In order to make a strong aponeurotic 
flap to turn upwards to cover the bony defect, a long semi- 
lunar incision was made in the aponeurosis which covered 
the glutei over the intact outer surface of the ilium, below 
and upon each side of the hernial orifice. This gluteal 
aponeurosis was attached firmly to the ilium at the lower 
and lateral margins of the bony defect. After separating 
the peripheral portion of the flap from the glutei beneath it, 
a trap-door of strong fibrous tissue, hinged upon the tower 
and lateral margins of the body defect, was turned over and 
upwards. It was then sutured to the lower free border of 
the internal oblique and transverse abdominal (fig. 3c) by 
fascia lata strips reinforced by interrupted no. 2 chromic 
catgut stitches. The fascial sutures had previously been 
taken from the right thigh through a 3 in. transverse incision 
in the lateral part of the lower third by means of a Masson’s 
fasciatome (fig. 4a, b, and c). The free lower margin of the 
external oblique was brought down over this suture Jine and 
stitched to the outer raw surface of the trap-door aponeurotic 
flap: thus an imbrication was made to reinforce it (fig. 3d). 
The deep and superficial fascial layers were repaired by 
interrupted fine catgut stitches and the skin was closed 
(fig. 3e) after inserting a small tube in the lower margin 
of the wound to prevent hematoma formation. The tube 
was removed 48 hours afterwards and a fair amount of 
blood and serum was found to have drained through it. 

The patient was kept in bed 4 weeks and during the last 
2 weeks he did graduated exercises to strengthen his abdominal 
and iliacus muscles. When he started to walk again, a firm 


S12 THE LANCET] 


SQ.-LEADER APLEY, FLIGHT-LIEUT. GRANT: TROPICAL EOSINOPHILIA 


[JUNE 30, 1945 


flannel spica bandage was used to support the iliac region 
and a crêpe bandage to support the fascia lata defect in the 
right thigh. The patient spent 2 weeks at a convalescent 
home and then returned for discharge to base. 
1944, the iliac hernia appeared to have’been cured. -It is 
not certain that a radical and permanent cure has been 
effected, but the patient is now back at his work and 
suffers no disability. . 
SUMMARY 


In a series of 56 iliac bone-grafts for repair of bony 
defects of the face, one patient was found to have a 
landslide hernia of the czecum through a defect in the 
right iliac crest. This had been used on two occasions 
as a donor site for bone-grafting. 

_ The defect was repaired by suturing a slit in the 
iliacus muscle and a ‘“‘ turnover ” gluteal flap reinforced 
by fascia lata sutures to protect the bony defect. 


TROPICAL EOSINOPHILIA 
AS SEEN IN ENGLAND 

G. H. GRANT 

BM, BSC OXFD 


‘ OFFICER I/C LABORATORY; 
FLIGHT-LIEUTENANT RAFVR 


JOHN APLEY 
MD LOND. MRCP 
MEDICAL SPECIALIST; 
SQUADRON-LEADER RAFVR 


SINCE we published the first case of ‘‘ tropical eosino- 


philia ’’ recorded in England (Apley and Grant 1944) we 
haveltreated 3 additional cases and a possible fourth. 
All 5 occurred among 114 consecutive chest cases in men 
invalided back to England from the East, and only in 
these 5 was there a well-marked blood eosinophilia. 
It is evident that this condition must now be included 
in the differential diagnosis of patients returning from 
overseas with chest complaints. 


Of the 109 cases without eosinophilia, all but 16 gave a 
previous history of chest trouble. Their deterioration, 
to an extent sufficient to warrant repatriation, confirms the 
generally held impression that such cases do badly in the 
tropics. 96 were cases of bronchitis or asthma or a combina- 
tion of both ; the rernainder formed a miscellaneous group 
comprising old tuberculous lesions, bronchiectasis, &c. 


t 
S EOSINOPHILIA WITH PULMONARY DISEASE 


The combination of eosinophilia and pulmonary lesions 

is common to many conditions such as Loeffler’ssyndrome, 
tropical eosinophilia, periarteritis nodosa, bronchial 
sasthma, and some intestinal infestations. ‘With regard 
to Loeffler’s syndrome (Loeffier 1936) and tropical eosino- 
philia (Weingarten 1943), we suggested in a previous 
paper (loc. cit.) that their differentiation was more 
apparent than real, and that the gradation between cases 
illustrating the two conditions renders it more profitable 
to consider them as the manifestation of one type of 
disease process. The remaining examples of what may 
be termed the ‘‘ EP syndrome ” support the contention 
that in all we are considering only end-results, similar 
in many respects, though not necessarily evoked by the 
same agents. 

Tropical eosinophilia is now of practical importance in 
this country. It is not only becoming increasingly 
common but it can be cured. Is it due to a specific 
arsenic-sensitive organism, or is it a manifestation of an 
allergic response common to a variety of allergens ? 

If it is in fact caused by a specific organism there are at 
present only the most incomplete clues to its identity. 
It has been suggested that there is a relationship to 
infestation with mites (Carter et al. 1944), but mites in 
themselves do not appear to be the direct cause. Thus, 
mites may be found in the sputum in the absence of the 
EP syndrome, and the EP syndrome, curable by arsenic, 
may occur in the absence of mites even after the most 
exhaustive search (Soysa and Jayawardena 1945). The 
sputum of our last two cases, examined after the publica- 
tion of the work incriminating mites, also contained no 
mites. Mites have also been found in the intestine in the 
absence of demonstrable disease (Manson-Bahr and 
Muggleton 1945). Mites may perhaps be classed with 
other organisms capable of producing the EP syndrome, 
such as Entameeba histolytica (Hoff and Hicks 1942) and 
Fasciola hepatica (Lavieri et al. 1939). They may be one 
of the many allergens producing a common syndrome, or 


On June 4, . 


, 1939). 


may be occasional vectors of a specific agent which can 
also invade the body without their agency. 


It will be seen that cases 4 and 5 in our series differ 


considerably from each other. Despite the similarities, 
the well-marked contrast in the bone-marrow reactions 
makes it most unlikely that these cases are examples of 
the same disease. All 5 of our cases fit in with Wein- 
garten’s (1943) description of tropical eosinophilia, but 
by no means completely. Thus, in none were the charac- 
teristic X-ray changes seen, and in none was splenic 
enlargement found. 

Loeffier’s syndrome is not always distinguishable from 
tropical eosinophilia. Loeffler’s syndrome occurs, how- 
ever, in dry climates, compared with the humid climate 
in which tropical eosinophilia usually originates. All 


‘ our cases of tropical eosinophilia showed symptomatic: 


improvement in the temperate climate of England, and 
this observation applies equally to our cases of bronchitis 
and asthma. l | . 

Intestinal infestation may also produce the EP syn- 
drome. 
on occasion in cases of infestation -with E. histolytica, 
F. hepatica, and possibly Ascaris lumbricoides (Soderling 
Certainly the EP syndrome is extremely rare in 
these infestations, but its more usual absence may be 
analogous with the state in which harmless mites are 
present in the intestine. ' 

Bronchial asthma forms the largest group of the EP 
syndrome. In all our cases Some such diagnosis was, in 
fact, originally made. In bronchial asthma the degree 
of eosinophilia varies greatly (Herrick 1911) but is usually 
about 6% (Brown 1927). Cases of asthma associated 
with transitory pulmonary ,infiltration and pleurisy, 
with a markedly eosinophilic effusion, have been des- 
cribed (Harkavy 1941). One of us (J. A.) has recently 
had a case of transient migratory pneumonitis with 
effusion, in which the blood-count was normal but the 
effusion contained 55% of eosinophils. Such'a case 
appears to form a further link in the series. Harkavy 
(1941) considers his cases to be formes frustes of peri- 
arteritis nodosa, and in one of them a typical lesion 
eventually developed. — 

Periarteritis nodosa.—Among the characteristics of this 
condition the occurrence of attacks of bronchial asthma is 
striking. A high blood eosinophilia also occursin most cases 
(Middleton and Carter, cited by Tissell 1941). Transitory 
pulmonary infiltration may be seen radiologically (Elkeles 


. 1944), and lung lesions have been demonstrated post 
‘mortem, as in 5 of 7 consecutive cases by Glynn (1944). The 


significance of the successful treatment of periarteritis 
nodosa with arsenic, described over twenty years ago 
(Carlingand Hicks 1923) and confirmed since, now becomes 
more apparent. Recent work strongly suggests that peri- 
arteritis nodosa is one manifestation of an allergic type 
of hypersensitivity (Rich 1942), and the similarities tend 
to the conclusion that this applies to all groups of the EP 
syndrome. 

Some outstanding queries.—The problems arising from 
the study of the EP syndrome, and particularly of tropical 
eosinophilia, will probably be solved in countries where 
cases are encountered in comparatively large numbers 
and at an early stage, but already some may be posed. 
What is the effect of arsenic on eosinophilia in unrelated 
conditions ? Does climate play a part in chronicity ? 
May the syndrome be associated with mites in non-tropical 
as well as in tropical countries ? 


TROPICAL EOSINOPHILIA IN ENGLAND 


The case-histories of our five patients are tabulated for 
brevity and ease of comparison. (Case 1 has been more 
fully reported elsewhere; Apley and Grant 1944.) Case 
5 was originally only tentatively included because of the 
comparatively low eosinophilia, the dubious geographi- 
cal conformation, and the previous allergic history. The 
startling difference between the sternal puncture result in 
this case, as compared with the otherwise more typical 
case 4, suggests strongly that we are here dealing with a 
different disease. a. 

To exclude other conditions, the following investiga- 
tions were carried out in all cases: repeated chest 
radiograms and blood-counts, examination. of all stools 
for three days‘after vermifuge (repeated), sputum exa- 
minations, muscle radiograms (calcified, cysts), mid- 
stream and terminal urine examination after prostatic 
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Such a causal connexion has been demonstrated | 
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SUMMARY OF CASE-REPORTS l i 


Case no. | 1 | - 2 | 
Previous history | Pneumonia; winter N il 
bronchitis 


Time overseas.. | 19 months . 


15 months 10 months 20 months 6 years (with intervals) 
Onset of disease | E. Bengal Calcutta India Assam, after India , China, after 2 days in - 
í e 

Intvl. O/S before oe 

onset “.. | 3 months 3 months 1 month 14 months 3 months 
Symptoms* .. Cough and wheezing, worse at night, with loss of weight 
Diagnosis Bronchitis Bronchitis and asthma] Bronchitis Asthma Bronchial asthma 

: ? tropicaleosinophilia i 
X-ray chest .. | Congestion and opa- | Nil after 6 months | Not taken Not taken Not taken 
city 
.Blood-count Not taken 28% eosinophils, after | Not taken Not taken Not taken 
: 6 months 
ae ON RETURN TO ENGLAND 
Age in years .. | 37 21 ; 129 | 46. 24 
Signs ..  .. | Nil in chest Nil in chest Nil in chest | Nil in chest | Nil in chest ; 
A h i | 4 
A -ray chest .. | Chronic bronchitis Normal Small opacity L.upper' Normal Normal 
- i zone, clearing to` 
leave linear scar! l 

Blood eosinophils l i iid : $ 

perc. mm. .. | 1440 (16%) to 420 (7%) 540 (9%) 960 (12%) | 2880 (32%) ~ 675 (15%) 


3 | se 5 


Hayfever; “weak 


ano | chest ” in childhood 


IN THE TROPICS 


Exacerbation .. | After 3 weeks: clini- | After 6 weeks: clini- | After 7 weeks: clini-' Nil in 8 weeks before Nil in 3 weeks before 


cal bronchitis ; cal bronchitis and 
eosinophils asthma; eosinophils 
(10%) ` 1200 (10%). 


2 weeks after | Symptom-free. Eosi- 
nophils 300 (6%); 


NAB course nophils 300 (5%) 
6 mths later 80 (1%) a 
Notes Seborrheic dermatitis| In India after carbar- 
in India. T'richomo- sone eosinophils 


nas hominis in stools rose to 59% ; fell to 

after vermifuge 12% after NAB. 

(England) Asthma attacks 
after NAB. Tr. 
hominis in stools 
after vermifuge 
(England) 


* These continued after the patients’ return to England. 


massage (bilharzia), diurnal and nocturnal laked blood 
examination (filaria), sigmoidoscopy. , In addition, cold- 
agglutinin tests were done in the last 3 cases (compare the 
positive results in acute cases recorded by Viswanathan 
and Natarajan 1945), and mites were sought for in the 
sputum of the last 2. . All the above gave negative 
results. 

- Clinical features.—In the small number of cases studied 
by us in this country the chronic phase of tropical 
eosinophilia is characterised by : : 

(1) Cough and wheeziness, invariably worse at night. 

(2) Absence of physical signs in the chest, except during 
exacerbation when they are those of spasmodic bronchitis. 

(3) Persistently high blood eosinophilia, still further increased 
during exacerbations. In contrast, in bronchial asthma 
eosinophilia is almost invariably much lower, and is said 
to fall during recrudescences (Bray 1937). 

(4) Possible persistence of X-ray findings (opacity or scar) 
many months after the onset (1 case). 

(5). Complete response to organic arsenicals, both symptoma- 
tically and in the degree of eosinophilia, though the 
alteration in the latter may be delayed. 


Treatment.—In patients returning to this country with 
tropical eosinophilia the question of selection of cases 
answers itself. When a. differential diagnosis rests 
between a curable and an incurable condition the former 
must be assumed for the purpose of treatment. Such 


suggested criteria as the absence of a related past history . 


or of confirmatory findings at the onset of the disease 
should not be permitted to outweigh the advantages of 
treatment with arsenic. 

` The treatment we employed consisted of three injec- 
tions of 0:3 g. of neoarsphenamine followed by three 
injections of 0-45 g., given intravenously with ascorbic 
acid and calcium gluconate, at 3—4 day intervals. From 
sucha short course toxic effects would not be anticipated, 
nor did any develop in our cases. Symptomatic response 
usually occurs towards the end of the course, or within a 
few days of its cessation. The eosinophilia may fall 


cal bronchitis; eosi- | 
nophils 1170 (9%) 


treatment treatment 


Symptom-free. Eosi-| Symptom-free, Eosi- | Symptom-free. Eosi- | Symptom-free for first 

nophils 400 (8%) | i 
— 360 (4%) after 
3 mths 


time in 6 yr. Eosino- 


phils 243 (3% 


| Sternal puncture before | Sternal puncture be- 
| treatment: pro- fore treatment: 
nounced pronounced erythro- 
poietic hyperplasia 
(eos. myelocytes 2% ; 

. eos. polymorphs 3% 


nophils 226 (2%) 


eosinophil 
| reaction in marrow 
! (eor. myetocytes 11% ; 
ı eos. polymorphs 20%) 


I 
N 


markedly within 14 days of cessation, but may fall more 
slowly and continue to fall for several weeks. During 


‘ treatment the eosinophilia is invariably raised. | 
With so few cases it was not possible to use any as 


controls., ; 
SUMMARY 


The combination of eosinophilia with pulmonary 
disease, known variously as tropical eosinophilia, Loef- 
fler’s syndrome, &c., is probably an allergic manifesta- 
tion, an end-result arising from a variety of allergens. 

Five case-histories are tabulated of men returning 
‘from the ‘tropics with this combination. 
fered is so many respects, including the bone-marrow 
Pe as to suggest only a distant relationship with the 
others. 


All 5 cases responded, by complete clinical cure and: 
- fall of blood eosinophilia, to a short course of neo- 


arsphenamine injections. 


We are indebted to Air Commodore T. C. St. C. Morton for 


his codperation, to Captain A. G. Apley for his criticisms, and 
to Dr. L. E. Glynn for reporting on the sternal puncture 
smears. | 
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FIELD METHOD FOR 
DIRECT ESTIMATION OF MEPACRINE 
IN PLASMA AND BLOOD | 


EARL J. KING MARGARET GILCHRIST 
M A, PH D-TORONTO : M SO MANITOBA 
PROFESSOR .OF CHEMICAL RESEARCH ASSISTANT, BRITISH 
PATHOLOGY, UNIVERSITY OF POSTGRADUATE MEDICAL 
LONDON SCHOOL 


A MODIFICATION of the Masen (1943) technique has 
been worked out to enable the direct estimation of 
mepacrine in plasma or whole blood to be performed 
under field conditions. 


Special apparatus required.—Portable visual fluorimeter, 
consisting of a boxed-in mercury light, with a trench or holes 
for test-tubes screened by Wood’s glass which lets through 
` the ultraviolet and no visible light; separating funnel 
(100 ml.); non-fluorescent test-tubes (e.g., Chance’s ‘ Hysil,’ 
5/8 Xx 6 in.); small electric or hand centrifuge. - 

Glassware should be kept scrupulously clean, and should 
be left in cleaning solution each night. 


REAGENTS 
0:3n.NaQOH. Petroleum ether. 
Redistilléd isopropyl alcohol and _ redistilled isobutyl 


alcohol mixed in equal proportions. ` 

30% solution of isopropyl alcohol in 0-1n.HCl. 

Standard mepacrine solution (one mepacrine tablet of 
0-1 g. shaken up in a litre of 0-1n.HCl). This solution should 
be prepared monthly and should be kept in a dark 
place. . 

Borate-NaOH buffer (4 g. of sodium borate in 100 ml. of 
1-35N.NaOH, filtered). 
METHOD 


In a separating funnel are placed 10 ml. of 0-3N.NaOH, 
25 ml. of petroleum ether, and.25 ml. of the isopropyl- 
isobutyl alcohol mixture;. 5 ml. plasma (potassium- 
oxalate or citrate, or heparin), or 5 ml. whole blood is 
added and the mixture shaken vigorously for 1 min. 
and then allowed to separate. The blood layer is 
discarded. The mixture is washed with 10 ml. of 
4:3N.NaOH by shaking vigorously for 1 min., and the 
NaOH discarded. The NaOH wash is repeated twice 
and the NaOH layer separated as completely as possible. 
The mepacrine is next extracted into 5 ml. of the acid 
- alcoho] mixture by shaking vigorously for 1 min. „After 
it has separated out, the acid layer is run off into a 
centrifuge-tube and spun clear. 4 ml. of -the clear 
solution is pipetted into a non-fluorescent test-tube. 


SHEET OF WOOD'S GLASS 
AT 45° 


A 
4 


T 


ULTRA-VIOLET LAMP 
( MERCURY ARC) 


| LID TO VIEWING BOX 
TO HOLD TUBES . 


Diagrammatic view of fluorimeter. 


Alkaline borate buffer (1 ml.) is added, and dhe green 
fluorescence compared with standard solutions freshly 
prepared by dilution with acid alcohol from the stock 
standard, and treated with alkaline borate buffer in the 
same manner asthe unknown. The fluorimeter requires 
about 10 min. to warm up and shouid be used in the 
dark. 

Standards.—The standard mepacrine solution con- 
tains 100 mg. per litre. A dilute standard solution is 
prepared by diluting 10 ml. of the strong standard to 
l litre with 0-1N.HCl. This solution should be prepared 
freshly for use. Fluorescent standards are prepared as 


a 
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follows: 0-1 ml., 0-2 ml., 0-4 ml., 0-8 ml., and 1:2 m)l. 
dilute standard are each diluted to 5 ml. with the acid 
alcohol mixture; 4 ml. of each of these is treated with 
1 ml. NaOH-borate buffer. These are equivalent to 
20 ug.: 40 ug., 80 ug., 120 ug., and 240 ug. per litre 
respectively. Additional standards of intermediate 
strengths may be prepared if it is desired to match the 
blood strengths more closely. For very high mepacrine 
concentrations, 2 ml. of whole blood may be used instead 
of 5 ml.’ For very low eo concentrations, 10 ml. 
should be used instead of 5 

The fluorimeter (see figure) is uséed on a 220-240 volt 
AC circuit. It should be turned on about 10 minutes 
before use. The blood fluorescent tube is placed between 
two standards for matching. The tubes may be viewed 
vertically, by placing them in the holes of the rack pro- 
vided, or they may be viewed horizontally by removing 
the rack and placing the tubes in the well. Once the 
lamp has been switched off, it must not be used again 
until it has cooled down. It should, therefore, be kept 
on continuously until each set of matchings has been 
completed. Suitable lamps are the ‘ Osira’ 80 watt. 
black glass lamp, 230 volt, with choke, as GEC leaflet 
05 7196, or Philips’s MBW-V ‘Philora’ ultraviolet 
mercury lamp with lampholder and choke. The whole’ 
apparatus, in a convenient assemblage and readily 
portable form, may be obtained from The Tintometer 
Ltd., Milford, Salisbury, at an approximate cost of ten 
guineas. 


This method has been developed at the suggestion of the 
chemical and pharmacological subcommittee of the Malaria 
Committee of the Medical Research Council. An expenses 
grant from the MRC to defray the costs of the investigation is 
gratefully acknowledged. We should also Jike to thank 
Mr. G. S. Fawcett and Mr. W. Weedon for their valuable 
assistance in making the fluorimeter. 


Reference.—Masen, J. M. J. biol Chem, 1943, 148, 529. 


DECOMPOSITION OF TRILENE IN CLOSED 
CIRCUIT ANZSTHESIA 


J. B. FIRTH R. E. STUCKEY 
D SC MANC., FRIC, MI CHEM E PH D LOND., FRIC, PHC 


Home Office Forensic Science Laboratory, Preston 


A NUMBER of fatal cases have been reported following 
‘ Trilene ’ (trichlorethylene) anesthesia using the closed 
circuit technique. Our investigations into the cause 
of two deaths following such anesthesia disclosed that 
the trilene had undergone decomposition while in contact 
with soda lime in the apparatus, and further work was 
started to discover the extent of decomposition and the 
substances produced. 

Shortly’ after these two reported deaths Carden (1944) 
recorded the risks of trilene when used with a closed 
circuit apparatus, and gave the results of analyses done 
by Dr. H. E. Cox showing that decomposition was affected 
by the composition of the sodalime. Cox also noted the 
presence of the breakdown products, dichloracetylene 
and phosgene. Some conditions affecting the formation 
of trilene decomposition products have now been 
examined. 

Study of published work shows that- one of the best 
methods of preparing dichloracetylene is to pass trilene 
The conditions for maximum 
yield—i.e., maximum trilene decomposition—given by 
Ott and Packendorff (1931) were obtained by using 
granulated potassium hydroxide at a temperature of 
130° C. Had such properties of trilene been realised, 
it is certain that it would never have been used in closed 
circuit anesthesia including soda lime—that is, under 
conditions approaching those needed for a good yield 
of decomposition products. 

Trilene (trichlorethylene) decomposes in contact with 
alkali, the first stage being the removal of hydrochloric 
acid to form sora wid 

ies NaOH 


> i + HCl (absorbed by NaOH) 


C Cl, 


3 e e 
In such a reaction spe can be produced in 
the absence of air, and in fact it is unstable, being 
spontaneously inflammable in_contact with air, with 
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the production of phosgene and carbon monoxide and 


possibly ore ate 
th ae O —> CO Cl, + CO 


Possible eee products in the presence of 
moisture are dichloracetylchloride~and trichloracetyl- 
chloride. Further hydrolysis would produce the cor- 
responding acids.- All the products other than the 
original trilene seem likely to be toxic from their chemical 
properties alone. 

Excess of trilene vapour stabilises dichloracetylene 
to a certain extent. The presence of ether also has a 
stabilising effect, a loose molecular compound being 
_ formed. These stabilising effects would account for the 
apparent peers of a spontaneously inflammable 
substance being detectable in the presence of air in an 
anzsthetic apparatus. 


o 


- EXPERIMENTAL STUDTES 


First experiments were carried out with trilene 
without soda lime. It was found that trilene was not 
appreciably decomposed by moisture or oxygen at tem- 
peratures up to 45°C. It seems then that from the 
standpoint of.chemical decomposition trilene is perfectly 
safe to use under all normal circumstances when out of 
contact with alkali. 

The remaining experiments included the use of soda 
lime under varying conditions. 

Alkalinity of the soda lime. —Commercial brands of 
soda lime vary considerably in caustic soda alkalinity. 
_ In a previous investigation Cox found that one sample 
contained nine times as ‘much caustic soda as a second 
sample tested. In various brands on sale that we 
analysed the total sodium alkalinity, calculated as 
Na,O, ranged from 4% to 21%. Experiments showed 
that a higher sodium alkalinity corresponded relatively 
to a higher rate of trilene decomposition. 

Contact of trilene with the soda lime. —Two factors may 
be mentioned. Theoretically the granule size of the soda 
lime should have an effect. Smaller particle size means 
a greater area exposed to vapour and: should indicate 
greater reactivity. This was confirmed in practice but 
the relative effect was small. Again, trilene passed at a 
slower rate over identical samples of soda lime showed 
relatively a greater decomposition. 

After finding the effect of variable factors in the soda 
lime, one particular brand—an average sample—was 
chosen for all further work. Analysis showed that this 
_ contained 13% total sodium alkalinity (as Na,O) and lost 
10% of its weight when dried at 100°C. Another 
advantage of ‘this brand was its fréedom from chloride, 
which would complicate the determination of chlorine 
resulting from trilene decomposition. 

Experiments at room temperature (15° C).—Air con- 
taining trilene (from a bubbler containing trilene) was 
drawn. over soda lime packed in U-tubes and the resulting 
gases were led through a tube containing Hlosvay’s reagent 
(ammoniacal copper nitrate containing hydroxylamine). 
This gives, ee a red precipitate of copper 
acetylide in the presence of acetylene derivatives (e.g., 
with dichloracetylene). Each experiment was so regu- 
lated. that approximately 1 gramme of trilene vapour 
passed over 10 g. of the soda lime during one hour. The 
soda lime tubes were kept at 15°C by immersion in 
water, and at the end the chloride due to decomposed 
trilene was determined by precipitation as silver chloride 
and weighing. The following results were obtained : 

1. Trilene over soda lime : 
but not in measurable amount; chloride in soda lime 
‘equivalent to 0-006 g. AgCl. 

. Trilene over soda lime moistened with distilled water (we 
were informed that soda lime in absorption containers 
has on occasion been moistened with water to prevent 
dust being carried into the apparatus): no copper 
acetylide precipitate; chloride equivalent to 0-015 g. 

l. 


-3. Trilene over soda lime dried at 100°C for one hour: 
strong copper precipitate ; chloride equivalent to 0-025 g. 
l. 


4. Trilene, to which 20% of ether had been added, over soda 
lime (as in experiment we no copper precipitate ; ; 
- negligible’ chloride. 


lime in one 


moistened soda lime is 


slight copper acetylide precipitate: 


These results indicate that drying the soda lime at - 
100° C enormously increases the amount of trilene decom- 
posed and dichloracetylene produced. In experiment 3, 
calculations indicated that nearly 2-5% of the trilene 
vapour had been decomposed. The ‘presence of ether 
appears to have a stabilising effect on the trilene in 
accordance with theory. 

Soda lime containers of anzsthetic machines are 
known in practice to develop heat. Experiment with 
a closed circuit anzsthetising machine showed that. a 
temperature of 60°C could be reached after half an 
hour’s working. The effect of the temperature on the - 
decomposition of trilene was therefore studied. The 
conditions and apparatus (1 g. trilene over 10 g. soda 
hour) were the same as for experiments 
1-4 except that the soda lime tubes were immersed in 
water at temperatures from 15° to 75°C, 

5. Trilene over soda lime : 
Temperature (° F) . 15 30 45 60 £15 
Copper equivalent of ace- 
tylide precipitate (mg.) 0°18 0- 30 0-50 0-91 2-50 
6. Trilene over soda lime moistened with distilled water : 
no copper acetylide precipitated at any temperaturé up to 

75° C. 

7. Trilene over dried soda lime : . 
Temperature (° F) ‘ 15 30 45 60 75 
Copper equivalent of ace- | 

tylide precipitate (mg.) 13 3:2 38 64 16-0 

8. Trilene, to which 20% of ether had been added, over 

soda lime (as in experiment no. 5) gave no copper precipitate 
at temperatures of 15°-45° C, a slight but not measurable 
precipitate at 60° C, and a precipitate equiyalent to 0-1 mg. 

copper at 75° C. 

In the figure, where these results are shown graphically, 
the large increase in temperature effect above 60° C 
can be seen. The greater reactivity of dried soda lime 
is shown and the stabilising effect of ether at higher 
temperatures is also 
apparent. Perhaps the 20 
most interesting point 
is the complete absence 
of dichloracetylene at 
any temperature when 


used. This is not due 
to lack of decomposition 
of the trilene, for the 
soda lime showed the 
presence of increased 
chloride. The most pro- 
bable explanation is 5 
that the dichloracety- l 
lene is hydrolysed by 

the soda lime in situ, 

or simply that the 0 
trilene is hydrolysed 
instead of being con- 


COPPER (mg.) 
© 


i5 30 45 60 75 90 
TEMPERATURE °C 


verted to acetylene Effect of gemparature io soda nea the 

derivative. production o cnioracetyliene (as mg. 

: í copper from copper acetylide). A, Soda 
Generalcomparisonof Jime. B,Sodalime dried at 100°C, 


the results of experi- 
ments 1-8 indicates a relatively large amount of chloride in 
the soda lime when compared with the amount of dichlor- | 
acetylene detected. This means that in nearly every 
case further decomposition of some acetylene derivative - 
takes place. ` 
_ In experiments producing appreciable amounts of 
dichloracetylene there was always a -minor explosion 
if air was admitted to the apparatus in disconnecting 
at the end, and phdsgene could then be detected. In 
nearly every experiment the trilene showed a detectable 
change in odour after passing over the soda lime. 7 
In the two deaths reported the same machine had been 
used and both trilene and ether were present. A peculiar 


‘smell was detected, thought afterwards to be phosgene. 


Symptoms lasting for 30 hours preceded death in one 
case. This may possibly be explained by ether stabilisa- 

tion of dichloracetylene, with subsequent slow release 
of dichloracetylene in the system. The soda lime in the 
container weighed 95 g. and contained chloride equivalent 
to 1-16% (as Assuming the first stage of 


ae 
. decomposition, . t represents the .decomposition of 
- approximately 1 g. of trilene. 
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SUMMARY 


Trilene undergoes decomposition in the presence of 
soda lime, producing, among other substances, dichlor- 
acetylene and phosgene. a: 
-. This decomposition occurs at room temperature but is 
greatly increased as the temperature rises. 7 
The presence of moisture affects the decomposition 
products, little dichloracetylene being formed. Ether 
‘retards the decomposition of trilene over soda lime and 
stabilises the dichloracetylene produced. i 
General results show that trilene should ‘on no account 
. be used as an anesthetic in the presence of any alkaline 
carbon-dioxide absorbent. | 


References.—Carden, S. (1944) Brit. med. J. i, 319. 
Packendorff, K. (1931) Ber. disch. chem. Ges. 64B, 1324. 


EXTRAORAL PIN FIXATION FOR 
FRACTURED MANDIBLE 
AN IMPROVED APPARATUS 


ALEXANDER B. MACGREGOR, M D CAMB., LDS 
SQUADRON-LEADER RAEVR 


Ex?TRAORAL pin fixation for fractures of the mandible, 
where the absence of teeth or position of the fracture 
prevents simpler methods of fixation being used, is now 
a well-established method. Various types of apparatus, 
of which the Clouston- Walker is perhaps the best known, ` 
have been evolved, and the type of apparatus used in 
this unit was described } in 1941. Since then experience 
with a large number of cases has brought to light limita- 
tions and defects in the apparatus, although the principle 
itself still remains of the greatest value in the treatment 
of difficult cases. ; s 

The pins originally used for insertion into the mandible 
were Kirschner wires of 1-5 mm. diameter, made of 

_ plated steel, sharpened at the points. The danger of 
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Fig. |——Shouldered pins of 3 mm. diameter with three lengths, fs, g andg in., 

of narrow neck of 1-5 mm. diameter, meeting the broader part of the pin 
in a sharp shoulder. 


these pins, particularly where the method’ of -fixation 
demanded that they should be attached to an intraoral 
cap splint by bars and universal joints, has been pointed 
out by MacGregor and Fickling.? Destruction of the pin 
by electrolytic action was followed by severe ulceration 
of the tissues around the point of insertion of the pin 
from the liberation of iron ions, and in three cases de- 
scribed by them local necrosis of bone and delayed healing 
ensued. This complication was eliminated by the use 
of insulators in the system of connecting rods and joints, 
but it was then found that the diameter of the pins was 
not sufficiently great to stop the pins springing if they 
were subjected to torsional strain. 

In many cases, where, owing to the position of the 
fracture, the muscular forces tending to displaçe the 
bone fragments were not great, good results could be 
obtained. Where, however, powerful muscular forces 
came into play—e.g., with a bilateral fracture of the body 
of the mandible with downward tilting of the anterior 
fragment due to the pull of the tongue muscles—the 
pins were not strong enough to prevent bowing under 
this strain, with consequent displacement of the bone 
fragments after reposition. In addition to the pin 
fixation, therefore, if anterior teeth were present the 
anterior mandibular fragment had to be fixed to the 
maxilla to prevent its displacement downwards. One 
of the advantages of the pin-fixation method—that the 
patient could open his mouth to eat and clean the oral 
cavity—was thereby lost. If no anterior teeth were 
present, extensive additional methods with circumferen- 
tial wires, plaster head-caps, &c., were found necessary. 
l. Mowlem, R., Buxton, J. L. D., MacGregor, A. B., Barron, JN 


Lancel, 1941, ii, 391. 
2, MacGregor, A. B., Fickling, B. W. Ibid, 1943, ii, 290. 


- 
s 


apa 


— ee 
$ BEE ARETE ats J 
aaee e eE ey ee AAAA ASV 
k. 


TOC 
Fig. 2—Clamp and pinsassembled and dismantled to show method of fixation. 


THE NEW APPARATUS 


It was decided that a stronger form of apparatus was 
needed, if it was to be universally applicable without, 
adjuvant methods in difficult cases. The new apparatus 
is made entirely of stainless steel, to remove any possi- 
bility of electrolytic action due to swollen tissues or 
leaking blood or serum coming into contact with 
dissimilar metals. The pins are of 8 mm. diameter, save 
for the portion entering the bone, which is 1:5 mm. in 
diameter. This narrower part of the pin, ending in a 
sharp point, is made in three .different lengths—5/16, 
3/8, and 5/8 in.—to suit different thicknesses of 
bone, the choice of pin depending on the region of the 
mandible in which it is to be employed. The juncture 


' of the narrow and wide parts of the pin is in the 


form of a sharp shoulder (fig. 1), so that when the 
pin is inserted into the bone with a surgical hand-drill 
the soft tissues deep to the mandible cannot be endan- 
gered by. the pin suddenly slipping through the bone. 
The clamps employed are larger than the previous ones 
and are open ended for ease of manipulation when 
attaching the pins (fig. 2). The clamps are attached 
to each other or to the intraoral cap splint by a system 
of bars and universal joints in the ordinary way (fig. 3). 
The apparatus, made for us by Messrs. Down Bros., ` 
Ltd., has been very satisfactory in use. The pins and 
clamps are strong enough to withstand the torsional 
strains encountered, and in a difficult case it is now 
possible to replace the central fragment in good align- 
ment against the pull of the tongue muscles, and to keep 
it thére without resorting to any accessory methods. 
The scars left by these thicker pins are no more obvious 
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Fig. 3—Apparatus in position in a patient with difficult bilateral fractures of the 
mandible, showing absence of any support other than the pin appliance. 


than those from the thinner pins, and a far more positive 
control over the bony fragments is obtained im all eases. 

I would like to thank my colleagues of the Hill End EMS 
Hospital maxillo-facial unit, particularly Mr. Rainsford 
Mowlem, Mr. J. L. Dudley Buxton, and Mr. B; W. Fickling, 
who have all helped in the evolution of the apparatus; and 
Mr. Paul Toller for taking the photographs. ` 
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STRAINS OF H. INFLUENZÆ 
EDITE A. STRAKER, MB LOND., DPH 


GROUP LABORATORY, ST. MARY ABBOTS HOSPITAL, 
‘LONDON COUNTY COUNCIL 


Pittman (1931) studied 97 strains of Haemophilus 
influenze (Pfeiffer’s bacillus) derived from pathological 


sources, and found that 15 strains (7 of which had been - 


isolated from the cerebrospinal! fluid in cases of influenzal 
meningitis) gave colonies on Levinthal agar plates which 
were larger and more opaque than the typical colony of 
‘H. influenze. The colonies were iridescent when 
viewed by oblique light, smooth, mucoid, and had a 
continuous edge and a tendency to coalesce. The 
organisms were very short rods, uniform in size. On 
- subculture, especially in broth, they tended to become 
pleomorphic. Capsules could be demonstrated. Sooner 
or later on subculture these ‘‘ smooth ” strains gave smaller 
translucent colonies which resembled the typical colony of 
H. influenze, the bacilli showing a variable amount of 
pleomorphism and no capsules. Pittman regarded these 
as “rough” variants. She found’ that she could 
separate the smooth strains into types by means of 
agglutinating and precipitating sera, the capsule having 
antigenic properties. At first only 2 types were described, 

a and b. All 7 meningitis strains belonged to type b. 

There are now 6 types, a to f. Most of the American 
strains from influenzal meningitis belong to type b. 

On Fildes agar plates the smooth strains give the 

characteristic colonies described by Pittman. With 
experience they can also be detected on heated blood-agar 
plates, and on blood-agar plates on which a staphylo- 
coccus has been streaked to produce ‘the “ V factor ” 
_ necessary for full growth of the colony. The appearance 
of the colony, as Pittman noted, is altered after 48 
hours’ incubation, the smooth colony becoming as 
translucent as the rough. 


DISTRIBUTION OF SMOOTH STRAINS 


Smooth strains of H. influenze may be found in the 
nasopharynx and nose of healthy people, and appear to 
be more common in children. Over a period of four 
years, 1933-37, I examined the nasopharyngeal flora 
of boys aged between 14 and 18 years at a public school 
with a population of about 200. The whole school was 
swabbed once each term. At every swabbing at least 
one carrier of smooth strains was found. The maximum 
carrier-rate at any one swabbing was 19%. Some of the 
strains belonged to type b. In the autumn of 1935 I took 
nasal and nasopharyngeal swabs from 50 children, aged 
between 2 and 11 years, at an orphan home. The 
nasopharyngeal carrier-rate of smooth strains was 8%, 
and the nasal carrier-rate 10%. A population of 60 
adults: working in one large building and regularly 
swabbed at two monthly intervals between 1933 and 
_ 1937 only showed an occasional carrier of smooth H. 
influenze. The organisms were found only in the 
throat, never in the nose. No type 6 strains were found. 

Smooth strains may also be isolated from- patho- 
logical sources other than the cerebrospinal fluid in cases 
of influenzal meningitis. In 1942 I obtained from the 
discharging eyes of a baby aged 3 months a Pneumo- 
coccus type 16, and a smooth strain of H. influenze type e. 

In 1941 a smooth strain of H. influenzæ from a case 
of influenzal meningitis in a baby was sent for typing 
(Jones and Sudds 1942); this was the first cerebrospinal 
strain I had seen and it belonged to type b. Since 1942 
I have typed 23 strains of smooth H. influenze; 21 
belonged to type b, one to type f, and one I could not 
type, probably because at the time it was sent to me 
I had prepared sera only against types b, e, and f. Most 
of the patients were infants aged from 3 months to 14 
years, but one was a child of 6 years, and one a man of 23, 
from whom the organism was grown from cerebrospinal 
fluid and blood-culture. 


Fifteen of the strains came from London County Council 
hospitals (13 type b, 1 type f, 1 untyped), 1 was sent by Dr. 
May of the London Hospital, 2 by Dr. Kidd of Reading, 2 by 
Dr. R. I. Hutchinson of the Buckston Browne Farm, Downe, 
` Kent, 1 by Dr. Sudds of Aberystwyth, 1 by Dr. Montgomerie 
of the Paddington Creen Children’s Hospital, and 1 by Dr. 
- Allison of Cardiff. Tight strains were received in 1942, 3 in 
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1943, and 5 in 1944. All these were fairly evenly spread out 
over the year. In 1945 7 strains have been received between 
the end of January and the middle of May. 

Of 5 cases of influenzal meningitis in children reported 
by Gordon, Woodcock, and Zinnemann (1944) 3 were 
caused by type 6; the other 2 strains appeared to be 
similar to those commonly isolated from normal throats. 


’ SENSITIVITY TO PENICILLIN 
Dr. May observed that his strain showed sume sensi- 
tivity to penicillin, and Dr. Hutchinson later made the 
same observation about one of her strains. When tested 
on a Fildes agar plate, on which after inoculation is 
placed a disc of sterile filter paper (diameter about } in.) 
moistened with a drop of penicillin solution containing 


about 10 units to the drop, the circle of growth inhibition . 


is less than half that given with a sensitive Staphylococcus ` 


aureus. The ordinary throat strains of H. influenzv are 
less sensitive to penicillin than the smooth strains and 
show only a very small circle of growth inhibition. 


REFERENCES 
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ERYTHEMA NODOSUM 
A SEVERE TYPE IN MIDDLE-AGED WOMEN 


E. FRANKEL, MD LOND., MRCP 
PHYSICIAN TO ESSEX COUNTY HOSPITAL, WANSTEAD 


IT is now generally accepted that erythema nodosum 
is a non-specific inflammatory reaction of the skin to a 
variety of agents, including the tubercle bacillus and the 
streptococcus, and not a_ specific disease. Biopsy 
specimens of the affected skin have shown the same 
type of cellular and tissue reactions in the excised lesions 
of erythema nodosum as after the intradermal injection 
of tuberculin and streptococcal nucleoprotein in sensi- 


_ tised subjects: 


The 19 casesoferythema nodosum observed by meduring 
the last two years and reported here differed in many 
respects from the textbook description of this condition. 
My patients were usually of middle age, whereas most 
cases of erythema nodosum occur between the ages of 
10 and 30. The illness was, as a rule, much more severe 
than is seen in erythema nodosum. The fever lasted 


longer and toxæmic disturbances were more pronounced. 


Involvement of the joints was more conspicuous and 
the rash on the extensor surfaces of the legs was always 
very extensive and quite characteristic. Recurrent 
attacks were frequent, there wad no association with 
tuberculous infection, and the patients presented clear-cut 
clinical features, a typical course, and a good prognosis. ` 
CLINICAL FEATURES 

These 19 cases were all in women between the ages of 
25 and 70, and 14 were over 30 years of age; 14 
were admitted to hospital between the months of 
November and April. None of them gave a family 
or past history of tuberculosis or rheumatism. In all 
of them the illness began rather suddenly about a fort- 
night before admission. They became feverish, with 
general malaise, headache, and backache, and perspired 
profusely ; 10 had a sore throat at the onset of the 
illness. After 3-5 days. they began to complain of 
swelling of various joints and of pain on moving them. 
The rash appeared on the 8th to 14th day of the illness. 
and after its appearance the patients were usually 
admitted to hospital with a diagnosis of septicwmia, 
acute rheumatism, arthritis, or erythema nodosum. 
They all looked ill and toxic, perspiring profusely, with 
tachycardia and swollen and painful joints. Some of 
them still had a sore throat. They all had pyrexia, and 
their temperature on admission varied between 99° 
and 103° F. 

-The typical rash was seen in all cases and consisted of dark 
red, raised, round or oval, very tender, warm areas, with 
an indefinite margin, distributed over the extensor surfaces 
of. both legs and also seen, though less often, on the extensor 
surfaces of the arms and on the body; they did not fade on 
pressure. The spots were usually about an inch in diameter, 
but they often became confluent just above the ankles to form 
large, irregular, deep red areas 2—4 inches in diameter (see 
figure). There was cedema of the tissues surrounding the spots. 
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All the patients continued to be ill; 16 had a remittent 
pyrexia between 102° and 99° F for one to three weeks, and 
3 cases for six to eight weeks after admission to hospital. 
The heart-rate corresponded to the temperature. The 
clinical course varied a great deal, 8 patients making a com- 
plete recovery after three weeks, 7 taking up to eight weeks 
to regain their health, and the remainder taking between two 
and four months; 3 patients were desperately ill. Six 
women had recurrent attacks and developed a new crop of 


erythematous areas at varying intervals after the first attack, - 


the recurrence being accompanied by pyrexia and well-marked 
constitutional disturbances. Every patient, however, in 
the end made a complete recovery, and none of them developed 
tuberculous disease while under observation as outpatients. 
The white-cell count on admission varied between 6000 
~ and 16,000 per c.mm. There was usually. a slight leucocy- 
tosis with a normal differential count. Throat swabs were 
taken in al] patients and from 9 hemolytic streptococci were 
grown. Radiograms of the lungs did not show any evidence 
of intrapulmon- 
ary disease, and 
in none of them 
was the heart 
affected. Blood 
cultures were all 
sterile, and men- 
ingococcal fixa- 
tion tests and 
Wassermann re- 
actions were 
negative. The 
blood-sedimen - 
tation rates were 
raised and varied 
from 35 to 120 
mm. per hour 
(Westergren). 
Urine examina- 
tions did not 
show any abnor- 
mality. 
jii $ ES Of 9 patients 
Rash on legs in a woman aged 66. ~ who had strepto- 
; 3 coccal agglutina- 
‘tion tests performed, 7 showed a high agglutination titre, 
varying from 1 in 5120 to 1 in 160 (normal up to 1 in 80). 
This increase must be significant, particularly as towards 
the end of the illness the titre came down to a normal level. 
The acute febrile illness with constitutional changes 
induced me to try sulphonamides and salicylates in 
large doses, but they had no effect on the course of the 
disease or the pyrexia. In view of the age of the patients, 
a Mantoux test was not thought to be of great help. 
It was done in 5 patients but did not show any signifi- 
cant reaction, being negative in 2 and faintly positive 
(1: 1000) in the other 3. 


- COMMENT 


The clinical picture described seems to be common 
and should be recognised as a clinical entity. It appears 
to affect only women, usually of middle age, during the 
colder months of the year. The rash and the course 
of the disease are so typical that knowledge of it will 
help in diagnosis and prognosis. None of these patients 
showed evidence of tuberculous disease, and, in view of 
the infection of the throat with haemolytic streptococci 
and the high streptococcal agglutination titre in a number 
of the patients, sensitisation of the skin by strepto- 
coccal toxin is the likely cause of the inflammatory 
reaction. The severe constitutional disturbance pre- 
ceding and accompanying the skin reaction must be due 
to toxemia, probably also of streptococcal origin. — 


SUMMARY 


The 19 cases of toxic erythema reported differed from 
the usual erythema nodosum in affecting only women, 
mostly of middle age, and in the severe constitutional 
disturbances. The cause is thought to be sensitisation 
of the tissues by a streptococcal toxin. 


I wish to thank Dr. D. H. Irwin for permission to report 
4 of the cases under his care. 


References. —Spink, W. W. (1937) Arch. intern. Med. 59, 65. 
Perry, C. B. (1944) Brit. med. J. ii, 843. 
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BRITISH ORTHOPEDIC ASSOCIATION 
THe spring meeting of the association was held 
at Horton Hospital, Epsom, and Hill End Hospital, 
St. Albans, on June 1 and 2, under the presidency of 


Mr. St. J. D. BUXTON. 


BONE AND SOFT-TISSUE DEFECTS IN THE LIMBS 


Wing-Commander I. Lawson DICK, RAF, in prelini- 
inary observations on Cancellous Bone Transplanis 
surveyed the knowledge of osteogenesis in relation to 
bone-grafting from the time of John Belchier in 1736. 
The generally accepted view now was that the viability 
and osteogenetic properties of transplanted bone de- 
pended on the facility with which it could. be revasculgr- 
ised. Osteogenesis was long delayed in the depths of 


massive cortical grafts and most readily attained in | 


cancellous bone. If the mechanical stability of cortical 
grafts could be obtained by other means, healing 
and consolidation would be hastened by the superior 
osteogenic properties of cancellous bone. <A disadvan- 
tage of removing grafts from the tibia was the not 
uncommon occurrence of fractures in the donor bone. 
The most rapid and suré method of bone transplantation 
had been with cancellous chips from the ilium.. 

Mr. S. L. HiaGs dealt further with the use of Cancell- 
ous Chips in Bone-graft Surgery, following on the work of 
Mowlem on plastic reconstruction of the jaw. He 
reviewed 71 cases of bone-grafting. Of these, 60 were for 
non-union of the long bones, cortical grafts being used 
alone in 20 of them and cortical plus cancellous in the 
other 40. All had resulted in bony union, but with 
cortical chips alone union had taken at least twice as long 
as where both types of graft were employed, except in the 
femur, where the average had been half as long again for 
healing with cortical grafts alone. If cancellous chips 
were to do their work well and quickly, rigid fixation 
must be applied. It was to maintain this, with length 
and alignment, that cortical grafts were combined with 
the chips. There need be no hesitation in excising all 
sclerosed bone from the site of non-union ; similarly all 
fibrous tissue should be excised to facilitate vascularisa- 
tion. Where skin defects were present as well, these should 
be adequately treated by plastic methods beforehand. 

Mr. Ivor ROBERTSON described the treatment of 
Chronic Infective Osteitis, the essentials of which must be 
a careful but extensive excision of all infected bone and 
scar tissue, and the replacement of tissue loss by bone, 
muscle flaps, and full-thickness skin-grafts. Such treat- 
ment required careful selection of cases ; those described 
had been cases of chronic hematogenous osteitis of 
limited area and surgically accessible, and chronic 
osteitis resulting from compound fractures or war 
wounds. The treatment was carried out in three stages 
under penicillin control, and comprised, first, the excision 
of the bone and soft-tissue defects and the covering of 
them with Thiersch grafts; secondly, a month later, 
the removal of this graft and the substitution of a full- 


thickness skin-graft ; thirdly, at least two months later, 


bone-grafting. Where a non-united fracture was present 
this required both cortical and cancellous chip grafts. 
In cases of chronic hematogenous osteitis, stages 2 and 3 
might be combined, and iliac cancellous chips alone were 
packed into the dead space between the walls of the 
cavity and skin flap. To ensure an adequate blood- 
supply, a muscle flap was swung over them and sutured 
to the periosteum. 

Mr. RAINSFORD MOWLEM, speaking on Soft-tissue Defects 
in the Limbs, emphasised the need in the-treatment of 
injuries for continuous care of all tissues damaged— 
skeletal, vascular, and neuromuscular—as well as the skin 
covering. No one element must be ignoréd, but a limb 
otherwise sound was useless without its skin covering. 
Superficial fibrosis secondary to infection and exposure, 
and the influence of this on underlying muscles and 
joints,. would prevent adequate treatment for these 
deeper parts and greatly increase the disorganisation of 
the limb as a whole. Split grafts could be applied 
whenever there was a good vascular surface and as a rule 
should be applied as soon as possible. To make them 
adhere, continuous pressure was preferable to any glue. 
If the bed was avascular it must be excised. If infection 
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was present this was no contra-indication to grafting 
provided it was dealt with by suitable chemotherapy. 
Ps. pyocyanea, B. proteus, or Bact. coli infection was a 
special problem, but even here successful grafting was not 
impossible. Exudation was the difficulty, but its 
mechanical effects could be minimised by using strip or 
postage-stamp grafts. 
to become dry and to contract; massage with grease 
would help to overcome this. Below the knee, grafted’ 
areas required long-continued pressure bandaging to 
<- reduce the ill effects of œdema. On weight-bearing 
surfaces, keratosis could be stimulated by the use of the 
sulph-hydryl radicle, but usually here split grafts should 
be only a preliminary to whole-thickness grafts. 


PENICILLIN | 


In outlining his views on the Future of Penicillin 
Treatment, Prof. L.. P. Garrop began by contrasting 
penicillin therapy for bone and for soft-tissue lesions : 
- in the latter results could almost be guaranteed, but the 
story was very different in the former. With greater 
purification three types of penicillin were being isolated, 
and each might be found specially suitable for certain types 
of infection. Improved methods of parenteral admin- 
istration had brought greater comfort to the patient 
and greater convenience to the staff. United States 
workers were trying to overcome the difficulties arising 
from the rapid elimination of penicillin by developing 
suspensions in oil and so forth which were more slowly 
absorbed. It was hoped that improved manufacturing 
methods would eventually make oral administration 
generally practicable. The need for strict economy in 
penicillin had. compelled British users to exploit local 
administration, and there was much to be said for this 
route, by which an adequate concentration could be 
achieved where it is most needed. The effectiveness of 
penicillin—unlike that of other antiseptics—did. not 
depend on its concentration. The full action of the drug 
was obtained in low strength; one gained nothing by 
“increasing it, and in fact with some penicillin the effec- 
tiveness fell when the concentration was increased. The 
use of penicillin combined with sulphonamides was still 
under discussion. Professor Garrod’s own work, though 
not conclusive, suggested that the sulphonamides inter- 
fered with the effect of penicillin on rapidly multiplying 
organisms. 
AMPUTATIONS 


Prof. G. F. KatuyxKov (USSR), discussing End-bearing 
‘Amputation Stumps in the Lower Extremity, said that 
reconstructive surgery in the post-war era would largely 
be concerned with re-amputation, in view of the practice 
of carrying’ out emergency primary amputation behind 
the battlefield and leaving definitive amputation to a 
later date. In Soviet Russia the percentage of re-am- 
putations required was not less than 80%. In one large 
centre in the USA the percentage was 78%. In British 
hospitals the percentage did not exceed 25%, which was 
explained by the more frequent use of flap amputation 
instead of the guillotine. Soviet surgeons where possible 
sought to create end-bearing stumps by means of an 
_ osteoplastic operation, thus following the work of Piro- 
goff, whose well-known operation on the lower leg was 
being done in Russia today. Other methods practised 
in Russia were those of Bier in below-knee amputations 
and Gritti-Stokes above the knee. After such operations 
it was important to prepare the stump properly for end- 


bearing. An end-bearing stump ensured better distri-. 


bution of weight within the prosthesis and therefore 
improved gait and confidence. Professor Kalmykov 
recognised British conservatism in this matter of end- 
bearing stumps but made a plea for further work in this 
here. 
P Prof. M. N. Potonsky (USSR) described a New Type 
of Prosthesis in amputations through or near the hip-joint 
which he thought solved the well-known difficulties of 
limb fitting in this region. Its advantages were its 
lightness, comfort in walking and sitting, and economy 
in manufacturing costs and time. A normal type of 
above-knee prosthesis was employed, fixed to the usual 
type of pelvic band, from the front of which a broad 
leather sling passed continuously downwards into the 
front of the prosthesis, over a transversely placed wooden 
roller, and out through the back of the limb to be 
attached to the back of the pelvic band where its tension 
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could be adjusted by lacing. The top of the appliance 
held a slightly hollowed springy platform with soft felt 
lining on which the soft parts of the hip gained a shock-. 
absorbing support in walking. i 


INTERVERTEBRAL DISC LESIONS 


Dr. E. J. Crisp read a paper on the Early Diagnosis 
and Treatment of intervertebral disc lesions. ‘The lumbar 
discs suffered trauma more often than was generally 
appreciated, and in the absence of crural pain or radio- 
graphic changes the resulting lesion was frequently 
mistaken for sacro-iliac strain or fibrositis. The con- 
dition could easily be recognised by the extreme and 
persistent lumbar spasm, at first associated with an 
increase in the lumbar concavity ; later scoliosis to the 
side of the lesion and lumbar kyphosis developed with 
sciatic pain. The lordosis occurred when rupture of the 
annulus fibrosus was incomplete and kyphosis when it 
was complete. Persistent lumbar spasm and a “ tight ” 
lumbar spine in an otherwise healthy patient indicated - 
trauma, to a disc and should be dealt with béfore the onset 
of sciatica. Treatment was by conservative means such 
as the use of a plaster jacket. ` 

Mr. J. E. O’CONNELL dealt in greater detail with the 
diagnosis of Lumbar Intervertebral Disc Protrusions, based 
on a study of 240 patients explored, 227 of which had 
given positive evidence of intraspinal protrusions. By 
careful analysis of the clinical picture it was possible to 
define exactly the site of nerve-root stretching; the 
extradural portion of the nerve-root was affected where it 
left the spinal canal at the intervertebral foramen next 
below the affected disc. In. his series 39 cases had been 
studied before operation by myelography with 6 negative 
(15%) explorations. In 201 cases explored without 
myelography there had been only 7 negative operations 
(3-5%). ‘While a variety of conditions could occasionally ` 


_ produce a picture similar to that of a lumbar disc pro- 


trusion there were only three which did so at all commonly 
—an intraspinal tumour, a metastatic tumour in the 
lumbar vertebre, and spondylolisthesis. Clinical exa- 
mination would help in the differentiation but accessory 
methods might be necessary. In operative treatment 
adequate excision of the disc was essential. -With proper 
selection the results in the majority were excellent. 
Backache was rarely incapacitating. There had been a 
few recurrences, most often in the opposite leg. 


VASCULAR INJURIES 


Prof. J. PATERSON Ross discussed Ischaemic Phenomena 
following Vascular Injuries in the lower extremity. 
He drew attention to the relation of the origin of the 
sural] arteries, supplying the gastrocnemius muscles, to a 
specially vulnerable region in the popliteal artery. If 
these and all the terminal branches of that artery were 
blocked the leg was liable to be useless and sympathec- 
tomy would not improve it; pain might necessitate 
amputation. Where the sural arteries had been blocked 
but the collateral circulation preserved pain in the upper 
calf was troublesome after walking 300 yards. This was 
relieved by sympathectomy. If the popliteal artery 
had been damaged below the sural vessels pain was found 
only in the lower calf and was not appreciably affected by 
sympathectomy. Block high up in the popliteal or 

‘femoral artery gave a good leg which could often be im- 

proved by sympathectomy because the vessels to the calf 
—even if small—were Still open. The popliteal artery 
was vulnerable to direct injury from bone and was liable 
to ‘‘ spontaneous ” thrombosis which might be related to 
less direct trauma and to thrombosis arising from de- 
generative changes. In none of the cases described did 
gangrene occur but in cases in which the popliteal or 
femoral vein had to be tied venous congestion was 
troublesome and was worse after sympathectomy. In 
arteriovenous fistula, if the main artery was ligated a 
good collateral arterial circulation developed, but without 
coincident ligation of the vein excessive venous drainage 
rendered the circulation of the periphery precarious. In 
one case of external iliac artery ligation in which the 
arteriovenous fistula had not been recognised, and in two 
cases of wounds of the femoral artery and two of the 
popliteal artery, immediate paralysis of the lateral 
popliteal nerve occurred suggesting an important addi- 
tional segmental supply from the popliteal artery. These 
recovered like a regenerating peripheral nerve. l 


negative pressure, or both. 
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Major D. LLOYD GRIFFITHS, RAMC, remarked on the 
large number of cases of vascular injury to the larger 
vessels which he had seen in two years at a variety of 
centres. . He attributed this to the great conservation of 
limbs (due fo chemotherapy) which formerly would have 
been amputated. Inthe past, and even now, the ligature 
of main arteries had been carried out too light-heartedly. 
A large proportion of them, even at reputedly safe sites, 
had -been followed by vicious effects in the periphery, 
such as intermittent claudication, incorrigible anzes- 
thesia, and gangrene of the digits. He pleaded for the 
greater practice of lateral suture of arterial wounds and 
the avoidance of ligature. 


MISCELLANEOUS PAPERS 


Mr. JAMES PATRICK discussed the diagnosis and treat- 
ment of 17 cases of Fracture of the Medial Epicondyle 
displaced into the elbow-joint. Radiological diagnosis 


might seem difficult because the patient could not extend | 


the elbow enough to permit of a good anteroposterior 
view. If the medial epicondyle could be seen in the 
lateral view through the joint line, it might be regarded 
on this view alone as being incarcerated in the joint. 
After reduction of the incarcerated fragment (and in all 
simple medial epicondyle fractures) the fragment lay 
above the level of the joint Jine and so ceased to be visible 
in the lateral view. Reduction in early cases could easily 
be done by anesthetising the patient, gently abducting 
the forearm on the humerus, and applying faradism to the 
flexor muscles. Cases missed for more than five or six 
weeks after injury should be treated conservatively. 
In such cases the epicondyle eventually developed a bony 
fusion to the ulna. Anterior transposition of the ulnar 
nerve was probably unnecessary. 

. Mr. C. PRICE THOMAS, speaking of Scoliosis in Relation 


to Thoracic Disease, said that this type of scoliosis most 


commonly followed conditions involving the pleura, such 
as chronic empyema and imperfectly treated hamothorax. 


Pulmonary fibrosis and atelectasis also gave rise to the 


deformity but only when the mediastinum was fixed. 
The underlying cause was a concentric pull on the chest 
wall towards the lung root, or an increase in intrathoracic 
There was a striking differ- 
ence in the chest deformity from that found in primary 
scoliosis ; the intercostal spaces were much more con- 


-` tracted, the curvature of the rib angles was increased, and 


the anterior part of the chest was flattened on the concave 
side of the scoliosis—the reverse to that found in primary 
scoliosis. Vertebral rotation did not seem to be so pro- 
nounced in thoracic scoliosis. Mr. Thomas illustrated 
the types of remedial exercises used in prevention of the 
deformity, in the course of treatment of the causal dis- 
ease, and in the aftercare of thoracic operations. Insome 
operations, because so much of the spinal stability de- 
pends on muscles having rib attachments which are lost, 
some degree of scoliosis was inevitable, but it could still 
be mitigated by remedial exercises. , 

Mr. A. D. LE Vay illustrated the importance of Costo- 
clavicular Compression of the Brachial Plexus in the 
explanation of certain neurological and vascular disturb- 
ances in the upper extremity. His patient, suffering 
from symptoms of the ‘‘scalenus syndrome” type 
(without cervical rib), had been treated a year before by 
tenotomy of the scalenus anterior, after which the 
symptoms had been worse. The patient had then been 
operated on by Mr. Le Vay under local anesthesia. 
had found the subclavian artery and brachial plexus very 
superficial and bound to the back of the clavicle by dense 
inflammatory fibrous tissue. The artery was small and 
transversely grooved as if just released from a clamp. 
By bracing the shoulders back these structures were 
firmly squeezed between the clavicle and first rib. A 
portion of the latter was excised, so that artery and plexus 
sank back against the pleura. This operation had been 
quickly followed by practically complete recovery. 

Dr. PHILIPPE BAUWENS demonstrated a method of 
measuring the Action Potentials of Normal and Denervated 
Muscles, using a special amplifier with the cathode-ray 
oscilloscope connected by terminals embedded in the 
muscles being tested. Bv attaching a shunt having a 
resistance exactly counter-balancing the amplifier, with a 
microammeter, it was possible to switch over during the 
test and then from the calibrations of the microammeter 
oktain quantitative readings which were of great value 
in addition to the qualitative impressions received from 
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the sounds emitted by the amplifier. Dr. Bauwens also 
demonstrated another apparatus which, taking advantage 
of the slower chronaxie of denervated muscles, enabled 
responses to electrical stimulation to be obtained from 
these muscles without affecting normal muscle-fibres. 
Mr. W. SAYLE CREER showed a cinematograph film 


dealing with some Foot Faults Related to Form and Func- 


tion, which by means of dissections and models illustrated 
the anatomy and. physiology of the foot, its pathology, 
and treatment. S ` oo 

A clinical demonstration was given at Horton EMS 
Hospital by Mr. BUXTON and members of the staff ; by 
Dr. P. H. JayeEs of the Plastic Unit, East Grinstead > 
Dr. E. E. Harris of the Heritage Craft Schools ; Mr. 
B. H. Burns and Mr. R. H. Younc of Botleys Park ; and 
Mr. F. C. DURBIN of St. Nicholas Hospital, Pyrford. 


Reviews of Books `- 


Psychology for the Returning Serviceman 
Prepared by a Committee of the National Research 
Council, USA. Editors: Irvin L. Cuitp, Yale Uni- 
versity ; MARJORIE VAN DE WATER, Science Service. 
(Infantry Journal—Penguin Books. Pp. 243. 25 cents.) 

THE returning ex-soldier and his problems are rightly 
occupying a great deal of public attention just now. This 
small book is a careful and progressive examination of 
what those problems are and shows that most of them are 
psychological. The distinguished members of the com- 
mittee who have helped in writing the book include not 
only prominent members of the United States Medical 

Corps but university teachers, social workers, and mem- 


bers of the directorates responsible for the USA war | 


effort. The book shows that the reasons for the prob- 
lems of the returning soldier are manifold, but funda- 
mentally are created by a change from one group and 
environment to another ; both the group that is left and: 
the one that is rejoined are charged with emotional 
potentials that in some ways are conflicting. Here all 
the problems are admirably expressed in simple language 
with advice to the soldier on how to solve or at least face 
them. There is a wise chapter on getting married, and 
others on getting a job, on citizenship, parenthood, and 
settling down to normally healthy civilian existence. 

‘Since not all veterans are going to return to civilian 
life with their former good health, six chapters are 
devoted to illness—psychiatric illness such as’ battle 
nerves, injuries to the nervous system, to sight or hearing, 
and the peculiar difficulties that result from the loss of 
limbs. Theadmirable chapters on psychiatric difficulties 
can be read by the layman without difficulty or offence. 
The reader will acquire easily an idea of the remote 
effects of battle and will learn of the long emotional 
tension of war and its effects on soldiers and civilians 
alike. The book tells of the veterans’ common disturb- 
ances of sleep and of his frequent failure in equability of 
temper. Like another remarkable.American production 
prepared by the same group of scientists and soldiers— 
Psychology for the Fighting Man—this little book can be 
warmly recommended to British ex-Service men and 
their family circle. a 
The Measurement of Colour 

W.D.WRICHT, DSC, ARCS, technical opticssection, Imperial 
College of Science and Technology. (Hilger. Pp. 223. 30s.) 

Tus is a book written by a master of his subject 
with no bias in favour of any class of reader. It is an 
exposition of the physical principles. and. methods 
underlying the quantitative measurement of colour, and 
although not a ‘‘ popular” work is written so that 
anyone with an elementary general knowledge of 
science can understand its applications to his own 
specialty. So far as medicine jis concerned it is of 
interest in.relation to colour Vision and industrial 
problems of illumination, and important to all who 
have to make colorimetric and photometric estimations 
in biological fluids. The first part of the book explains 
the properties and composition of light in relation to 
vision in the light-adapted eye, and the way in which 
a numerical specification of a colour can be achieved. 
Colorimetry. spectrophotometry, and colour atlases 
are discussed, and a chapter on practical applications 
closesa clearand businesslike account of a branch of physics 
which has developed greatly during the last few. years, 
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= Death in the First Year 
INFANT mortality is generally regarded as one of 


the most sensitive indices: of the health of a com- 
munity. This conclusion finds strong support in a 


paper by Wootr and WATERHOUSE, who have’ 


studied the influence of social conditions on infant 
mortality in county boroughs of England and Wales. 
The main facts and conclusions can: be summarised 
quite briefty. Infant mortality in England and 
Wales as a whole remained fairly steady at a level 
of about 150 per 1000 births from 1850 to 1900, but 
after 1900 it fell steadily to reach a record low level 
of 53 per 1000 in ‘1938, the last year for which full 
records were available. The causes of the relative 
steadiness from 1850 to 1900 and of the relatively 
rapid fall from 1900 onwards are not altogether 
clear. Three widespread misconceptions as to the 
meaning of the figures can however be eliminated. 
First, the view that. the fall in total infant mortality 
can be attributed to the decline in deaths from 
infantile diarrhoea is unfounded. Secondly, there is 
no scientific support for the view that infant mor- 
tality depends on genetic constitution and that 
attempts to reduce it are an interference with natural 
selection. Thirdly, the figures do not justify com- 
placency. The steady decline in total infant mor- 
tality since 1900 is of course a good thing, but it was 
still true that in 1938 the rate in the “lowest ” 
social grade was more than twice the rate in the 
“ highest ” grade. | 

In an endeavour to see how this discrepancy 
between social classes can be correlated with the 
different conditions in which these ‘classes live, 
_WooLr and WATERHOUSE devised and examined 
statistically five social indices which could be corre- 
lated with infant mortality during the 11 years 
1928-38 in county boroughs comprising about a third 
of the population of England and Wales. The social 
indices chosen were the percentage of families with 
more than one person per room, the percentage of men 
unemployed, the percentage of occupied males in the 
Registrar-General’s social classes IV and V (the 
““ lowest ” classes), the percentage of women employed 
on manufacturing processes, and latitude. Infant 


mortality in general increased steadily from. south ` 


to north, except in social class I (the highest in the 
Registrar-General’s scale). The effect of latitude is 
therefore probably not the result of climate but of 
miscellaneous social indices which cannot be accur- 
ately assessed. The other social. indices chosen 
showed a high correlation with infant mortality. 
From a statistical analysis of the available facts the 
investigators divide the population into different 
strata with characteristic average infant-mortality 
. rates,- For example, for the “better off ” (with all 
social indices negative) the rate is 23-1, for the over- 
crowded poor it is 108, and for the unemployed 
-overcrowded poor it is 153. There is an additiona 
mortality rise of at least 35 per 1000 in babies whose 
mothers work in industry. 

1. Woolf, B., Waterhouse, J. J. Hyg., Camb. 1945, 44, 67. ° 
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‘gains weight prodigiously, and feels fighting fit. 
| temperature and ESR return to normal limits and his 


- ‘From these facts WooLr and WATERHOUSE deduce 


that if all their poverty indices were removed an infant 


mortality of about 23 per 1000 could be attained for 
the country as a whole. a ted 
“In county boroughs two thirds of infant deaths 
- would be avoided: by the abolition of conditions 
defined by our indices. Of the preventable deaths, one 
third are associated with overcrowding, one quarter 
with low-paid occupations, one fifth with unémploy- 
ment, and one eighth with industrial employment of 
women. In England and Wales, over 250,000 deaths 
in 11 years, about 63% of the total, can be attributed 
to adverse social conditions.”’ 
But here perhaps a criticism may be made. ` To show 
by statistical methods a significant correlation be- 
tween infant- mortality and certain selected social 
indices of poverty is one thing : it does not necessarily - 
follow that elimination of the conditions defined by 
those indices would result in abolition of a given 
proportion of infant deaths. There are certain unex- 
plained features about the trend of infant mortality ; 


it is possible for example that elimination of 


poverty indices alone would not have the effect pre- 
dicted unless it were accompanied by advice on 
methods of infant feeding and a raised standard of 
education. The influence of epidemiological factors 
also is stressed in a recent note by GALE.? 

This criticism does not affect the main conclusions of 
Woo.tr and WaATERHOUSE’S paper. These stand or 
fall on the soundness of the statistical analysis. The 
authors themselves, being well aware of this, point out 
that for assessing the significance of their results they 
have used the strictest and most conservative statis- 
tical methods, as was possible because their results are’ 
not just of borderline significance. The general - 
validity of their conclusions is further shown by the 
fact that the rate of 23-1 which would prevail if all 
poverty indices were eliminated was in. fact very 
nearly reached for social class I as long ago as 1930-32, 
when it was approximately 30 per 1000. As a chal- 
lenge to our social conscience, the findings are all the 
more impressive because the report is free from 
political or emotional bias. i 


_ Indolent Early Tuberculosis 


TUBERCULOSIS is said to be a disease without prog- 
nosis; and we are finding that this is no less true 
when the disease is diagnosed in its earliest stages 
than when it is overt. Nowadays its presence is 
being revealed “ accidentally ” by mass radiological 
surveys many months before any symptoms would 
have led to a clinical diagnosis, and quite a number of - 
cases thus detected are showing a disappointing lack 


of response to all forms of treatment. 


A preclinically diagnosed patient will usually 
profess to feeling perfectly well, ‘or—on maturer 
consideration only slightly “ off colour,” for which 
other excellent excuses can be proffered. In addition 
to the ominous shadow, his erythrocyte-sedimentation 
Fate is somewhat raised, and maybe his mean tem- 
perature also. So he is straightway put to bed, 
where in:a few weeks he loses all traces of malaise, 
His 


X-ray appearances are little changed. But from 
time to time there is a small setback, sometimes 


C 


2. Gale, A. H. Mon. Bull. Min. Hlth, 1945, 4, 97. 
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unaccountable and sometimes occurring when after 
months of sameness the patient is allowed to do a 
little more for himself; He suffers a few hours’ 
malaise, there is a slight irregularity on his tempera- 
ture chart, a slight rise in his ESR, and on his next 
film a fresh mottling in some zone ‘hitherto trans- 
lucent. Itis noteworthy that at this stage excavation 
is rare, or at any rate can rarely be discerned radio- 
logically. Sooner or later an artificial pneumothorax 
may be induced with encouraging immediate results, 
which however do not last, because a faint lesion 
appears in the opposite lung and causes another mild 
constitutional upset. Even with bilateral APs. the 
patient still seems to hang fire. Eventually in 
desperation he may be allowed to get’ up and start 
- walking exercise. Paradoxically he improves in all 
respects for a few weeks, and then syccumbs to 
another setback. This time it may be a small pool 
of fluid in one or other pleural space, which neither 
waxes nor wanes, and suggests a very indolent “ cold ” 
pleurisy. This unsatisfactory lack of definite progress 
may persist for as long as two or three years, making 
all concerned. with the case wish to Heaven it would 
Do Something. And then something does happen. 
A change of the patient’s milieu will sometimes bring 
about a radical change in the tempo and quality of his 
‘disease reactions. In the old days a patient at this 


juncture might be transferred from Britain to the 


High Alps—or vice versa—and his new medical 
attendants would reap the kudos of having pulled him 
round the corner. 
place mysteriously within the patient himself. Up to 
now he has been neither ill nor well, but increasingly 
disheartened. He now becomes really ill with full 
panoply of pyrexia, toxemia, and abrupt loss of 
weight. On investigation he is found to have 
developed some dramatic extension of his disease : 
perhaps excavation, perhaps a fulminating pleural 
effusion. Thereafter his clinical course is much more 
definite for better or for worse, and his response to 
treatment is more decisive. Moreover he is less dis- 
heartened. l 

Investigation and comparison of experience in these 
indolent cases is called for. There are several lines of 
inquiry to be pursued. First, it will be generally 
agreed that this is not a new phenomenon. Reference 


to archives shows the`occasional case in the past, 


which was accidentally diagnosed in the preclinical 
stage and which failed to fulfil expectations of early 
resolution and dragged on and on. In the welter of 


more chronic cases these disappointing therapeutic ` 


failures were apt to slip from the memory. In this 
. country war conditions do not seem to have appreci- 
ably altered the character of the disease, although the 
incidence of overt tuberculosis may be higher. These 
indolent early cases are obviously following much the 
same course they would be pursuing had they re- 
mained undetected. Some of them would never have 
come to light and would subsequently have shown 
calcified scars of old battles fought unsung. Others— 
and we have no means yet of knowing what proportion 
—would have proceeded to frank clinical disease. 
What then determines whether and when an indolent 
case will become “‘ energised ?” ? In many so-called 
self-limiting diseases there is a rhythm in bodily 
response. Before the use of sulphonamides was 
customary, a case of lobar pneumonia could be relied 
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-progress is often much more decisive. 


More usually the change takes ` 
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on to become steadily worse until the crisis at the end 
ofthe week. Even now, when sulphonamides produce 
the expected clinical improvement within a few hours 
part of this rhythmical mechanism persists, for the 
ESR will still rise for the statutory seven days or. so 
and will then commemorate a crisis on its own. If 
there is a comparable mechanism in pulmonary 
tuberculosis, the operative factor cannot be mere 
length of time but some quantitative measure of 
provocation; the phoney war drags on until a 


- threshold is passed when the body tissues are provoked 


to rise and engage the invaders in major confliet. 
Thereafter it is the body-tissues which wage the war. 
It is they that “ flare-up?’ Looked at in this light, 
excavation appears to be a desperate ‘attempt at 
scorched-earth policy, by which the: invaders are 
ringed about with impervious granulation tissue and 
their habitat cut off from supplies. Bacilli are harm- 
less in a cavity so long as the barriers hold. Cavities 
per se do not kill. One has only to survey the X-ray 
films of full-time workers at places like Preston Hall 
Colony to be reminded that health, happiness, and 
efficient citizenship are compatible with lungs re- 
sembling egg-crates.. It is the unchecked Panzer-like 
infiltration of tissues that kills. A good brisk pleural 
effusion also often works wonders in rousing the bodily 
defences and proving the turning-point in laggard 
cases. When the pleurisy has resolved, the patient’s 

This may be 
due partly to the purely mechanical restriction of the 
ipselateral lung movement owing to the thickened 
pleura, but disease in the opposite lung will also 
improve, and it is no rare finding that sputum 
manifestly coming from the opposite lung ceases to be 
TB-positive. 

Nevertheless the problem remains—Why is the 
bodily response in these early cases so indolent ? 
Perhaps the answer hes elsewhere. It must not be 
forgotten that pulmonary tuberculosis appears to be 
one of the diseases (like rheumatism and peptic ulcer) 
which can be psychogenically determined. There 
exists, in fact, a striking resemblance between tuber- 
culosis and the psychoneuroses. The onset in both 
often appears to follow hard on some severe emotional 
upset, and the course seems to depend on the success- 
ful emotional reorientation of the patient. In both 
the prognosis is also influenced by any ‘‘ secondary 
gain ’’ which the possession of a disabling illness may 
bring the patient; for the disease process, of any 
patient who becomes well adjusted to invalidism is 
apt to run a chronic course and resist all attempts at 
unwelcome or untimely cure. Both tuberculosis and 
the psychoneuroses run protracted courses, and where 
the two conditions coexist in the same patient—as 
they often do—it is surely no flight of fancy to regard 
them as being the intimately- linked outward expres- 
sions, in terms of bodily and mental illness, of-a sick- 
ness at heart. The whole patient is sick in mind, 
body, and spirit. It is surely significant that in ‘the 
early stages of both diseases the symptoms are over- 


looked or rationalised and ignored by the sufferer. 


He is “‘ off colour ” but he will not admit it until some 


_ dramatic symptom—physical or mental—forces itself 


on his attention. During these early stages the 
trouble is present, the seeds of. conflict are sown, an 
. ordeal lies ahead, but the patient is not ready to fight 
the matter out. It is he that is indolent. 


` 
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The Education Act 1944 


EDUCATION in one form or another up-to 18 years 

is to be free. Full compulsory education will cover 
the years 5-16. Edugation from 2 to 5 years’ will 
be optional and dependent on the provision of 
nursery schools, which education authorities have a 
duty to establish “ wherever there isa need.” Educa- 
tion after the secondary stage will be in county 
colleges, where attendance will be for one day a week 
for 44 weeks, one continuous 8 weeks, or two con- 
tinuous 4 weeks. -Primary schools will still cover the 
age period 5-11; secondary schools will cover 11-16 
as soon-as the school leaving age has been raised. 
Primary and secondary education is to be given in 
separate schools. There is to be a big development 
_of secondary schools which will be of three ‘types— 
grammar school, technical secondary school, and 
‘“modern ” secondary school, All children will be 
required to attend one of these. In brief, school 
provision is to be as follows: 


a a a e E a 


` County 


` Primary 
— schools l College 
Sy Roald - ` Secondary school ` (Day 
schoo l Be continua- 
Infants | Juniors | tion) 
95 5-8 11-16 


16-18 
No 7 


nical, Modern 


| 
o a, Tec 
. Primary ‘and ee ee schools established ig the 
authority are to be known as county schools: those 
established otherwise than by the authority will be 
known as voluntary schools. Schools which receive 
no Exchequer or rate aid are called independent 
- schools; those receiving a grant direct from -the 
Exchequer, direct-grant schools. All schools other 
than independént or direct-grant are maintained— 
i.e., receive assistance either wholly or in part, and in 
some form or another, from the local education 
authority. It is to maintained schools that the pro- 
visions as to medical inspection and treatment refer. 
This is the bare bones of the “ reformed national 
system of education ” outlined in The Natzon’s Schools 
Pamphlet No. 1, issued. by) the Ministry of Education. 
By this means we hope “ to secure for children a 
happier childhood and a better start in life.” The 
four most noteworthy advances are the universal 


provision of free secondary school education, the - 


county colleges, the elaboration of special schools or 
special provision in ordinary schools for handicapped 
children, and lastly the recognition of the value of 
nursery schools. Secondary education is at present 
available mainly in grammar schools, which accom- 
modate about half a million boys and girls ; technical 
schools today provide for very few, less than 100,000 
children, including war-time expansion; the 
‘ modern ” secondary school, born from the Hadow 
reform of all-age schools, is also little more than 
rudimentary, for the Hadow reform is far from 
completed. The purpose of the Act is to raise 
£ technical ’’ and “‘ modern ” schools to the plane: of 
the grammar school. A universal age of entry at 
11+ and a leaving age of 16 will go far towards this. 
The technical secondary school is to become one of 
the bulwarks of the nation and in its new form should 
direct to industry many children who at present have 


9? 


no alternative to entering grammar schools and the 
black-coated professions. Industry on the production 
and manufacturing side has been deprived of its 
reasonable share of the national talent—a loss which 


.a country so highly industrialised as this cannot 


afford to carry. | 
When the three types of secondary school are in 
full operation the number of children at such schools 
will increase to over three million. How these will 
be apportioned is not yet clear. The number in 
grammar schools is unlikely to increase, since 40% 
of those already attending fail to take a school certifi- 
cate and many must be misplaced. -The technical 
secondary school will advance, and possibly come to 
equal the grammar school. The greater number will, 
however, be taught in the -modern secondary, for 
it must remain true that the majority of the King's 
subjects will not enter employment demanding “‘ any 
measure of technical skill or knowledge ” apart from 
home responsibilities. Hence it will be the modern 


secondary school that will allow a “large number 


of the country’s future citizens to enter the larger 


-© world trained in character, adaptable and awake to 


the possibilities that lie within themselves of finding 
and pursuing interests both of mind and hand that 
will aid their further development and add to their 
pleasure in life.” The county colleges will be day 
continuatign schools similar to those which have 
functioned for 25 years at Rugby and elsewhere. 
Each week for a day all boys and girls after leaving 


' school will attend a college for further education. 


This step in itself may equal in importance and even 
surpass any of. the others. Here it will be possible. 
not only to continue a liberal education but also to 
supervise health and impart at a receptive age those 
principles of social education now in everyone’s’ 
thoughts and most certainly in need of elaboration— 
citizenship, homemaking, housecraft, housewifery, 
parentcraft, mothercraft, health education, and the like. 
Provision for the handicapped pupils has been 
considered in great detail, and “ special schools,” 
or in some cases special provision in ordinary schools, 
will be provided for them all. These children who 
require special educational treatment fall into eleven 
categories—the blind, partially blind, deaf, partially 
deaf, delicate, diabetic, educationally subnormal, 
epileptic, maladjusted, physically handicapped, and 
those with speech defects. It is the duty of the 
education authority to ascertain all such children in 
the area. The blind and epileptic must go to boarding- 


schools; the physically handicapped, deaf, and those 


whose speech defect 1s due to aphasia must go to a 
special school, not necessarily a boarding-school ; 

the delicate, diabetic, educationally subnormal, 
maladjusted, partially blind and partially deaf, and 


those with speech defects not due to aphasia can be 


educated in an ordinary school, if special provision 
can be made for them in the school—if not, they too 
must be admitted to a special school. The partially 
blind are, if possible,. to receive their education in 
schools distinct from. those for the -blind. It is 
certain that facilities for both ascertainment’ and 
treatment will need to be greatly expanded. 


- Tur Kino has nominated Dr. A. C. Fisher as an unofficial 
member of the legislative council of Northern Rhodesia. 
Dr. Fisher is chief medical officer at The Roan Antelope 
Copper Mines, Luanshya. 
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Annotations 


TOXICITY OF THIOURACIL 
EVIDENCE is accumulating that the early reports on 


the use of thiourea and its derivatives in thyrotoxicosis ' 


gave too optimistic an impression of their toxicity. The 
list of toxic reactions with thiouracil is now unpleasantly 
long—agranulocytosis or granulocytopenia ; drug fever ; 
various skin lesions, such as dermatitis, urticaria, 
prurigo ; jaundice; cedema of the feet; arthritis or 
arthralgia; lymphadenopathy, especially of the sub- 
maxillary gland; splenomegaly; cardiac arrhythmia ; 
exacerbation of thyrotoxic symptoms ; and enlargement 
of the thyroid gland. One observer?! has calculated that 
the incidence of toxic reactions in all the cases so far 
ee is 10%, that of agranulocytosis being 1%. In 

a series of 43 Cases, Gargill and Lesses? encountered 
toxic reactions in 7 patients (16%), including one fatal 
case of agranulocytosis; while another American ob- 
server,’ noting that all workers who have used thiouracil 
have seen instances of toxicity, reports toxic mani- 
festations in 10% of his 30 cases. At the Massachu- 
setts General Hospital‘ toxic reactions have been- 
encountered in 15% of the cases treated with thiouracil. 
Other potential dangers are suggested by experimental 
work. Thus the administration of thiourea to pregnant 
rats results in activation and hyperplasia of the thyroid 
gland and retarded growth of the offspring.6 This 
finding suggests caution in the administration of thiourea 
or thiouracil to thyrotoxic patients who are pregnant. 
More serious in its implications is the observation of 
Bielschowsky,® again in rats, that the administration of 
allyl-thiourea and. 2-acetyl-amino-fluorene results in 
the production of both benign and malignant tumours 
in the thyroid gland. He had previously found’? 
that 2-acetyl-amino-fluorene alone does not produce 
malignant tumours in the thyroid, though it does in many 
other parts of the body, so allyl-thiourea seems to make 
the thyroid susceptible to the action of this carcinogen. 
The possibility of thiouracil therapy increasing the 
incidence of malignancy is no doubt being carefully 
watched in all thyroid clinics. 

All this does not mean that thiouracil and its deriva- 
tives should be discarded, but that they should be 
reserved for carefully chosen cases treated under expert 
supervision in fully equipped institutions, while energetic 
measures are taken to reduce the toxicity of the drugs. 
It may well be that methyl thiouracil, as advocated 
by Leys,® will prove to be an improvement on its pre- 
decessors, though his series is not yet long enough to 
exclude luck. Pending the production of such a less 
toxic preparation, careful consideration should be given 
to the effectiveness of smaller dosage: Thus Williams 
and Clute? noted 16 toxic reactions in the 152 patients 
whom they have treated with thiouracil, but only 4 of 


these were in the last 100 cases treated. This decrease. 


in toxicity is attributed to smaller dosage, the dose now 
used being 0:5 g. daily for the first two weeks, and then 
0-3 g. daily until BMR is normal, when the dose is 
reduced to 0:1 g. twice daily ; after two or three months 
this is further reduced to 0-1 g. daily. Another promising 
line is to administer with the thiouracil some preparation 
which will reduce the incidence of agranulocytosis—the 
most serious complication. Leys used proteolysed liver 
in several of his cases, and Goldsmith and his co-workers” 


. Leathart, G. L. St. Thomas’s Hosp. Gaz. 1945, 43, 58. 
. Gargill, S, L., Lesses, M. F. J. Amer. med. Ass. 1945, rae 890. 
Paschkis, f ae E. Med. Clin. N. Amer. eRe rae: 1944, . 1362. 
. Rawson, W. J. Amer. med. Ass. 1945, 12 9. 
A E E. 'D., Gordon, A. S., a. H. A. Amer. J. 
Obstet. Gynec. 1945, , 197. 
; Thi E. Brit, r exp. Path. 1944, 25, 90. 
t ’ p. 
Leys, D. Lancet, April 14, 1945, p. 461. 
3 Williams, R.H., Clute, d. Hine. med. Ass. 1945, 128, 65. 
: Goldsmith, E, D., Gordon, A. S., Finkelstein, G., Charipper, H. 
Ibid, 1944, 125, 847, 
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have used a diet rich in B-complex factors. Cantor 
and Scott! think that the factor in liver responsible 


for its granulocytopoietic effect is pyridoxine, and one 


of the three cases of agranulocytic angina which they 
record as responding~ to treatment with pyridoxine 
was due to thiouracil. By one or all of these three 
approaches the thiourea treatment of thyrotoxicosis 
will no doubt be made much safer; but, like the other 
potent remedies the chemists have put in our hands, 
these drugs can never be administered in the haphazard 
manner which suited the therapeutics of twenty years 
ago. 
j PENICILLIN BY RECTUM 

THE search for new methods of giving penicillin goes 
on apace and even with acceleration. From simple 
injection into muscle or vein, or continuous intravenous 
infusion, users have passed to the successful novelty of 
continuous intramuscular infusion, and thereafter, as 


peni¢illin has become more plentiful, to injection methods- 


designed to prolong absorption, to oral administration 
in a variety of medicinal cocktails, to the suggestion of 
administration through infected cavities, and now to 
administration by rectum. All this work has been 


directed to easing treatment for the patient, but in most . 


cases it has involved expending much greater amounts of 
penicillin than, would be -required by injection. The 


main exception is the method of M. E. Florey and Heat- 


ley }2 which is applicable only to a limited class of patients; 
here 120,000 units given at a single injection into pleural 
cavities was as effective, judging by the blood levels, as 
the same dose given by divided or continuous intra- 
muscular injection over 24 hours. | 

Before it can reach the intestine, where it will be 
absorbed, penicillin given by mouth or rectum must pass 
through an area where inactivators of penicillin are to be 
found, so that the gastro-intestinal route is almost 
certain to be wasteful. The acid of the stomach can to 
some extent be counteracted or avoided by chemical or 
physical means, though even so larger doses are required 
than by injection.“ The rectal route, on the other hand, 
will bring the penicillin into contact with a powerful 
inactivator to which no antidote is yet available—the 
enzyme penicillinase, produced by bacteria common in 
the colon, such as Bact. coli and the paracolon bacilli.’ 
Nevertheless, Loewe and his colleagues! have studied 
the effects of rectal administration experimentally in 
fourteen subjects, seven of them being recumbent 
hospital patients chosen at random, and seven healthy 
ambulant volunteers. Without preljminary preparation 
of the bowel, rectal suppositories containing sodium 
penicillin in cocoa butter were inserted into the rectum, 
and blood samples were taken hourly for 12 hours and 
again at 24 hours. The doses were very large—300,000, 
500,000, or 1,000,000 units. Absorption was, as might 
be expected, very irregular as between the different 
subjects. In two, given 500,000 and 300,000 units, no 
penicillin could be detected in the blood at any time. 
In others penicillin was demonstrated for periods ranging 
from 1 to 12 hours. In two subjects it was found at 
24 hours, but had not been present continuously before 
that. In only one subject was the level higher than 
0-012 unit after the seventh hour, and though this level 
may be adequate, as Loewe and his colleagues say, to 
inhibit most strains of the gonococcus, pneumococcus, 
and hemolytic streptococcus, it is barely inhibitory fora 
sensitive staphylococcus, such as the “H” test strain.1 


11. Cantor, M. M., Scott, J. W. Canad. imed. J. 1945, 52, 368, 
12. Florey, M. E., Heatley, N. G. Lancet, a “16. 1945, Ps 748. 
13. Heatley, N. G. Ibid, May 12, 1945, p. 590. Burke, F. € » Ross, 
S., Strauss, C. J. ‘Amer. med. Ass. 1945, 128, 83. 
14, Abraham, E. P., Chain, E. Nature, Lond. 1940, 146, 837. Harper, 
G. J. Lancet, 1943, ji. "569, Bondi, A., Dietz, C.C. Proc. Soc ery). 
. Biol. NY, 1944 32. 
15. oes oe Werbes E., Rosenblatt, P. J. Amer. med. Ags. 


16. Abraham, È. P » Chain, E., Fletcher, C. M., Florey, H. W., 
Gardner, A. D., Heatley, N. G., Jennings, M. A, Lancet, 1941, 
ii, 177. 
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No advantage accrued from giving 1,000,000 units as 


compared with the other doses tried, penicillin being 


detected in the blood for only 7, 7, and 4 hours in the ` 


three subjects who received this enormous dose. 


The use of the rectal route is being further investigated. 


If this method is to become comparable- in usefulness 
even to administration by mouth, with all its uncertain- 
ties, it must, be improved a great deal. To expend from 
ten to thirty times the dose required by injection and 


. still be uncertain of obtaining a satisfactory blood level 
is clearly in the best interests neither of the patient nor ` 


of a community still short of penicillin. 


_-A POSSIBLE CURE FOR DDT POISONING 


A few months ago! we reviewed the experimental 
evidence on the toxicity of DDT to vertebrates and 
reached the conclusion that, if this new insecticide is 
properly used, the danger to man is very remote. Since 
then an account of DDT: poisoning in man has been re- 
corded *; but it does not affect this conclusion, since the 
symptoms developed only after a deliberate exposure to 
DDT far in excess of anything that would be likely in 
practice. Nevertheless, if DDT is to be as widely. used 
in the future as we expect, it is not impossible that 
habitual carelessness on the part of an operator applying 
the insecticide in solution may result in intoxication. It 
is therefore useful to know of a remedy. Brazilian 
experiments ® suggest that calcium salts may be effective 
for treatment. The authors observed that the symptoms 
following administration of DDT are not unlike those 
of carbon tetrachloride poisoning. Since calcium had 


proved effective in preventing the effects of acute in-. 


toxication by carbon tetrachloride, it was tried for 
DDT. Dogs were given DDT (100 mg. per kg. body- 
weight) in olive oil daily until intense symptoms of 
poisoning were observed. It was found that intra- 
venous injection of 20 c.cm. of 10% calcium gluconate 
effected recovery in 2-3 hours instead of the 12-24 
hours necessary in the absence of treatment. Further- 
more injections of calcium gluconate for several days 
before DDT administration much reduced the severity 
‘of the intoxication. ‘The dogs used in the experiments 
. were alive and well a month after the end of the 
experiments. | 


HOME AGAIN 


Last week saw the beginning of the process by which 
750,000 Service men and women will be returned to 
civilian life, mainly from the Army, by the end of the 
year. Every day now uniformed men and women are 
passing into the various demobilisation centres through- 
out the country at the rate of one or so a minute; there 
they receive their railway warrants, health insurance 
cards, and the like, are fitted with civilian clothes worth 
£15 and 63 coupons, and can buy enough tobacco to last 
themselves eight weeks, and enough sweets to last their 
family ten minutes (two weeks’ ration). There can be 
` few homes where the returning ex-Service man is not 
given a warm and genuine welcome, but the homecoming 
will rarely be completely free from strain, disappointment, 
and regrets, especially perhaps among the older age- 
groups being released first. The veteran left his home as 
a civilian perhaps six years ago. His introduction into 
the Army or one of the other Services proved difficult and 
for some men even painful. But he learnt his new trade 
and now returns as a trained soldier with much experience 
of battle, of living close to death, of grief and rage at the 
loss of trusted comrades, perhaps of crippling wounds, 
or the even worse trial of capture and imprisonment. 
So it is not easy for him at first to recall the old habits, 
share the interests, and follow the conversational 

allusions of even the beloved domestic circle. Though 
1.Lancet, Feb. 24, p. 248. 


2. Wigglesworth, V. B. Brit. med. J. April 14, p. 517. 
3. Vaz, Z., Pereira, R. S., Malheiro, D. M. Science, 1945, 101, 434. 


A POSSIBLE CURB FOR DDT POISONING 


[sune 30, 1945 825 


newspapers from home and even the Forces’ programme 
may have reached him regularly, he is unlikely to be 
well-informed on the commonplace news of home; the 
local gossip, though faithfully recorded in the weekly 
letter, will seem to him trivial and obscure ; and he may 
fail to realise the fund of subtlety, patience, and self- ` 
sacrifice which has gone to produce the homecoming 
meal. He soon tires of telling his war story, and finding 
his own small talk unintelligible to others is apt to fall 
into silence. Many men soon realise that there are 
regrets in leaving a Service and becoming a civilian, and 
these regrets tend to be most prominent when the simple 
comforts of home are again everyday things. Wives and 
sweethearts, parents, and friends too will experience 
some difficulty of readjustment ; this is not the man that 
left them, but in many ways a stranger, given perhaps 
to uncertain, unexpected, and unpredictable conduct, 
strangely angry at times, perhaps impatient of old ways 
and old joys, and speaking a different dialect. There 
can be a clash between the two groups that are now 
reunited unless mutual understanding and tolerance are 
there to ease the period of readjustment for both parties, - 
but to be forewarned of the difficulties is to be forearmed ` 
against them. 7 


ANTI-HR SERA 


SEVERAL different human immune sera found in 
Rh-positive persons investigated in America have been 
referred to as “‘ anti-Hr ” because they agglutinated the 
cells of Rh-negative persons as well as those of some 
Rh-positives. The first of these was referred to by. 
Levine! in 1941. No satisfactory description of these 
sera was forthcoming and indeed the reactions appeared 
to be very variable, especially if the titres were poor. 
In 1943 the first of this type of serum found in England 
was brilliantly elucidated by Race and Taylor,? and 
its action was later correlated with the three other 
Rh antisera? 4; they called this serum. by the first two 
letters of the patient’s name, “St.” From their work 
it became clear that the Rh-negative character was not 
recessive, as had been thought, and was capable also of 
causing immunisation in an Rh-positive person. 

Six genes had been recognised by Wiener and his 
colleagues * and by Race, Taylor, and their colleagues,‘ 
who had also evidence for the existence of at least one 
more gene which they called Rhy. And when Fisher’s 
triple allelomorphic system of-Kh antigens was described 
by Race,’ eight codominant genes were postulated. This 
theory demanded the existence of two further antisera, 
making six in all. Some support for Fisher’s theory was 
obtained by Murray, Race, and Taylor? when they 
demonstrated the inheritance of one of the two hypo- 
thetical genes in a remarkable family study. Now the 
system gains almost entire support by the discovery 
of both of the two hypothetical antisera required to 
complete the set of six antibodies. Mourant® has 
found the fifth (n) in a man immunised by repeated 
transfusion, and Race? shows that a serum called anti- 
Hr by Waller and Levine? in America is not similar 
to St but must be the sixth (ô). The difficulty in recog- 
nising these sera in America has no doubt arisen from the 
fact that three different antisera react with cells con- 
taining the Rh-negative character, and they also tend 
to exhibit a single and double dose effect, especially 
if the titre is weak, according to the quantity of antigen 
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present in the cells tested. Unfortunately Wiener 1! 
has confused the issue by. stating emphatically that all 
anti-Hr sera are identical with St of Race and by failing 
to accept the triple allelomorphic theory. 

The table, modified from Race,® shows how Waller 


' and Levine’s observed reactions with anti-Hr fit with 


the predicted reactions of Fisher’s ô, called “‘ serum 6” 
by Murray." The figures, 456-456 &c., indicate the 
antigenic constitution of the genotypes. 


| “ Rh, blood of white. 
individuals ”’ 


Antisera l 
f <“ Rh-nega- 60% ' 40% 
- E tives ” Rh, Rh, Rh, rh : Rh, Rh, 
Murray | Fisher | 456. 456. | 0135-234 | 135-456 ' 135-135 
rior - | +4 + + 
2 : H = + S j si 
3 4 ae i a We +) 
4 , Y | + + | 2 = 
5 n + + + + 
6 | § 4 + - + - 
Levine’s anti-Hr $: = + - 


The situation now is that there are six Rh antigens for 
each of which there is a specific antiserum, and these six 
antigens are inherited according to strict Mendelian 
principles by means of eight genes. Each gene confers 
a selection of three antigens, all detectable by the appro- 
priate sera. Thus a person’s cells may contain three, four, 
five, or six`Rh antigens, and there are 27 serologically 
distinguishable Rh types of blood. Moreover Fisher * has 
pointed out that it is only among the rarer of the 36 
genotypes that recognition will have to rely on pedigree 
evidence. To complete the entire picture it remains 
to find the last Rh gene segregated as Rh; in the family 
studied by Murray, Race, and Taylor.’ 


HOW MANY NURSES? 


Tue’ King Edward’s Hospital Fund for London has 
followed its valuable memoranda on hospital diet and 
the supervision of nurses’ health with another on 
standards of staffing in hospitals.4 The new pamphlet 
is as important as the others, for on the ratio of nursing 
staff to patients, and of trained nurses to student nurses, 
depends not only the efficiency of the nursing care of 
patients but also the training of the student nurses. 
Some might think this memorandum bas appeared at an 
inopportune moment, when nurses and students are 
scarce; but if the scarcity is the result of the con- 
ditions under which nurses live and train, this is the 
time to review the position and consider suggestions for 
improvements. The Fund’s subcommittee on nursing 
staff, with Dr. Morley Fletcher in the chair and with 
Miss H. Dey and Miss E. E. P. MacManus as codpted 
members, realise that parents oppose nursing as a career 


‘for their daughters mainly because it is such a hard life, 


and think that its hardness largely arises from under- 
staffing. Quoting from a recent leading article, they 
write, ‘‘ Present standards of hospital stafling, which 
work everybody to capacity all the time, and meet extra 
claims by achieving the impossible, need revising before 
a nurse can report sick without uneasiness.” 

The factors to be taken into account in assessing 
staffing requirements include considerations of space, 
the relative size of the domestic staff, and the reserve 


11. Wiener, A. S., Davidsohn, I., Potter, E. J. erp. Med. 1945, 81, 
l, ` ° t 


12. Murray, J. Nalure, Lond. 1944, 154, 701. 

13. Fisher, R. A. Ibid, 1945, 155, 543. 

14. Nursing Staff: Considerations on Standards of Stafling. Pp. 26. 
ud vOut free from Geo. Barber & Son Ltd., Porn Street, 


HOW MANY NURSES ? 


‘she has previously trained ; 
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r ‘pool’ of nurses available. In regard to training 
schools, the subcommittee emphasise the importance 
of the ratio of trained nurses to student nurses, and 
propose a ratio of 1 trained to 2:5 student nurses. 
They urge the need for an adequate trained staff and 
condemn the-expedient of increasing the establishment 
with student nurses only. A properly balanced training 
for nurses is essential, and they give an example of the 
unfairness to the student nurse with previous nursing 
experience of using her in the special work in which 
a State-recistered sick 
children’s nurse was used for a period of ten months in 
the children’s wards during her general training. This 
point seems to have wide implications, for in some cases 
the entire hospital system might break down without 
the complement of previously trained or experienced 
nurses. who enter a general hospital for training and 


-are capable of rising to an emergency and so cloaking 


the existing gaps in the trained nurses employed. 

In considering the ratio of ward nursing staff to in- 
patients the subcommittee chose 6 general hospital 
training schools of sizes varying from 112 to over 700 
beds. The nursing staff per 100 beds varied from 38-5 
to 53-5 nurses. The hours of work at 5 of the hospitals 
under present arrangements were between 95 and 132 
per fortnight. If the 96-hour {fortnight was introduced 
the number of nurses would have to be increased by 
about 12 per 100 beds, to 45-5-65-5. 

The highest fisure—65 5—the committee did not con- 
sider adequate to make full provision for the needs of 
the patients and give the student nurses some student 
status, and they suggest a ratio of 70 ward nursing staff 


‘per 100 inpatient beds to be made up as follows : 


Sisters è 

Trained staff nur ses 

4th year student nurses 

Ist to 3rd year student nurscs 


The subcommittee further propose that, in a hospital 
where a three years’ training obtains, an additional 10 
State-registered staff nurses will be required, in lieu of 
the 10 fourth year nurses. This suggests that the nurse 
under a four-year contract carries the same responsi- 
bility for work as a qualified staff nurse. 
tion is borne out also in the ratio of trained nurses to 
student nurses. The figures given are, “ one trained to 
2-5 student nurses (if fourth year student nurses are 
reckoned for this purpose as trained nurses).” The sub- 
committee foresee that within the next few years many 
more hospitals will adopt the block system of training, 
and for this purpose they recommend an increase of a 
fifth in first to third year nurses—that is, an additional 
10 student nurses per 100 beds. It would be useful to 
know how many hospitals have already adopted the 
block system. The long span of the nurses’ working day 
is considered unsatisfactory. In two instances the sub- 
committee mention the need of exploring the 8-hour 
shift system or making some modification of it—a 
reform long overdue. 
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Cie or TUBERCULOUS Ex- SNET: MEN AND WomMEN.— 
The Scottish branch of the British Red Cross Society is to 
make the welfare of the tuberculous ex-Serviceman, including 
members of the Mercantile Marine, its special care, and as a 
first step in this work has bought Tor-na-Dee Sanatorium in 
Aberdeenshire and the former Nordrach-on-Dee Sanatorium 
(now known as Glen O’Dee) in Kincardineshire. Tor-na-Dee 
is already acting as a Red Cross sanatorium and is being used 
for the treatment of men and women ofticers and members of 
the nursing services. The Glen O’Dee building, which has 
been .occupied by troops during the war, has now been 
derequisitioned and the repairs and alterations are being 
carried out as quickly as possible to provide a modern 
sanatorium unit of 100 beds for the treatment of men 
It is hoped to increase thie-to 
200 beds soon. 


This supposi- - 
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‘DIRECTED TEAM-WORK IN RESEARCH 
' PART OF THE SURGEON’S EDUCATION 


Duncan C. L. FITZWILLIAMS 
on CMG, MD, CHMEDIN., FRCS 
LATE SENIOR SURGEON TO ST. MARY’S HOSPITAL, LONDON ; 
SURGEON TO MOUNT VERNON HOSPITAL 


Ir some changes are necessary to improve the surgeon’s 
education, can we not think in wider terms than that of 
the mere surgeon ? Can we not think of something that 
- while improving the education of the surgeon will also 

benefit medicine as a whole ? At a meeting of the Associa- 
tion of Surgeons in Liverpool some ten years ago Lord 
Moynihan said that although up to then the anatomy 
rooms had been the recognised portal to a surgical career, 
times had changed. He emphasised that . though 
anatomy was a fundamental of the surgeon’s equipment, 
the long hours spent in the teaching of elementary 
anatomy were a waste of time, and that experimental 
surgery and the laboratory should be the only recognised 
method of advanced surgical training. <A Httle later 
Sir David Wilkie gave a lecture to the Harveian Society 
in which his theme was a plea for the young surgeon to 
return to the methods of Harvey—in other words, to 
spend. a certain time in the laboratory. Suppose we 
were to follow the advice of these- two great surgical 
teachers—instead of merely agreeing with them—what 
would happen ? | 

- This country is about to be split up into about 17 
medical areas. Suppose we took 10 of these areas, each 
with a university, and instituted laboratories which 
would take, say, 50 research workers. Suppose each 
research worker worked there for a minimum of six 
months, with if necessary a month over when it is neces- 
sary to hand over an unfinished experiment to a suc- 
cessor. Each of these centres would havg a director, 
with a-staff of assistants who would also be working 
there but helping and guiding the workers, especially 


` at the commencement of their investigations. A chief 


director would be in charge of all centres. 
In these centres the method of research would be 
quite different from what has hitherto, prevailed in this 


country. The director ,would decide on the problem © 


to be studied. This would be split up into, say, 50 
inquiries to be made. (It must be remembered that 
a negative answer is just as important as a positive 
one in science. But only those which looked likely to 
give positive results have been tackled, by any except 
the researcher who has made a career of it. Hence our 
want of progress.) Suppose in the year’s work 47 of 
those inquiries prove negative and 3 positive. Then 
the positive ones would be pursued till either success 


is gained or a dead end is come to. But that part of the — 


problem is finished for ever; another is then taken up 
and dealt with. . 

Now every 12 months in each centre 50 years ot 
directed surgical research is concentrated. If all the 
centres are directed to one object then there is 500 years 
of directed research every year. In 21 years there is 
10,500 years’ directed research. Does anyone suppose 
that there is any problem in medicine or surgery which 
is capable of solution by the human brain which would 
not be solved long before 21 years? How does this 
compare with the solitary investigator pursuing his own 
lone furrow ?. In 50 years he might be as far as one 
centre in one year. 

I have taken 21 years for a special reason, for our 
greatest research effort conducted by our present happy- 
go-lucky- methods is the British. Empire Cancer Cam- 
. paign, which celebrates its coming of age this year. 
~ Recent events have taught us all what a real military 
campaign is, and more or less how it is conducted. Let 
us compare the BECO with a real campaign. The 
BECC has no general or person conducting or supervising 
the object aimed at; there is no strategy, no tactics, no 
concentration on any particular object, no communica- 
tion between the various branches of people who are 
supposed to bein action. There is in fact no semblance 
of-& campaign—it is not even guerilla warfare. Guerilla 
warfare at least is sustained either by patriotic fervour 
or has political backing. The BECC has neither. It 
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U-boat—none. 
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finances and equips a few riflemen with a limited amount 
of ammunition in different parts of the kingdom; in 


certain university centres it supports that smallest of 


military units, a platoon. That is all. There is no 
common object, no communication with each other. 
It is a go-as-you-please system. It has existed for 21 


` years, spent a million pounds, and what has it got in 


practical value for the treatment of human carcinoma ? 
Stilbcestrol, certainly, but little else that I know of. 
This is not an attack on the BECC in any way. It is 
just an explanation of how it works. 

This is our way of conducting original research ; it 
may be the best way, but then again there may be better 
ways of doing things. The method just suggested might 
possibly be a better way. Besides giving the surgeon 
some inkling into statistics, some insight into research 
and how to conduct it, some introduction really to the 
scientific side of his profession, and perhaps an addi- 
tional interest in it, we might be doing something for 
the benefit of medical science as a whole. 

Perhaps a part of the primary examination for the 
FRCS might be replaced by this course in the laboratory. 
Perhaps the other Colleges of Surgeons might move in 
the same direction. A one-portal entry to the profession 
is being mooted. Might it be suggested that all those 
who wish for the higher degrees and qualifications in 
medicine might take their part ? Could not the universi- 
ties accept the course of research in place of the thesis 
which is now necessary for these degrees ? This would 
mean that research would be carried out by the best 
brams in the profession. — 


OBJECTIONS 


Objectors will say that this scheme is impossible, 
because everyone is not fitted for research ; as if research 
—the ordinary. plodding sort—was not just laying one 
brick upon another till the edifice is raised. I am not 
here referring to the world-famed research person, the 
one man in a million; I am referring to the ordinary 
man capable of finding out the answer to a simple 
problem. Go ‘to a U-boat factory and find out how 
many of the men employed are capable of building a 
Yet the result is an intricate engineering 
feat. That is the ABO of research. Let us hear no 
more of So-and-so having no knowledge or aptitude for -- 
research. m 

The second thing which will be said is that this is a 
new idea untried; obviously it will not work; why 
should anyone try such a mad idea ? My reply is simple. 
When I was a young man I studied at Gottingen Uni- 
versity. There I had a friend who was taking his degree 
in chemistry. For this he had to write a thesis and I 
asked what he had chosen for his subject. He told 
me his professor had not yet given him his piece of 
work to do. The professor used all his students in this 
way to amplify the work he was conducting. The more 
important parts were done by him and his assistants, but 
the donkey work was done by the men who wanted a 
degree—the ordinary students not the born research 
workers. That method was widely used throughout 
Germany, and it helped to put Germany in the forefront 
of chemically and physically minded nations. In every . 
branch of chemistry—dyes, synthetic drugs, anything 
you like—they were in the front line; I do not say they 
led. Take ‘‘ 606 ” ; the very name tells you how it was 
found. They had 605 inquiries which were negative 
before they struck what they were looking for. This 
was obviously the work of a team; one man would 


-hardly live long enough to do such research. Team-work, 


directed team-work, is the modern idea. 
Then it will be argued that this is a German idea and 


quite foreign to our methods and point of view, and 


therefore unsuitable for us to adopt. Are we sure that 
this method of directed team-work cannot be adopted 
in this country ? Let us see. Sir Alexander Fleming 
discovered penicillin in 1928. None of us ever heard 
of it till the war started at least 11 years later. A 


` surgeon who worked at St. Mary’s first heard of it when 


General Ogilvie opened a discussion on the sulphonamides 
in 1940. ‘The discussion was rather dull until Fleming 
got up and showed his cultures of penicillin, and stated 
that it was ‘‘ ten times more effective than any of the 
sulphonamides.’’ Sir Howard Florey formed a team 
and went to work at Oxford. He had 7 workers under 
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him at first; others were attracted later. In the first 
12 months he had 7 years’ work, by the second he had 
14 and probably more, at the end of 24 years there were 
institutions like great distilleries turning out the stuff 
by the vat. 

Now will anyone say that this method of concentrated 
work by teams cannot be worked in this country ? 
How many years would one man have taken to produce 
the same 'result—even Fleming or Florey? If anyone 
still doubts that team-work is the method of the future, 
let him consider Mulberry, Pluto, and Fido. Could they 
have been carried out by any other means ? 


HEURISTIC METHOD IN RESEARCH 
M. R. A. CHANCE, BSO LOND. 


- “©, . , Among the minds of. researchers he distinguishes 
the patient plodders, the impatient drivers (brilliant but 
careless), the versatile yet inconclusive dilettantes, the 
fanatical cultivators of single fields, and the occasional 
uprising genius who scems to have the virtues of them 
all. ..’—The Anatomy of Research. THE LANCET, 
April 7, 1945, p. 437: 

ENCOURAGED by this quotation from an unpublished 
review of a yet unwritten study of the mind bent on 
scientific research, I venture to suggest that the following 
features of the research worker’s activities and heuristic 4 
methods would feature prominently in such an important 
book. 

If the anatomy of research includes the social organisa- 
tion of research then the types characterised in the 
‘“ preface ’’ would comprise the almost ideal group of 
men to work under the direction of a competent research 
administrator, who, able to select his men, could deploy 
his forces as information coming to hand suggested new 
lines of advance. This has in fact been achieved to some 
degree in America and to a greater extent in Germany, 
where it was mainly exploited by large industrial con- 
cerns that before this war made notable contributions 
to biochemistry, physiology, and chemotherapeutics. 


During the war the same type of German organisation | 


has been no less successful in technical achievements— 
especially the propulsion units of the flying bombs—but 
their contribution to’ systematic knowledge has stil] 
to be revealed. It is doubtful whether the same amount 
of codérdination between the work of individuals in a 
research team has ever been achieved anywhere else— 
certainly not in this country, though perhaps a comparable 
measure of conscious integration is growing up in the 
Soviet Union. 


. INTEGRATION OF INITIATIVE 


The integration of individual initiative into the 
organised structure of codperative endeavour is the 
problem of the future in all walks of life, but the solution 
will be difficult to find in scientific research. The 
integration of research in the large German chemical 
industry had a practical aim, and, as is made clear 
below, this is an easier problem to tackle by explicit 
endeavour than organising research on an international or 
even a national scale so as to provide channels for the 
growth of individual initiative. | 

Such highly integrated units are not characteristic of 
this country, perhaps because so many directors of 
research achieve their status without much administra- 
tive experience or training (already before the war 
Prof. L. T. Hogben had set out to remedy this in a course 
of lectures at the London School of Economics), or 
perhaps because they have graduated from the team 
of which they were once a part and find themselves too 
acutely aware of the desire of their colleagues to be 
left alone with their problems—a desire experienced by 
all genuine thinkers at times during their research 
careers. ae 

On the other hand,-a healthy respect for the right of 
the individual worker to follow his own path is the 
outstanding feature of the attitude to research in this 
country. This leaves the individual free to avail himself 
of the diverse sources of endowment, and leaves the 
directors of research with the task of administering their 
endowments for the purpose for which they were estab- 
lished rather than with their minds directed towards the 


1. The Oxford English Dictionary quotes E. Caird (1877) on the 
philosophy of Kant: ‘‘ The ideas of reason are heuristic not 
ostensive ; they enable us to ask a question not to give the 


answer.” 


maintenance and development of a single team working 
towards a specific aim or integrated by the wide vision, 
of a single man. . Integration more often takes place 
at the operative level between the workers engaged on 
the job—a highly desirable feature. Nevertheless a 
satisfactory approach to many research problems re- 
quires the coöperation of a number of workers in different 
branches of science and this can only be achieved without 


waste by a team. Endowments for the individual 
worker from diverse sources must, therefore, either grow 
commensurate with the development of his needs, which 


is ultimately impossible, or must form part of the main- 
tenance of research institutes. ; 

Such developments must occasion the 
research worker some concern and cannot just be dis- 
missed by reliance on the status quo ante. Too much 
discussion however continues on the planning of research 
without a clear idea of exactly what the mental charac- 
teristics are which make for the success of original 
research. 

The motives for undertaking research have not yet 
come under ‘social scrutiny, though economic gain and 
disinterested curiosity are generally considered major, 
if conflicting, components of the incentive towards in- 
quiry. Can we assume that substitution of social motives 
for the latter will in itself provide a sure foundation 
for administering the economic resources available for 
research ? The quality of scientific research depends on 
on the quality of the thought behind it. Scientific 
inquiry is. therefore, promoted like all other human 
activities by certain freedoms of thought and action. 
Only when these are clearly defined can the organisation 
of scientific research be integrated with the life of the 
community as a whole or with any part of it. Would it 
not, therefore, be more appropriate to the presentation of 
a case for these freedoms that this characteristic human 
activity, and the values which promote it, be understood 
and proclaimed ? - 

That freedom of thought is essential to the existence 
of a live culture is universally recognised, but the nature 
of this freedom is only fully appreciated by those who 
exploit it. 
the diverse and often opposing interests set within the 
framework of the existing social system. Now when this 
system is itself due to be replaced by one which will 
claim to be based on explicit motives, the need to formu- 
late the intellectual freedoms on which scientific research 
is based becomes even more important. A study of 
the heuristic method in thought is therefore relevant 
to the future status of science, as well as being of absorb- 
ing interest. 


SUBJECTIVE ASPECTS OF RESEARCH 


The human mind, despite the obtuseness for which it 
is renowned, possesses an amazing fiexibility, and it is 
this combination of flexibility with rigidity which gives 
it the exceptional ability we are about to discuss. The 
simplest exposition of the nature of this ability will be 
found in The Nature of Explanation by K. J. W. Craik. 

In what follows an attempt is made to distinguish 
certain subjective psychological aspects of research 
thought by reference to the objective forms of extant 
research work. It is suggested that some features of 
thought are common to the process whereby a number 
of notable advances in scientific knowledge were made 
and that these constitute modi operandi within the scope 
of heuristic method. 

First, however, it will be necessary to discuss the 
nature of an inquiry into heuristic method in order to 
show its relation to the scientific method of verification. 
Briefly stated, scientific method is concerned with 
objective verification; but, since we are a part of the 


- objective world to which these methods of verification 


have been found to apply, it is legitimate to ask whether 
the mind bent on systematic investigation itself exhibits 
certain consistent, ordered, and characteristic processes. 

Two main types of inquiry are already recognised 
investigation and research. Investigation involves the 
application of existing knowledge to the development 
of new processes. The type of thought required for 
this is an exact understanding of the relevant systematic 
knowledge together with sufficient conviction to apply it. 
Such thought is concerned with changing the external 
world to conform to the pattern of certain ideas. It is 


scientific ` 


So far this freedom has been safeguarded by . 
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therefore supported by an aggressive or assertive dis- 
position. Research on the other hand requires a sub- 
missive approach to nature and a Jabile mind ready to 
_cast facts into a number of conceptual forms. 


Within research two distinct types of activity can be | 


distinguished—-those pieces of research which consist 
of logical extensions of existing knowledge; and those 
which form relatively isolated patterns of ideas capable 
of forming an intelligible description of the relationships 
between certain phenomena as yet unintelligible in terms 
of the classical theory of one or other existing science 
or thought discipline. Both types of research activity 
contribute.to the advance of science, but while the 
former, exemplified by the systematic examination 
of the chemical properties of new substances, is fully 
recognised because the’ methods it employs are widely 
understood and explicit, the same is not true of the 
attempts to form intelligible patterns of ideas to explain 
the properties of a newly discovered system. 

This was the heuristic method of the early founders 
of the different branches of science—such men as Pasteur 
and Newton—for they propounded an intelligible set of 
relationships which had no connexion with the prevailing 
methods of interpreting the different phenomena which 
they were studying. Since the establishment of the 
different thought disciplines within science, however, 
the possibility of making further discoveries by these 
methods has come to be regarded as unlikely and attempts 
to do so as a retreat to obscurantism. This is because 
in breaking new ground new concepts have to be postu- 
lated which express (or at first merely signify) the 
experience of the experimenter. An example of this 
type of research at present in the early stages is the study 
in phylobiology entitled ‘‘ Kymograph records of neuro- 
muscular (respiratory) patterns in relation to behaviour 
disorders ”? by Trigant Burrow (Psychosomatic Medicine, 
1941, 3,.174). 


' RESEARCH BASED ON EXPERIENCE 


-To the casual—or even the interested—observer the 
reasons, motives, or object which prompts the research 
are not easily comprehended, even if in the early stages 
they are consciously formulated, for the experiences 
which are the subject of attention may not be readily 
discerned without much time-consuming effort on the 
part of the observer, and thus the postulates containing 


. designations of the entities under investigation will not 


be understood until the pattern of relationships is fully 
disclosed. In the instance cited above however the 
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bridge between existing knowledge and the phenomena . 


under investigation is provided by the admirable work 
of Flanders Dunbar, who, by defining the field of psycho- 
somatic studies, has provided a background to what 
would otherwise be a number of isolated and apparently 
somewhat eccentric investigations. By this work 
Dunbar will have done much to strengthen the con- 
viction of ‘the young investigator in this field who 
becomes acutely aware of a set of factors operating in 
the sphere of his experience; factors which in the 
emergent state of his mind are lacking explicit statement. 

Such is the experience of many research workers in the 
early stages of their work. At this stage they have 
‘nothing but faith in themselves to rely-on, and, since they 
cannot know whither they are ultimately bound, they 


cannot lay claim to the financial or other support of any ` 


particular set of interests. This faith in oneself is the 
strongest asset a man can possess, and when it is com- 
bined with a thrill at discovering the patterns of the 
universe he is strongly drawn towards research. To 
him the thrill of discovery comes when a pattern is 
perceived and not necessarily when his isolated dis- 


coveries become clearly related to the existing structure - 


of knowledge. In the strict sense of course there will 
always be some points of contact, but this is merely a 
consequence of the unity of experience and not a neces- 
sary aim in the first stages of this type of research. The 
designation of the entities of his experience which corre- 
spond to the features of the phenomenon under investiga- 


tion constitutes the most difficult task before the worker . 


who adopts this type of approach. For the successful 
, accomplishment of this stage he must rely on his own 
ability to'mirror Nature as he experiences her, but the 


extent of his success will depend on how far he. has. | 


` grasped the fundamental criterion of scientific method— 
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At this point 


verification by objective demonstration. 
During all 


versatility of approach may. be decisive. 


this period, readiness to relinquish the most beautiful . 


“hypotheses is a constant requirement, since it is in the 


struggle between the projected image and the forces of 


practical experience that the true pattern emerges. 

In recent years original work along these lines has 
been accomplished in physiology by E. F. Adolph 
(Physiological Regulations), particularly in the field of 
water metabolism, and by N. R. F. Maier (Studies in 
Abnormal Behaviour of the Rat) and J. H.. Masserman 
(Behaviour and Neurosis) in the sphere of animal psycho- 
logy. It is likely that much more work, especially in 
the biological sciences, will develop. along these lines 
because biologists (see J. H. Woodger’s Biological 
` Principles) and latterly medical men have felt the need 
to break away from the conceptual forms of thought 
imposed on them by the prominence which the physical 
- sciences have had in the university curriculum, associated 
as this has been in the past with the dissociation of mind 
from matter in the philosophical realm. 


The logical approach to research is generally sociated | 


with the belief that the old-established sciences, physics 
and chemistry, are a firmer starting-point from which to 
approach the problems of the biological sciences than 
the concepts derived from experience with biological 
material. This view goes so far as to assert that ultim- 
ately the material of these sciences will be explicable 
in terms of the concepts developed in the physical 
sciences. This attitude ignores the existence of integra- 
tive levels which require separate treatment, admirably 
discussed by J oseph Needham in Time: the Refreshing 
River. 

It is moreover becoming increasingly evident that 
the basic order of the universe (which incidentally during 
the growth of the physical sciences was regarded as 


largely chaotic) may ultimately be interpreted in terms — 


of the less widely understood concepts of the biological 
sciences. This is because the assymetrical aspect of time 
is an essential component of all living systems. These 
at present include the concept of the organism, the 
relationship of the_organism to the environment, the 
principle of homeostatic equilibrium within the system 
of the organism, and the idea of a hierarchy. Such 
concepts have been used with great effect to supple- 
ment biochemical evidence on the rôle of vitamin Bẹ 
(pyridoxine) by C. P. Richter and C. D. Hawkes (Amer. 
J. Physiola 1940, 129, 459). It is important to realise, 
as Richter (Psychosom. Med. 1941, 3, 105) himself 
points out, that ‘‘ knowledge of the close relationship 
between dietary selections made by animals and their 
internal needs offers us a new tool for the investigation 
of many phases of the nutrition. Had this method 
. been available,” he continues, ‘‘ we could have estab- 
lished many years ago, long before the advent of modern 
biochemical methods, that the adrenal glands are con- 
cerned with the regulation of sodium metabolism. Like- 
wise-we could have discovered the calcium regulatory 
function of the parathyroids, &c. This method applied 
to the study of vitamin-B-deficient rats has already 
uncovered needs not previously detected by biochemical] 
means.” It is therefore clear that the concept of homeo- 
static equilibrium is as fundamental an idea for heuristic 
purposes as that of the atom, the molecule, or the theory 
of chemical combination. -3 


TRANSFER OF CONCEPTS 


One other research method which is coming juts 
prominence as the field of biological inquiry broadens is 


the transfer of concepts from one science to be used as a` 


method of research or interpretation in another. A 
striking example of this is J. H. Quastel’s study of soils 
by perfusion methods long used in physiology in the 
study of isolated organs. In Quastel’s work the soil is 
treated as if it were a living organ system, which in fact 
‘it is. An early example of this use of concepts from 
another science is. suggested by the following quotation 
from A. D. Ritchie’s Civilisation, Science and Religion : 


TG ty oe eas Harvey’s doctrine, that the heart acts as a 
pump driving the blood round and round the blocd- 
vessels always in the same direction, was immediately 


intelligible to his seventeenth-century contemporaries, 


who knew about artificial pumps and how a non-return» 


_ valve works. Though ancient Greek writers had taught 


4 
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him much about the blood-vessels, it is doubtful whether the “ routine ” chemical work to the clinical pathologist. 


they would have understood what he was talking about, | 
because pumps and valves did not exist in their day.” | 


‘Harvey was aware of the principles of a pump, and in 


his anatomical researches used this conception as a - 


method of interpretation. In the instance quoted 
Quastel used the concept derived from another science 
to derive a new method of investigation. Maier 
and Schneirla’s (Principles of Animal Psychology) skilful 
use of physical concepts alongside those derived 
from the study of animal behaviour to elucidate the 
principles of animal psychology in a phylogenetic treat- 
ment of the problem is an outstanding example of 
this transfer of concepts used boldly as method of 
interpretation and is a success because they recognise the 
the integrative levels in their subject. 
7 * * * i 

This description of heuristic methods distinguished 
from among the leading lines of research today may help 
to focus attention on the way scientific research is 
continually being expanded in scope by the use of new 
methods of mental approach. 


TEACHING AND PRACTICE OF 
CHEMICAL PATHOLOGY 


THE chemical pathologists of the London Teaching 
Hospitals have prepared the following memorandum on 
the organisation of chemical pathology departments 
from the points of view of both teaching and practice, 
drawing attention to the present unsatisfactory position 
of chemical pathology in the curriculum and in the final 
examination. , 


THE GOODENOUGH REPORT 


With certain qualifications we agree with the following 
recommendations of the Goodenough report : 

(a) Chemical pathology should form a separate department in 
the division of pathology and should be under the direc- 
tion of a professor, reader, or senior lecturer. To this 
we would add that the chemical pathologist should be 
a full member of the medical committee of his hospital. 

(6) Proper assistance and equipment should be provided. 
The staff proposed in the Goodenough report of one 
departmental head, one senior lecturer, one resident 
assistant, two demonstrators, one of whom is part-time, 
six technicians, and one secretary typist, for a thousand- 
bed hospital, is based on the assumption that much of the 
routine chemical work will be done in the department of 


clinical pathology. If our alternative recommendation . 


(see below) on this point is accepted it would necessitate 
some extra staff in the department of chemical pathology, 
which would best be provided by the appointment of 
an additional science graduate, a type of worker whom 
we consider specially desirable in this department. An 
extra junior technician might also be required. If 
many tests are to be done on patients in the laboratory, 
a nurse will be needed. Bench space should also be 
available for research scholars working on special problems, 

The selection of suitable technicians for the department 
of chemical pathology is a difficult problem, but we would 
recommend that whenever possible they should be of 
an educational standard such that they could read for 
a scientific qualification, and that they should be given 
every encouragement to do so. 

(c) Undergraduate teaching in chemical pathology should _ be 
given in the form of a short introductory course at the 
commencement of the clinical period, with other lectures 
and lecture-demonstrations spread over the remaining 
clinical years. ; 

(d) Proposals for the training of pathologists allow a period of 
three to four years, which are to be divided between the 
four departments. A further period in the special 
department is required by anyone desiring to specialise 
in one branch. This scheme is well designed to create 
pathologists with experience in all branches to take 
complete charge of smaller laboratories. It is doubtful 
whether such an arrangement is equally suitable for 
those who intend to specialise in chemical pathology, 
and we would emphasize the importance of making the 
training as elastic as possible, as in fact has been suggested 
in the Goodenough report (chap. XVII, p. 218, para 34). 


There is however one main proposal in the Goodenough - 


report with which we cannot agree—that which allots 


In our opinion this arrangement would have the following 

disadvantages : 

(1) The chemical pathologist would be largely cut off from 

; the clinical material which should form the principal 
source of his inspiration, and his teaching of the basic 
principles and routine methods would tend to lose 
contact with current practice. If, for example, no 
routine blood-urea estimations were performed in his 
department, both the technique and the interpretation 
of this test would eventually become something remote 
from his personal experience. 

(2) The standard of chemical work would be lower. 

(3) The tendency to specialisation in pathology, recognised 
in the report, is inevitable, and it is a retrograde step to 
aim at a type of pathologist who has, by definition, 
avoided specialisation. This may be necessary in the 
smaller hospitals but it is not an ideal solution for the 
large teaching hospital. 

(4) In a hospital of a thousand beds the amount of routine 
work in hematology and bacteriology will be so large 
that the addition of routine chemical tests would be an 
excessive burden on the department of clinical pathology. 

(5) The liaison between pathologist and clinicians, on which 
great emphasis is rightly laid, will finally depend more 
on the growth of a generation of clinicians who are 
interested in pathology than on the creation of a non- 
specialised pathologist. l 

= We are therefore strongly in favour of some modifica- 
tion of this proposal such as one of the alternatives 
discussed in the next paragraph. 


RELATION OF ROUTINE LABORATORY TO MAIN PATHOLOGY 
DEPARTMENTS l 

While wide variations in the pattern of organisation 
of the pathology division in teaching hospitals may 
be desirable or necessary, the geographical position of 
the laboratories is an important factor in most cases. 
So far as chemical pathology is concerned two principal 
alternatives are in operation at this time: 


(a) The chemical pathology laboratories are all situated in 
one place, which may be in the hospital, medical school, 
or special institute of pathology or biochemistry. In 
this case we suggest some arrangement, such as that 
mentioned in chapter vnt, p. 143, para. 22, of the Good- 
enough report, whereby specimens and requests arrive 
at a central sorting office with subsequent despatch to the 
appropriate department. In such circumstances the 
specimens are often collected by students or house- 
officers, who are responsible for their proper delivery, 
It is important that adequate accommodation should be 
provided in the laboratory for cértain special tests on 
inpatients and on outpatients which cannot be done satis- 
factorily in the wards—for example, basal metabolism 
estimations—and other procedures, such as sugar-toler- 
ance test and urea-clearance tests, are better carried out 
in the laboratory. This requires the provision of several 
suitably equipped patients’ rooms, which have proved 
of great value in at least two hospitals where this arrange- 
ment is in use. It also requires the help of at least one 
nurse, 

(bL) In certain cases another laboratory, suitable for clinical 
pathology, is situated in the hospital, the main labora- 
tories being elsewhere. Many routine chemical estima- 
tions are then carried out-.in this clinical laboratory, an 
arrangement which is convenient for patients and 
clinicians but which makes adequate supervision of the 
work more difficult. We suggest that such hospital 
laboratories should be organised by the heads of the 
departments of bacteriology, clinical pathology, and 
chemical pathology, the director of the division of 
pathology being the responsible administrative officer. 
The chemical pathologist should, however, always be 
responsible for work of & chemical nature which might 
well be undertaken by a specially appointed senior 
member of his staff. 


LIAISON BETWEEN CHEMICAL PATHOLOGY AND 
PRECLINICAL BIOCHEMISTRY 
As will be seen in our recommendations on the curri- 
culum we recommend that detailed practical instruction 
should not be given during the vears of clinical study. 
so that it is desirable that preclinical instruction should 
include methods actually used in chemical pathology. 
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For this reason the person responsible for the department 
of chemical pathology in a medical school should attend 


staff meetings of the preclinical biochemical department . 


of that school where this exists. Where the school does 
not possess a preclinical biochemical department other 
means should be adopted of effecting a close liaison 


between the department of chemical pathology and the. 


biochemical department in which the students have 
received their preclinical instruction. It is important 
that there be continuity in the teaching of chemistry 
and biochemistry throughout the students’ career. 


CURRICULUM 


We propose the following curriculum, which is based 
on the assumption that a total of 24 hours’ instruction 
during the clinical period should be adequate. 


(1) An introductory course of six hourly periods, early in 
~ the first clinical year, dealing with the general principles 
and including instruction on the collection of specimens 
and on urine testing. In hospitals where all students 


serve as clerks in pathology and are personally instructed 


in these matters, this course could be omitted. 

(2) A general course of eighteen hourly periods during the 
second and third clinical years, tovering the whole 
chat koh of the application of chemical methods to clinical 

ems.. f 

(3) A limited number of leetures on special aspects and recent 

advances given during the pre-registration year. 


While detailed practical instruction should not be 
emphasised during the years of clinical study, facilities 
should be provided for students to acquire some practical 
experience. 
: . EXAMINATIONS — “ 
. An analysis of some questions set in the final pathology 
papers during a period of more than 10 years gives the 
following results : 


. estions Entirel Partly , 
Examination PE chemical chemical 
MB, BS ate 167 Dis 8 sa 24 
MRCS ‘ ‘ 
LRCP sä 281 ,25 se 16 


In the MB, BS examination a complete absence of. 
entirely chemical questions was noted over a particular 
4-year period. In our opinion this position.as a whole 
is discouraging to the teachers and is not in line with the 
importance of biochemistry in current medical practice. 

We therefore recommend that in every pathology 
examination chemical pathology should receive repre- 
sentation equal to that accorded to the other three 
branches, and that the chemical question should be set 
by a chemical pathologist appointed to the “board of 
examiners for that purpose. If the pathology examina- 
tions became internal, as recommended in the Good- 
enough report, there would be no difficulty in arranging 
for the chemical question to be marked by the chemical 
pathologist, who should also take part in any practical 
and viva-voce examinations. 


INFECTIOUS DISEASE IN ENGLAND AND WALES . 


WEEK ENDED JUNE 16 
Nottficattons.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1314; whooping-cough, 1130; diphtheria, 438 ; 
paratyphoid, 1 ; typhoid, 5 ; measles (excluding rubella), 


. 7890 ; pneumonia (primary or influenzal), 389; puer-. 


peral pyrexia, 129; cerebrospinal fever, 47; polio- 
myelitis, 6 ; polio-encephalitis, 1 ; encephalitis lethargica, 
0; dysentery, 46; ophthalmia neonatorum, 57. No 
case of cholera or plague was notified during the week, 
but there was 1 imported case of typhus in St. Pancras. 

The number of service and civilian sick in the Infections Hospitals 
of the London County Council on June 13 was 913. During the 
previous week the following cases were admitted : scarlet fever, 45 ; 
diphtheria, 28 ; measles, 61; whooping-cough, 13. 

Deaths.—In 126 great towns there were no deaths 
from enteric fever or scarlet fever, 4 (0)-from measles, 
4 (1) from whooping-cough, 5 (0) from diphtheria, 45 (4) 
from diarrhoea and enteritis under two years, and 14 (2) 
from influenza. The figures in parentheses are those for 
London itself. 

The number of stillbirths notified during the week was 
238 (corresponding to a rate of 33 per thousand total 
_ births), including 30 in London. > ` 


LONDON AND COUNTIES MEDICAL 
' PROTECTION SOCIETY 
ANNUAL MEETING 

. AT the annual meeting of this society on June 20, 
Sir ERNEST Rock CARLING, who has succeeded the 
late Sir Cuthbert Wallace as president, in reviewing 
the year’s work said that -applications for assistance 
had increased by something like 11%. The joint com- 
mittee which included representatives of the society 
and of the Medical Defence Union had been extended 
to bring in the Medical and Dental Defence Union of 
Scotland. 
was of great importance wherever possible to keep 
disputes between members of the profession out of the 
courts. The MDU favoured arbitration under the 
Arbitration Acts, but the society believed this to be 
less satisfactory and more expensive than recourse to 
the courts when one or the other method could not be 
avoided. It looked as if the recommendations of the 
Goodenough report if implemented—as they were likely 
to be—would require an amendment of the Medical Acts, 
and the joint committee, with the legal advisers, was 
considering whether, if an amending Act was necessary, 
the time had not come to make other changes. 
. One point on which the society, as a result of its 
experience, desired to insist was that information should 
be given to it as soon as any case appeared above the 
horizon. Some members referred their affairs to 
solicitors before consulting the society, and even the best- 
intentioned. efforts of such solicitors not uncommonly 
prejudiced the proper conduct of affairs later by the 
society’s legal advisers. Another matter of great im- 
portance, especially now that a deceased doctor’s estate 
could be attacked, was the keeping of accurate records. 
The importance of the radiogram in the treatment of 
fractures and the like had been often emphasised ; from 
the legal point of view it also had its value as a document 
of record. | 

Another point which had been brought home to the 
society was the desirability of a medical man, when he 
varied his proposed treatment or discovered that he had 
made some mistake, at once explaining his action or his 
mistake to the patient’s relatives in the frankest manner. 


‘The importance of all practitioners’ belonging to a 


protection society had been often stressed. Disasters 
occurred even in the most skilled and careful hands. In 
two serious actions during the year, which had cost the 
society a great deal of money, they could feel nothing but 
sympathy for the doctors concerned; the same mis- 
fortune might have happened to any one of themselves. 
Finally, the society deprecated settlements without its 
advice. Such settlements were as likely to prejudice a 
man’s practice as an unsuccessful defence, and the 
society had had a spate of actions from a part of ‘the 
country where such unadvised action had been taken. 


Mr. W. M. Mo.uison, the treasurer, said that the — 


investments of the society now amounted to just over 
£100,000. The annual cost per member—a fluctuating 
figure—was 17s. 10d. in 1944, compared with 13s. 9d. 
in the previous year, and of this sum 4s. 11d. represented 
legal costs in defence of members and 6s. 4d. adverse 
costs and damages. Sir ERNEST CARLING was unani- 
mously re-elected president, and the other officers and 
retiring members of council were also re-elected. __ 

In speaking to a vote of thanks, the President mentioned 
that already a good many difficulties were being brought 
to the society’s notice by unfortunate practitioners who 
had been away from their practices on national service 
for four or five years. It was true that a protection of 
practices scheme was in being, but, with the best will in 
the world, it became increasingly difficult to operate as 
the period of absence lengthened. It was the experience 
of the last war that the man who stayed in civil life 
could take care of the practice of his neighbour with 
great ease for the first year, with a little difficulty in the 
second year, with more difficulty in the third year, and 
by the fourth year it became practically impossible. 
This was because a generation arose which knew not the 
absent practitioner. The society would be glad to help 
returning men with the best advice it could give, even if 
—as seemed probable—a large proportion of the disputes 
which were likely to arise would have to be settled else- 
where. l 


All three societies were agreed that it, 
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sr In England Now 


A Running Commentary by Peripatetic Correspondents 


IN a small ship one’s companions are few and always 
present. In a very short time everything is known 
about everyone’s interests, thoughts, and topics for 
discussion. Conversation therefore becomes almost 
a ritual in its sameness from day to day ; its predestined 
course is known to all present and arguments on far- 
reaching subjects are avoided. This stylised intercourse 
‘is well suited to our crowded way of life, but a new com- 
panion is often desired on whom to pour out one’s soul. 
The Lower Creation is particularly adapted for this— 
its members can be trained to show some affection and 
appear attentive to a lengthy discourse. 

In every port there are cats that join the ship for as 
long as they feel their health or interest requires a sea 
voyage. These cats vary very much in physical appear- 
ance, character, and experience. One of ours, suitably 
arrayed in a lifebelt, had the distinction of being the 
first British cat to sight the coast of Normandy. It was 
brought out in the evening before D-day to view the 
scene, and then replaced in the letter-box so that it 
would not leave the upper-deck. It left immediately on 
our return, presumably to tell its tale to less adventurous 
fireside cats, and make them think themselves accurs’d’ 
they were not here. Its successor, a young and too 
vigorous male, was subjected to unilateral orchidectomy, 
the cause of which was a fear of its probable behaviour 
on foreign.soil, combined with a disgraceful failure to 
diagnose an undescended testicle. Its affection for us 
was unfortunately all that was diminished. Dogs are 
rare visitors to the ship; their larger excretions reduce 
their popularity. A cat deceives one for long periods 
into believing it can live without defecating. 

Recently we have relied on birds for companionship. 
Migrants such as flycatchers, martins, warblers, and, on 
one occasion, an oyster- -catcher, have provided fleeting 
company. A homing pigeon stayed with us for a week- 
end. It was treated with all possible kindness, and when 
released carried between its legs a specially made chart 
of the adjacent British coast, but to our dismay it flew 
on a reciprocal course, back to its Nazi home. Our last 
pigeon was reared from a nestling—a squab, I think it 
would be called by pigeon-fanciers. After its capture — 
beneath a pier it flourished on a diet of bread-and-milk 
and peas, but its large and forcible feeds stopped its 
hungry squeakings. , It learnt to follow us for a stroll on - 
shore, where its agitated squeaks attracted the maternal 
attentions of meadow-pipits and reed-warblers. Finally 
came the time when it could flutter. Regular practice 
was given on the quarter-deck. Curiosity led it from 
object to object—from the mine-sweeping winch to the 
fairleads—until on V-day, when it was left unattended 
during Mr. Churchill’s speech, it took a last poignant 
- and fatal flight into a pot of white paint. Splicing the 
mainbrace was saddened by the sight of a whitened dove 
in a beer case, fioating like a Viking on the waters of the 
cold North Sea. 

Now we have no companion for our post-war sweeping. 
Perhaps their martial ardour has evaporated in the 
pleasures of peace-time ashore. 

x x% * 

Examining, so the cliché has it, is a soul- -destroying 
job; and so I also used to think, until I had the joy of 
examining with MacTavish. Now that he has, at the 
age of 84, at last retired, I realise what I have lost. 
He only retired because his eye doctor insisted that he 
must. Some years ago it was necessary to remove both 
the, lenses from MacTavish’s eyes; he also has asthma, 
and, from all appearances, considerable trouble with his 
ancient bowels. But ‘‘ Eh, laddie. Ah’ve got a grand 
heart and stomach!’ he told me once when ‘I found 
him, during an examining tour, with a bad cold and a 
5 temperature of 101°. We travel, you see, twice a year 
from London to Edinburgh and Glasgow and over to 
Dublin, living in a welter of trains, taxis, ssamped meals, 
hotel beds, examination papers, rain, fog, and other 
discomforts which try even a whippersnapper like me 
who am still on the right side of 60. But MacTavish 
seemed to thrive on this kind of thing. He loved giving 
orals—and we oralled all day without intermission 
except for meals and the cup of tea, which, in Scotland, 
even in war-time, is apt to be as blackish-brown as the 
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old char-cum-cook who always brought it at the most 
inconvenient moment. MacTavish would give his tea, 
and certainly the war-time cake which accompanied it, 
to whatever student he happened to be oralling, especi- 
ally if she was a girl. 

In view of this soft spot of his for the “ lassies,’? and 


because the loss of both lenses does not help the placing - 


of marks accurately in the mark sheet, it was one of my 
jobs to see that each student got his own marks. There 
were, for example, duds who were intelligent enough to 
listen eagerly while MacTavish, sorry for their appalling 
ignorance, gave them, not an oral, but a dissertation on 
his favourite topic, and then, very pleased with his own 
performance, put them in the second class. I used to 
try, when I first met MacTavish, to protect him from 
what the textbooks call environmental influences. 
These could be quite severe at times, as when we boarded 
in winter the cattle boat from Glasgow to Dublin, on 
which MacTavish used to fortify himself immediately 
with large quantities of (before the war) cold chicken, 
salad, marmalade, and toast before retiring to his bunk. 
When, during the war, we flew to Belfast in one of those 
delightful little De Havilland Dragons, some of which 
were the very maclfines which did such excellent evacua- 
tion work at Dunkirk, MacTavish starved himself 
instead. I don’t suppose he could see much beyond 
the next seat in the plane, so he could not be thrilled by 
the take off in the fog and the sudden emergence a few 


minutes later into a world of sunrise pearl and gold ` 


with the snow-topped hills of Galloway piercing the 
carpet of mist below; nor could he sneak, in the days 
when the planes were blacked out, rapt illegal glimpses 
of Anglesey and North Wales as we flew back to Liver- 
pool; he used to enjoy instead a nap for an hour and a 
half. But once in Dublin—well, there were bacon and 
eggs every morning and cream too; for MacTavish 
there was even cream on the top of a cream ice. 

But that is all over now. - No longer shall I get down 
late for breakfast to find that MacTavish, unable to see 
that there is only one pat of margarine and one small pot 
of sugar for us both, has cleaned up both and gone awa ay 
to smoke a stramonium cigarette. No longer shall 
feel a pound note being pressed, with entire disregard of 
my embarrassment, into my hand, with the adjuration : 
“ For your dear wife, laddie ; get her something pretty ; 
ye know ah canna see what’s in the shops.” No wonder 
the students, teachers, hotel porters,and everyone else 
are sad. At one hotel which we visit regularly the head 
waiter must be nearing MacTavish’s age. He has an 
air which makes you feel, when you slip him a tip, that 
you may be insulting Monsieur le Duc. ‘ Excusé me, 
sir ”?” he said to me this time; ‘‘ But what has become of 
the other old gentleman who used to come round with 
you ? ” My new colleague, who is a child of 38 or so, had 
no more grace than to chuckle all the way to the aero- 
drome. But if ever I do attain to the dignity of *‘ the 
other old gentleman,” I hope I may preserve the courtesy, 
the straight (and uncorseted) back, the jolly laugh, and 
the jaunty voice which make the physical framework 


‘of my memory of MacTavish. 


x * xk 

This association-of-ideas business has always in- 
trigued me. The whole process was set going, so far 
as I was concerned, by the vehemence of the gentleman 
at the Amalgamated Engineering Union Conference 
who criticised the treatment of the tuberculous in this 
country ‘‘ under Belsen conditions ” as he picturesquely 
put it. Those “horror” pictures had reminded me, 
in a vague sort of way, of the poor distorted limbs 
and bodies that we see in our orthopedic departments. 
A Canadian medical officer had asked me the previous 
day whether spinal tuberculosis was at all common in 


‘this country—it appeared that he had never seen a 


casé. I wondered then whether it might not be possible 
to arrange for a Parliamentary delegation to visit, say, 
Alton or Chailey, where such cases could be seen, 
albeit in their most pleasing, and least horrifying, sur- 
roundings. Perhaps we could then hope for something 
active to be done about the nation’s milk-supply. 


CoRRIGENDUM.—The following addition should be made to 
the references given by Florey and Heatley (June 16, 1945, 
p. 748)—Garrod, L. P. s Heatley, N. G. (1911) Brit. J. Surg. 
32, 117. 


o 


‚source from which it should come ! 
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Letters to the Editor 


CLOSURE OF HOSPITAL BEDS 
~ Str,—In the Times on June 14 Dr. H. M. C. Macaulay, 
MOH. for Middlesex, wrote saying that his county had 
closed 150 sanatorium beds and that more closures would 
follow. He added “the whole fabric of the anti- 
tuberculosis scheme is threatening to collapse for lack of 
staff.” On thè 19th Dr. H. P. Newsholme, MOH for 
Birmingham, commenting on this statement, spoke of 
“a catastrophe ahead unless nursing and domestic staff 
are quickly made available.” These weighty pronounce- 
ments only differ from the cry of units all over the coun- 
try in that the number of beds that are closing is greater 
in the areas these officers represent. 
If the only alternative to closure is heavy overwork of 


the remaining staff, all honour to those who refuse to. 
exploit youth and health to bolster up, for a brief: 
‘moment, a system so obviously cracking. 


It is impossible to believe there is no way out of the 
impasse, provided that a stream of fresh thought is 
allowed to play freely round the whole subject of hospital 
administration. Modern business methods do not toler- 
ate the waste of skilled personnel, the antiquated organ- 
isation of labour, or the unnecessary fatigue that is found 
in every ‘type of hospital today. 

. The first thing that must be scrapped, on the nursing 
side, is the demand for a double life of full-time paid 
employment with preparation for a professional career. 
Long ago it was found to be impossible to run the coun- 
try’s schools with pupil-teachers ; yet student-nurses are 


_ still expected to maintain its hospitals. 


‘The second essential to be faced is compensation for loss 
of health. Hospital service has never been adequately 
considered as a possible front-line risk ; except, perhaps, 


-by parents of prospective recruits. 


Dr. Newsholme holds that a ‘‘ change of heart ” is 
called for from the -young women of today. He is right, 
perhaps, about the change of heart—but not as to the 
The public, guided 
ever by the medical profession, has stood aside and 


allowed the evil to exist and increase till breaking strain 


has been reached. 

The anti-tuberculosis scheme has been singled out for 
notice, but mental hospitals and institutions for chronic 
sick have been long in equal need. 

Should the procedure of a Royal Commission to investi- 
gate a situation ‘‘ threatening collapse °’ be considered 


- too slow in its working, let the initiative which produced 


almost mirdculous results for war purposes come into 
play in some other direction. This country does not lack 
either the brains or the interest to reconstitute a service 
which has always been highly valued. Previous in- 
quiries have been too limited in scope and too tightly 
bound by traditional thinking. 


Moor Park. ESTHER CARLING. 


PLASMA IN STARVATION - 
Str,—During the first half of May about 300 men 
were admitted to Pinder Fields Emergency Hospital 
suffering from the effects of prolonged starvation while 
prisoners-of-war in Germany. I agree with Dr. H. L. 
Milles (Lancet, June 2) that many ran a low temperature 


for a week or so, and others showed chest films in keeping 


with recent pulmonary infarction. All pyrexial patients 
were kept in bed for at least a week.after the temperature 
had settled, and there were no catastrophes. 

I cannot. agree that cedema of the legs was due to 


thrombosis in any but exceptional cases, in view of the 


uniformly excellent response to plasma by intravenous 
drip. This was given slowly, 2 pints at a time. The 
cedema disappeared, or was greatly reduced, within 
24 hours; in severe cases a further 2 pints was given 
after 24 hours had elapsed, with satisfactory results. The 
cedema was often pronounced with a serum-protein of 
5-5-6-5 g. per 100 c.cm ; whereas in cases with a serum- 
protein 4-5—5-5 g. it was often slight or even absent. In 


-only one case did the circulation show signs of over- 


loading after plasma; this was in a man with mitral 
stenosis, who had been on a forced march in Germany for 
24 months. 

It is the purpose of this letter to point out the striking 
subjective improvement felt by patients given plasma ; 


STARVATION 


and effective. 
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- even patients who had unpleasant reactions (vomiting, 
_ rigors, &c.) later spontaneouslyand emphatically declared 


that they had not felt so well for months.. This effect 
was so dramatic that I have been giving plasma to 
malnutrition cases without odema’; the results again 
were excellent. The feeling of well-being following 
plasma in these cases does not appear to be widely 
appreciated. Taken with the finding thatthe degree 
of oedema is not necessarily proportional to serum 
protein devel, one has to consider whether the proteins 
are in fact the most important constituents of serum for 
this type of case. 
These findings are in keeping with those of Dr. Janet — 
Vaughan at Belsen, where plasma gave very satisfactory 
results in contrast to the hydrolysates (Lancet, June 9). 
Wakefield. J. R. EDGE. 


OXFORD AND CAMBRIDGE UNIVERSITY VOTERS 


Str,— Voting in the Oxford and Cambridge constitu- 
encies will not be in person, but by means of voting | 
papers issued by the Vice-Chancellor as Returning 
Officer. They will be posted to electors by June 29. 
Any elector who wishes to vote and has not received a 
voting paper by July 3 should write immediately to the 
Registration Officer at the University Registry, giving 
the address to which a voting paper is to be sent. 

This does not apply to persons for whom proxies have 
been appointed, or to those who have applied for regis- 
tration as Service postal voters. W. W. GRAVE, 

University Registry, Cambridge. Registration Officer. 


PORTABLE SURGICAL HOSPITALS FOR CHINA 


Sir,— Under this heading the War Organisation of the 
British Red Cross and Order of St. John has received a 
request for help from China. 

By a “ portable surgical hospital ” is meant a mobile 
surgical team, operating from tents and living under 
canvas, ready to advance with the combat troops of the 
Chinese Army. It is planned to have one portable 
surgical hospital with each division of troops, and we 
have been asked to providefour. The need is urgent and 
great, and the War Organisation requires the services as 
soon as possible of twelve doctors (men with surgical 
experience). and six mechanics if possible with first-aid 
training to complete the teams required. 

Applicants, who must be young men, medically fit, 
should apply in writing, giving age and qualifications, to: 
Dr. H. Gordon Thompson, China Section, War Organisa- 
tion of the British Red Cross and Order of St. John, 
14, Grosvenor Crescent, London, SW1. 

I trust that the response to this appeal will be quick 
PHILIP CHETWODE, 


Field Marshal; 


War Organisation, British 
Chairman, Executive Committee. 


Red Cross Society and Order 
of St. John of Jerusalem. 


HOT BATHS AND HUMAN FERTILITY 


SIR, —On the effects of warming the testicles in 
mammals, Mr. Baker writes in his letter..of June 16, 
“ MacLeod and Hotchkiss have been the first to make 
relevant experiments on men.” Their paper was 
published in 1941. In 1940 J. Bauer and G. Gutman 
published a paper, ‘‘ The effect of diathermy on testicular 
function’ (Urol. cutan. Rev. 44, 64), referring to in- 
vestigations made several years before which had been 
delayed by external (political) events. In the summary 
they stated: ‘‘In all cases, however, necrospermia was 
observed after treatment and was obviously caused by 
heating of the organ. It disappeared shortly after 
treatment was suspended.” ` 

I was asked to investigate the male partner in a case 
of childless marriage at the beginning of May. I quote 
from my letter written to his doctor on the Tth: “It 
is of particular interest and importance that his work 
as foreman in a refrigerator factory compelled him to 
work in overheated rooms (110° F !) two full days every 
week for several years until quite recently. This might 
well have caused a temporary impairment of the vitality 
of the spermatozoa. At any rate, an examination of 
a sample of fresh seminal fluid under special precautions 
(May 5, 1945) gave a satisfactory result.” 

This ‘might be of interest from the point of view of 
industrial medicine. 

London, SW3. V. C. MEDVEI. 
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STRESS FRACTURES i 


Sir,—I cannot accept Dr. Morris’s-letters without pro- 
test. In his first, he challenges my experience and my 
statement that ‘“‘fatigue °’ fractures in general “ are 
essentially incomplete.” When I answer this, using his 
own figures (and ignoring his unfounded assertion 
regarding experience), he shifts his ground and argues 
from a separate sentence altogether. He has already 
shifted the argument from the improbability of the exist- 
ence of true fatigue fracture of the first rib to the fre 
quency with which he has found displacement in fractures 

‘of the metatarsals in soldiers. Very well—lI will agree 
that my sentence ‘‘ there is never displacement ” should 
have read ‘‘there is very seldom displacement ’’ or 
‘“ with the exception of fatigue fracture of the metatar- 
sals there is never displacement.” But this was only a 
minor point in a long and considered argument against 
the existence of ‘‘ fatigue ” fracture of the first rib, as it 
was postulated by Alderson. - 

Even Dr. Morris will, no doubt, admit that the 
mechanics of the foot places metatarsal ‘‘ fatigue ” 
fractures in quite a different category from those occurr- 
ing in the other sites which I have described. In the 
former, bones affected in the main take, or have applied, 
their stresses and strains in a direction at or almost at a 
right angle to that in which the latter bear theirs. Thus 
there is in metatarsal ‘‘ fatigue ” fracture an additional 
factor (which might be termed insufficiency of the foot) 
which does not operate in ‘‘ fatigue.” fractures in general. 
And it was fatigue fractures in general to which I was 
directing my argument at that point in my letter. 

I agree with my colleague, Mr. Sayle Creer (June 16), 

. that one cannot distinguish between traumatic fracture 
and “ fatigue ” fracture of the metatarsals ‘‘ only on the 
skiagram.’’ Nevertheless, let us not become ‘‘ wise after 
the event,” for it is important to remember that the skia- 
gram, together with the history of absence of trauma 
(violence), does have the greatest value. It may only 
confirm a diagnosis already made by the orthopedic 
surgeon : but even so such confirmatory evidenee is most 
important, and without it the diagnosis may still be open 
to question for a considerable period. For the average 
clinician the evidence of the skiagram is more important 
still, since it may afford a firm diagnosis immediately, 
where none existed before. 


Manchester. J. BLAIR HARTLEY. 


A PARENT AT HOSPITAL 

Srr,—It is vain now to regret that Lady Russell’s 
lamentable story should be meticulously remembered 
and prominently published so long after the event, but 
it is not vain to consider whether the most pertinent 
conclusions have yet been drawn from it. 

Courtesy, sympathy, clinical acumen, and a sufficiency 
of equipment and staff may reasonably be looked for at 
any hospital prepared to admit a sick child and all these 
seem to have been “‘ in short supply ” at a certain cottage 
hospital on-a certain date. Lady Russell assures us 
that they would all—especially the human virtues—have 
been found in abundance in nursing-homes and consult- 
ing-rooms, and she impugns “ our hospital system.” I 
should not myself have supposed these group-characters 
to have been so constant, but if it is true that to work 
in consulting-rooms and nursing-homes encourages 
humane, gentle, and finished nursing and clinical work, 
and that to work in hospitals does not, it seems obvious 
that a wise public and a wise profession must cherish 
and preserve its consulting-rooms and nursing-homes 
as a chief repository of gracious and perfected medical 
and nursing art. The practice of public institutions will 
scarcely be raised to the same standard if the standard 
itself has first been carefully destroyed. 

All this, of course, assumes that Lady Russell is right 
in her rather sweeping generalisations. But however 
diverse in their manners I am sure that hospitals and 
nursing-homes are one at heart in deploring the continual 
presence of a mother at the bedside of a sick child for 
whose nursing they are responsible, and many nursing- 
homes would say so in the clearest terms. It is quite 
true that young children should not without the most 
compelling cause be taken from their homes and put in 
_ strange wards or bedrooms ; it. is also true that a mother 

able and willing to nurse her child and to take full tour 


rf 


/ 
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of duty may be that child’s best nurse; but I should 
have thought it was almost universally known to mothers, 
nurses, and doctors that the triangle mother-nurse-sick 
child has no cohesion and as a dynamic system simply 
will not work. What can an infant make of a mother 
who has become a mere observer? The poor child is 
perplexed beyond bearing and mother and nurse are both 
in false positions. ‘The wise mother clears out even froni 
her own night-nursery, at least until the nurse’s authority 
is established, and then enters with diffidence. If she 
does not, the very conflict ascribed to “our hospital 
system ” occurs in the mother’s own house, but with the 
child at home it is at Jeast more easily solved. 

The remedy, surely, is not to throw the wards open to 
mothers but to provide_such a body of home-helps and 
visiting or domiciliary nurses that young children with 
acute non-surgical illnesses can be nursed and treated at 
home, and only those whom, for technical reasons, it is 
impossible'to diagnose or treat at home need be admitted 
to hospital. > 4 

London, NW3. | LINDSEY W. BATTEN. 


- THE GOODENOUGH REPORT 


SiR, —In his letter of June 2, Sir Ernest Graham-Little 
suggests that the recommendation for the foundation at 
Oxford of ‘‘an undergraduate clinical school to train 
teachers, investigators, and consultants rather than gene- 
ral practitioners ’’ was grafted by the Goodenough Com- 
mittee upon the university, and that the recent letters in 
your columns criticising this proposed development at 
Oxford are symptomatic of a revolt against the findings 
of that committee. This, however, is incorrect. In 
pp. 123-5 of the Goodenough report it is clearly stated 
that it is the wish of the university that a medical school 
of this specified kind should be formed. The proposal is 
examined at some length, criticised, and reasons given for 
the committee’s recommendation of support for an 
experiment which is considered worthy of trial. 


London Hospital. ‘ DOROTHY S. RUSSELL. 


Sir,—Dr. Shaw ignores the more serious instance 
cited by me (June 2) of the Government’s application of 
financial sanctions to enforce changes in the medical 
curriculum at the universities. Does Dr. Shaw really 
wish a Government department to decide the scope, 
duration, and content of the training required to achieve 
a degree in medicine of London University ? During the 
debates in the House of Commons on health services 
there was considerable support for the admission of 
irregular practitioners, osteopaths, herbalists, &c., to 
take part in the new services. A society calling itself . 
the British Health Freedom Society, boasting (June 14, 
1945) that 9000 people have joined it, has as its object 
(advertised with frequent repetition in the Times) the 
admission of members of a number of these irregular 


“healing”? cults tg the new health service on equal 


terms with registered medical practitioners. Govern- 
ment departments are largely controlled -by political 
considerations. A drive for this recognition might very 
well be successful with a Government appealing for 
support at a general election. 

London. E. GRAHAM-LITTLE. 


HELP FROM AMERICAN WOMEN DOCTORS 


Sir,—In July, 1940, Dr. Esther P. Lovejoy, chairman 
of the American women’s hospitals board of the American 
Medical Women’s Association, sent a cheque for $500 
to the British Medical Women’s Federation to be used 
“« for the relief of civilians in bombed areas.” Further 
sums were promised, and the Federation was asked 
to administer the fund. Every month a cheque for a 
minimum of $500 has been received—always for a larger 
amount during intensified bombing. In all £12,280 wil) 
have been sent to us, for we learn that we are to continue 
to receive $500 a month up to the end of this year. To 
commemorate VE-day we received by cable a special 
thank-offering of $2000 to be divided between four 
named hospitals. In her letter confirming this, Dr. 
Lovejoy writes : ‘‘ It has been a great privilege to be of a 
little help in our common cause. We are very lucky 
indeed as a nation to have been beyond the reach of 
bombs this time, although some little ones from Japan 
are floating in on the breeze to our western coast. The 
people in England have suffered continuous casualties 
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ae five years and all we could do was to help them a 
ittle.”’ 

: Throughout the war the money has been used to aid 
cases of special hardship in bombed areas in all parts of 
Great Britain and Northern Ireland, in hospitals, in- 
stitutions, and private homes, and we shall continue to 
help in this way until the fund is closed. 


We have endeavoured adequately to express our pro- - 
found gratitude and appreciation to our medical col- 


leagues in America, but we feel that this outstanding 
example of generous and practical sympathy on the part 
of women doctors overseas deserves to be more widely 
known. It will be one of the many bonds of friendship 
between this country and the United States. 


JANET M. CAMPBELL, 
Medical Women’s Federation. President. 


INDULGENT CERTIFICATION 


Sir,—Mr. Scott’s letter is courteous, timely, and 
valuable. In so far as lax certification can be con- 
trolled by the practitioner and by the medical referees, 
it must be so controlled. 

‘But neither Mr. Scott nor the writer of your leading 
article seem to me to appreciate that the real cure of 
. indulgent certification lies in the hands of those persons 
who. are responsible for ‘‘ morale ” in the factories and in 
the country as a whole. I do not advance this view in 
mitigation of the notorious laxness of much medical 
certification. I advance it because the condition requires 
radical cure and not mere palliation. 


Mr. Scott’s letter makes it quite clear that workers. 


of high morale do not need ‘“‘ discipline ’’: on the con- 
trary they need very often to be forced to stay away 
from work. y do not all workers take the same 
attitude to sickness ? In the answer to this question will 
be found the remedy for an abuse that will grow increas- 
ingly urgent with the development of the social services. 

This is not the place to offer a detailed answer, but 
two points stand out in my mind. Firstly,if the ap- 
proved and benefit societies exercised a proper oversight 
of their members in the club, and if they used the dis- 
ciplinary powers they possess ‘(or took stronger powers if 
need be), the problem would be solved by the only 
persons whocansolve it—namely, the workers themselves. 
Secondly, managers can help both in their own works 
and by being ready to report obvious instances of the 
abuse of medical certification to the approved societies 
for their action. Managers know facts that doctors 
never learn. 

But, of course, the real answer lies i in the development 
and maintenance of ‘‘morale’”’ in society. Doctors 
have an important contribution to make to this, but 

they can never deal with lax certification by their own 
- unaided efforts. 
Worcester. Howarp E. COLLIER. 


MASS MINIATURE RADIOGRAPHY 


_ Str,—Although a unit for ‘f mass miniature radio- 
graphy ” is operating in this area I havt yet to meet the 
: person, apart from those more or less directly concerned 
with it, wha has used these words in conversation. 
It is highly important to have as many people as possible 
radiographed, and needful that the scheme and its value 
be made known by being. spoken about. We have 
begun this campaign of education and discovery by 
displaying a title containing words that are long, grace- 
less, ill to utter, and to the man-in-the-street meaningless, 
If he wants to ask vou about it he says with increasing 


embarrassment——‘‘ Mass—mass—mass— — ” and gives 
it up; or ‘‘ This X-ray business— —you know ?”’ But 


one suspects that often he unwillingly suppresses the 
subject from conversation altogether because he cannot 
‘take the first fence—namely, ‘‘ mass miniature radio- 
graphy.” And who can blame him ? 
cerned with the fact of the photos being in miniature, 
and “ radiography ” has a wide range of interpretation. 
(One person has remarked upon having had her photo-. 
graph taken by wireless rays !) 

Though one hesitates to add to the codes of daily 
speech I suggest that propaganda would be made ‘more 
effective by use of the letters ‘‘ MMR,” or better. “ MR.” 
We have analogies elsewhere. 
“M and B” without knowing what these letters stand 
for, but they know something of the uses of the drug. 
I have frequently experienced momentary rebuff on 
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He is not con-. 


People talk freely of- 
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meeting for the first time a patient whose lung had been 
collapsed. Reference to the ‘‘ artificial pneumothorax’’ 
has produced a look of blank incomprehenSion, and then. 

—‘ Oh !—you mean my AP.” Now I am more careful 
to avoid this accusation of a shameless display of medical 
terminology, or is it of gross ignorance ? To come nearer 
the subject, however much the purist dislikes it, the 
public has taken ‘‘ TB ” into common use in preference 
to the wieldy ‘‘ tuberculosis.”’ 

So give them something simple from the start, such 
as ‘‘ MR,” or alternatively something that has a meaning 
for them, such as ‘‘mass X-ray examination ’’ (or 
“ MX ”). The advertising value would be much higher, 
and advertising pays. 

Midlands. TMO. 

MEDICAL DEMOBILISATION 


Sır, —Your admirably lucid leading article of June 9 
has given us the essential facts with the reasons behind 
them, and we find that demobilisation on an age-service 
group basis is impracticable for RAMO officers, and for 


specialists in particular : with 49% of medical. officers in 


the first twenty-six groups (I believe I quote official 
figures) half the total specialist strength must be in about 
the first twenty, and it is thus ridiculous for them to. 
expect to be demobilised with their non-medical 
colleagues when their group number turns up. : 

Then why attempt to apply the system to them at all : ? 
It was presumably designed originally as applicable to all 
fighting forces, and the age increment must surely have 
been included to ensure a younger and more virile army 
for the final stage of the war ; unless, of course, it could. 
seriously be suggested that a doctor of 40 has some 
special.claim to be discharged ten groups before his 
colleague aged 30, but the Americans have no such age 
bias in their release calculations. Surely, if medical 
officers are not to be allowed the privilege of demobilisa- 


‘tion in their own group, the fair way of estimating pre- — 


cedence is by service alone. 
In my Territorial hospital, every original medical 
officer has become a specialist or a commanding officer, 


and we have naturally had about six years’ embodied 


service ; yet with our age-service groups ranging up to 22, 
and the status of specialists, there are many of us with a 
long way yet to go. We are proud of our TA status 
despite the loss of our badges, and though we often con- 


-© vince ourselves otherwise, we would do the same again ; 


but surely our pioneer work is done; and we only ask for a 
fair deal. First i in, first out. 
BLA W. G. MILLS. 


—— 


On Active Service 


RAF MEDICAL BRANCH AWARDS 
OBE (MILITARY) i 
Squadron- Leaders 
H. O. HUGHES 
D. N. MATTHEWS 
A. RUSSELL ` 


Group-Captains 
R. H. STANBRIDGE, 
_R. G. JAMES 
Wing-Commander 
J. B. WALLACE | 
MBE (MILITARY) 
Flight-Lieutenant J. Hoop 
COMMENDED FOR BRAVE CONDUCT 
Flight- Liéittenant D. CRICHTON 
MENTIONED IN DESPATCHES 


Air-Commodore F. J. MURPHY | pe quadron-Deadens (cont.) — 
Group-Captains W. L. JAMES 

V. R. SMITH T. S. B.. KELLY 

L. FREEMAN J. H. McELNeY 
Wing-Commanders R. E. McKenzie 

C. C. BARKER D. H. G. MAcQUAIDE 

W. D. Prock J. B. Murpry : 

D. G. SMITH E. J. BLAIR 

L. L. INGRAM C. W. D. COLE 

- J. C. TAYLOR N. VERE-HODGE 

D. J. Dawson E. H. JONES 

J. A. LENNOX l J. H. McCoy 

F. V. MACLAINE I. M. MACGREGOR 

O. PLOWRIGHT ' F. L. E. MUSGROVE 
. K. B. REDMOND A. J. S. BELL TAWSE 

J. L. Rocne T. H. CULLEN, MBE 

' P. A. WILKINSON | Flight-Lieutenants . 

Squadron-Leaders ‘A, H. CUTTING 

M. R. CHASSELS G. H. DHENIN, CM 

A. P. GORRIE K. C. ECKERSLEY 

G. L. QGRYSPEERDT A. H. FAIRLAMB 


L. D. A. HUSSEY i R. M. Emrys-ROBERTS 
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. ROBERT SHARP LAWSON 
MA, MB EDIN., FRCS 


Mr. R. Sharp Lawson died on May 27 at Leicester 
where he was senior surgeon to the. Royal Infirmary. 
Born 59 years ago at Blackford in Perthshire, he gradu- 
ated MB with first-class honours at Edinburgh University 
in 1910. After apenyne he became house-surgeon to 
Sir Harold Stiles, for whom he 
acted for a time as private 
assistant: In 1914 he gave up 
his post as resident surgical 
officer at the Dreadnought 
Hospital, Greenwich, to join 
the Navy, in which he served 
Yill 1918, taking his FRCS in 
1916. After the war he spent 
some months working with Sir 
Robert Jones in Liverpool, 
where he developed a lasting 
enthusiasm for orthopedic 
surgery. He was appointed to 
the Leicester Royal Infirmary 
in 1919, and quickly established 
a reputation, both in general 
surgery and in orthopzedics— 
indeed, he was really thefounder 
of the present orthopedic and 
fracture service. An original member of the Provincial 
Surgical Club of Great Britain, he acted as secretary to it 
for two years. Shortly before the war a coronary throm- 
bosis compelled him to rest for six months. But he 
returned to. work at the outbreak of war with restored 
health and vigour, and, though he must have been 
well aware of the risk of a recurrence, he cheerfully coped’ 
with increased work and responsibility during the war 
years. 
him as a gifted surgeon, and a valued consultant; and 
many surgeons all over the country will recall his 
courteous and polished manner, and his gift for friendship 
and hospitality. T. C. c. 


THE LATE MR. BISHOP HARMAN 


IN supplement to Iast week’s obituary notice the 
following appreciation reaches us from the medical 
department of the London County Council :— 

It was 45 years ago, at the commencement of the 
present century, ee Mr. Brudenel]] Carter after a visit 
to some of the London board 
schools pointed out in a letter 
to the Times how much of the 
efforts of the teachers was 
nullified by widespread un- 
relieved defect of vision amongst 
the school-children, many of 
whom appeared to be semi- 
blind. This letter produced 
notable results. The School 
Board in 1901 instituted the 
regular testing of the children’s 
eyesight by the teachers and 
appointed six ‘‘ oculists’’ to 
supervise thetests. Mr. Bishop 
Harman was one of the six. 
Thus commenced an associa- 
tion with the education author- 
ity which produced far-reaching 
and beneficial results. With 
the sympathetic support of Dr. 
James Kerr. who was later 
appointed chief medical officer to the Board, Harman 
proposed numerous reforms which were duly carried 
out. Fine work hitherto practised in infants’ schools 
was abolished; so were slates and pencils. Sewing 
by artificial light in girls’ departments was prohi- 
bited. When the London County Council took over 
the work of elementary education Mr. Harman was 
appointed ophthalmic consultant. 

‘Fhe presence in the ordinary schools of a number of 
children with high myopia for whom the ordinary 
methods of education were harmful led Harinan to the 
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His house-surgeons and colleagues will remember ` 


- COLBORNE.—On June 21, 
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dondu that it was necessary to establish separate 
classes or schools with a curriculum and teaching methods 
specially devised to meet their needs. The first such 
school was established under Harman’s supervision in 
1908 ; and within a short time the whole of London was 
provided with special ‘‘ myopic ” schools, or, as they were 
later and better called, ‘‘ sight-saving ’’ schools. Harman 
himself devised special desks and. apparatus for these 
schools, and it was due to his energy and drive that they 
became successful. His methods were adopted in large 
provincial centres and were followed enthusiastically by 
our trans-Atlantic cousins. 

The lighting, both natural and artificial, of schools of 
all types was also a question which Harman made his 
own, and he was instrumental in securing the adoption 
of greatly improved standards. He also paid close 
attention to the type of school books, for which he 
formulated standards which were largely followed in 
school practice. 

There is thus no part of the field of ocular care which 


Harman has not illuminated by his genius and knowledge, 


and the diminution of blindnéss and partial blindness 
from preventable causes in childhood has been greatly 
helped by his work. 


‘Appointments 


= 


RAFTERY, J. D., D PHIL OXFD, FRCS: chief asst. to orthopeedic 
department, ‘Manchester Royal Infirmary. 


"SAMSON, LEOPOLD, MD HAMBURG: resident medical obstetric officer, 


Haymeads Hospital, PL BOD s Stortford: 

WILMOT, T. J., MB LOND.: acting surgical registrar, Middlesex 
Hospital, London. 

King Edward VII’s Convalescent Home for Officers, Osborne, Isle of 
Wight.—The following have been appointed to the civil 
consulting staff : 

Sir FRANCIS FRASER, MD EDIN., FRCP 

Brigadier W. ROWLEY BRISTOW, FRCS 

Sir CLAUDE FRANKAU, CBE, DSO, MS LOND., FRCS 

Prof. J. PATERSON Ross, MS LOND., FRCS 

G. T. MULLALLY, MC, MS LOND., FRCS 

F. M. R. WALSHE, OBE, MD, D SC, FRCP 

Brigadier D. EVAN BEDFORD, MD LOND., FRCP 

Surgeon Captain W. D. W. BROOKS, DM OXFD, FRCP, RNVR 


Births, Marriages and Deaths 


BIRTHS 
DEWAR.—On June 21, at Oxford, the wife of Dr. M. J. S. Dewar— 


a son. . 

ForpD.—On June 19, at Derby, the wife of Dr. J. Cedric Ford—a 
daughter. 

GaRMANY.—On June 19, at Bristol, the wife of Surgeon Lieut.- 
Commander Gerald Garmany, RNVR—a son. 

TOWNSLEY.—On June 21, at Norwich, the wife of Major Norman 
Townsley, FRCS—a son. 

UNKAUF.—On June 19, at Winnipeg, Canada, the wife of Dr. 
B. M. Unkauf, Botleys Park War Hospital—a son. 

WALLACE.—On June 9, at Simla, to Don Barbara Wallace, FRCS 
(née Brown) the wife of Major R.J . Wallace—a daughter. 


MARRIAGES 


ALEXANDER—-BAMFORD.—On June 15, at Charlton Kings, Angus 
Fraser Alexander, captain RAMC, to Helen Patricia Bamford, 
junior-commander ATS. 

BUCHAN—MORGAN.—On June 18, at Woodford Wells, 
Buchan, captain. RAMO, to Nora Morgan. 

ConpoN—Morris.—On June 2, in London, Henry Arthur Condon, 
MRCS, to Margaret Elizabeth Morris. 

FREET H—GOLDING.—On June 20, at Roundhay, Leeds, H Derek 
Freeth, MB, flight-lieutenant RAFVR, to Margaret Joan Golding, 
SRN. 

JOHNSTONE—HARRISON.—On June 20, at Cairo, Robert Maxwell 
Johnstone, MC, major RAMC, to Viv ian Harrison. 

ROCHE—GRANLUND.—On June 18, at Embleton, Northumberland, 
James Roche, lieutenant Ramo, to Ruth Mary Granlund. 


DEATHS 


BEATTIE.—On June 20, at Newcastle-on-Tyne, Thomas Beattie, 
MD, DCL DURH., FRCP, aged 77. 

CLARKE.—On June 18, Leo Frederick Clarke, 
Road, NW5. 


Forbes 


LRcPI, of Highgate 
William John Colborne, 
surgeon rear-adimiral, 

DAVIES. aoe June 18, at Tunbridge Wells, David Davies, MB LOND., 
aged 72. 

EvustTack.—On June 18, in London Hospital, George Wallace 
Eustace, MC, MD DUBL., JP, of Arundel. 

GAYER-ANDERSON.—On_ June_ 16, at Lavenham, Robert 
Grenville Gayver-Anderson, Pasha, MRCS, major RAMC re td. . cf 
the Bayt el Kredlea, Cairo. 

LaMontT.—On June 19, in. Edinburgh, 
CIE, MB EDIN., lieut.-colonel IMS retd. 

Pinte y.—On April 23, Eustace Townley Pinhey, OBE, 
medical superintendent, St. Pancras Hospital. 

WALTON.—On June 21, Henry Beckles Gall Walton, MRCS, lieut.- 
colonel RAMC retd., formerly of Diss, Norfolk. 


CB, MRcs, 


John Charles Lamont, 
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f ‘Notes and News 


ROYAL MEDICAL BENEVOLENT FUND 


` Sir Arnold Lawson, in accepting the presidency at last week’s 
meeting of the Fund, promised to follow in the footsteps of his 


, predecessor; the late Sir Thomas Barlow, to whom. many 


tributes were paid for his guidance and counsels. Dr. C. 
Luther Batteson was elected hon. treasurer, and the meeting 
was glad to welcome back Mr. R. M. Handfield-Jones as hon. 
secretary after his. absence'on war duties. Long work in 
various capacities was recognised by the election as vice- 
presidents of Dr. C. O. Hawthorne, who has been chairman of 
the case committee for many years ; Mr. F. J. Strong Heaney, 


hon. local secretary in Liverpool ; and Dr. W. P. S. Branson. 


_ The 109th annual report shows that the Fund’s income from. 


subscriptions and donations in 1944 was £16,856, which repre- 
sents an increase of £1752 over the previous year and an 
increase of £2321 over the pre-war figure for 1938. Legacies 
amounted to £24,463, which-was about the same as in 1943. 


- “ This material help to the Fund and the endowment of its 


$ 


excellent results. 


work for future years is of the greatest value to the committee, 


which appeals to all medical practitioners to remember 


the Fund in their wills.” 

Mention was repeatedly made of the excellent work of the 
Ladies’ Guild, which, though carried on independently, is 
an essential part of the Fund and performs tasks no other 
body could undertake so well. — 


ANTIDOTE TO INDUSTRIAL WORK 


Most jobs done by the not very highly skilled are cramping 
both to mind and body. Palliatives such as rest pauses, 
cups of tea, and music-while-you-work have proved their 
value and are now widespread in industry. The “ purposeful 
physical training ’’ demonstrated in London on June 22 by the 
Central Councilfor Physical Recreation is a further step forward. 
As Sir Wilfrid Garrett (Chief Inspector of Factories) said in 
his opening remarks, the Council’s plans are to be welcomed as 
another aid to *“‘ making a factory more than a place to work 
in.” Their primary aim is to provide suitably planned active 
recreation to counteract the mental and physical insults 
inflicted on the human organism. They claim that they can 
prevent boredom and apathy in the short run, and the phy- 
sical defects and deformities that develop more insidiously. 

The demonstration was ingeniously contrived to show (on 
the stage) workers engaged on their job, and (on the floor) 
workers learning to apply the antidote and obviously revelling 
in it. : 

Already 27 firms have lessons in work time, and representa- 
tives of some of the largest of them came to testify to the 
A commentary was given by Mrs. H. M. 
Watt, the Council’s adviser on industrial work. The demon- 
stration was given with intent to convert industrialists, but 
it is to be hoped that doctors were in the audience. 


NEW CAMPAIGN AGAINST DIPHTHERIA 


THE Ministry of Health point out that during the war more 
children. have been killed by diphtheria than by bombs. 
The number of children under 15 in England and Wales who 
lost their lives as a resnit of air-raids is 8000, while nearly 
9000 died from diphtheria. This happened in spite of the 
fact that, since the national campaign for immunisation 
started, the annual total of deaths has been reduced year by 
year. For every three children who died from diphtheria 
before the campaign began in 1942, only one is dying today. 
But to maintain this improvement, and entirely defeat diph- 
theria as an epidemic disease, it is estimated that at least 75% 
of all children under 15 must be protected. ` 

More than 5 million children have been immunised but 
3 million remain unprotected. The Ministry have therefore 
launched a new summer campaign in favour of immunisation. 


' The main aim is to get at least half a million infants protected 


before they reach their first birthday. 
MEDICAL FILMS 


Two films of medical interest are now being shown to the ` 


public. In Penicillin (at the Warner Theatre, Leicester 
Square) we follow the progress of a battle casualty from the 
front line in Holland to final recovery in an EMS hospital 
in England, and observe that he receives penicillin all the way. 
As insertions in this integrating theme we are introduced to 
the galaxy of scientists who played a part in establishing 
the therapeutic uses of this drug; we see how it was dis- 
covered, tested in laboratory and hospital, and manufactured on 
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the central offices in London or Edinburgh, to their own uni-/ 


= was made to parents. 


[JUNE 30, 1945 837 


an experimental scale, and how it is manufactured in quantity 


today ; we are shown the pute crystalline substance and told 


that it may soon be synthesised. The whole film is informative, | 


clear, concise, and admirably unemotional ; it gives due credit 
to the many different workers both in this country and the 


. USA, and while making it clear that penicillin was given 


pon’ research facilities as a military measure, we are shown 
ow valuable it is in civilian practice—we are even told which 
infections it is good for, and which it is powerless against. 
It is & film to be recommended to doctor and layman alike: 
Produced by John Taylor with Realist Film Unit ; sponsored 
by ICI and the Therapeutic Research Corporation : running 
time 20 minutes. cman ae an, 


. Stricken Peninsula, the Ministry of Information release — 
-of the month for June, ig concerned with war-ravaged — 


Naples. It shows the chaos which greeted the liberating 
armies, and the measures they adopted to restore order. 
Among other items we see the measures taken to control the 


typhus outbreak—DDT dusting and typhus vaccine for all © 


entering or leaving the area—and the hospitals reorganising 
their ruins and installing equipment which had been hidden 
during the German occupation. Produced by Paul Fletcher : 
running time 14 minutes. > = > 2 pae 


. POSTGRADUATE TRAINING AFTER RELEASE | 
7 ` FROM SERVICES - ; Waki ia 
` As announced in THe Lancet of April 21 (p. 507), medical 
officers requiring postgraduate training on release from the 
Forces, under the Government scheme, should apply to one of 


versity or medical school, or to the university nearest to where 
they are living (for addresses see THE LANCET of June 16, 
p. 773). The Fellowship of Post-Graduate Medicine, of 
1, Wimpole Street, W1 (telephone, Langham 4266), inform us 
that they will also be glad to help Service doctors, by supply- 
ing lists of available postgraduate courses &c. m 
For Scotland the addresses are as follows : 
St. Andrews.—Prof. W. J. Tulloch, Medical School, 
Aberdeen.—Prof. R. S. Aitken, Department of | 
Foresterhil], Aberdeen. - 
Edinburgh (central oftice for Scotland).—Prof. Sydney Smith, 
University. New Buildings, Edinburgh 8. | 
Glasgow.—Prof. J. Hendry, Department of Obstetrics and 
Gynecology, The University, Glasgow. 


EPSOM COLLEGE 


AT the 92nd annual general meeting of governors, held on 
June 22, Lord Leverhulme, the president, referred to the new 
Education Act and stated that the good news that Epsom 
College and all other public schools are safe in their independ- 


undee. 
dicine, 


ence at least for some years to come is a result of the patient | 


work of-the Goverrting Bodies Association, the Headmasters’ 
Conference and other bodies. 
affect salaries as a whole ; but, as many feel that the new scale 


As not-generous enough to graduates or to headmasters, most’ 


public schools will wish to pay more. A fair and reasonable 
post-war salaries scale at Epsom is now being considered. The 
fees too will have to be increased ; they did not cover the cost 
just before the war, and a heavy rise in expenses must follow 
removal of war-time restrictions. In moving the adoption 
of the report, the President spoke of the college centenary in 
1953 and of the war memorial. Together these afforded great 
opportunities for advancing the school and paying tribute to 
the founder and the fallen. | 

In dealing with the finances during 1944, Lord Leverhulme 
said that the small surplus on the schoo] account would have 
been more by some £1300 but for the V1 bombs; boys not 
taking public examinations were sent home two or three 
weeks before the end of the summer term, and an allowance 
The number of, boys during the year 
1944-45 showed an increase of 15, and the school is likely to 
have its full complement of 500 in 1946. | 


University of Oxford ms 


On July 21 the honorary degree of MA is to be conferred on 
Colonel L. M. Dyke, usamo, officer in charge of the 91st 
General Hospital (Churchill Hospital). 


Medical Honours 


Dr. Raymond Lewthwaite, field director of the Typhus 
Research Commission, and Mr. Kenneth Mellanby, PH D, experi- 
mental biologist to the commission, have been appointed OBE. 

The order of Polonia Restituta (second class) has been, 
conferred on Air Marshal Sir Harold Whittingham. 


The new Burnham scale will ~ 


838 THE LANCET] 


NOTES AND NEWS 


. Re ee _— Eee 
meee OT RD. ah? EE hen Se dand cea IE Sie a ‘oo 
' : 


“Tyee 80; 1945 


i ns 


University of London 


Names lately added to the university’s roll of honour 


- include the following : 
Lieut.-Colonel J. D. F. Arm- ` 


strong, RAMC (St. Mary’s) 
Captain F. A. S. Austen, RAMO 
(Middlesex) 
Captain R. J. D. Carrick, RAMC 
(Middlesex) 


Captain S. Conway, RaMc 
(Bart’s) 
Surgeon Lieut.-Commander 


H. de L. N. Davis, RNVR 
(Bart’s) 

Captain J. T. Doyle, Ramo 
(Guy’s) 

Surgeon Lieutenant H. E. D. 
Gale, RNVR (Bart’s) 

Squadron-Leader J. H. P. 
Gauvain, RAFVR (Bart’s) 

Surgeon Lieutenant R.-L. Hall, 
RNVR (Bart’s) l 

Captain S. C. H. Hood, ramc 
(Middlesex) 


\ 

Captain J. H. Keesey, ramc (St. 
. Thomas’s) 

Surgeon Commander H. de B. 
Kempthorne, RN (St. 
Thomas’s) 

Captain J. H. T. Lawton, RAMO 
(UCH) -` i 

Captain M. R. Mullins, samo 
(Guy’s) 

Captain J. A. Perkins,. RAMO 
(London) 


Captain P. A. Robinson, RAMO 


. (Middlesex) 
Captain J. A. Sandilands, RAMC 
(Bart’s) 


Flight Lieutenant G. E. T.' 


Soden, RAFVR (Bart’s) 
Captain J. R. O. Thompson, cc, 
ramc (King’s & Bart’s) 
Major A.. Waymouth, RAMC 
(Bart’s) 


Captain J. P. Irwin, Ramc (St. 
Thomas’s) 


Royal College of Surgeons of England 


Prof. F. Wood Jones, FRS, has been appointed as the first 
Sir William H. Collins professor of human and comparative 
anatomy in the College. He will take up his duties on retiring 

„from the chair of anatomy at Manchester University at the - 
end of the year. 


Professor Wood Jones, who is 66 years of age, graduated BSc 
in the University of London in 1903 and took his MB the following 
year. He became a demonstrator in anatomy at the London and 
St. Thomas’s Hospitals and then lecturer in anatomy in the Uni- 
versity of Manchester. After some Wanderjahre as a medical 
officer in the Far East he was appointed anthropologist to the 
Egyptian Government and took part in the archeological survey 
of Nubia. In 1910 he took his DSc Lond. in zoology and was ` 
appointee the chair of anatomy atthe Royal Free Hospital. In 
1915; 1916, and 1919 he delivered Arvis and Gale lectures at the 
Royal College of Surgeons, and in this last year he took up the 
chair of anatomy at Adelaidé which he resigned on his appointment 
to the Rockefeller chair of physical anthropalogy in the University 
of Hawaiiin 1927. He was elected FRS in 1925 and FRCS in 1930, 
when he left Hawaii to become professor of anatomy in Melbourne. 
During 1932-33 he acted as director of anatomy at Peiping Union 
Medical College. He took up his present appointment eight years 
ago. Professor Wood Jones served as a captain with the RAMC 
during the last war. His publications include books on corals, 
arboreal man, the mammals of South Australia, and sea birds, as 
well as The Principles of Anatomy as seen in the Hand. His Un- 
scientific Excursions appeared in 1934, Life and Living in 1939, and 
Design and Purpose in 1942. 


Captain David Winser, MC, 
ARMC (Charing Cross) 


Summer School in Social Biology 


The summer school which the British Social Hygiene 


' Council is holding at University College, Nottingham, from 


July 28 to Aug. 11, under the direction of Prof. Winifred 
Cullis, D sc, is open to teachers, social workers and members 
of the general public interested in education and social prob- 
lems from a biological angle. Courses of lectures ‘will be 
given on biology in education, the biological approach to 
personality, the social aspects of health, the contribution of 
natural history to social biology, and food production and 
nutrition. Dr. Mary Collis and Dr. A. C. Tibbits will also give 
an ‘account of the scheme of sex education which they have 
helped to set going in schools in Nottinghamshire. At the 
evening sessions lectures will be given on the broader appli- 
cation of biological knowledge to human life and culture, and 
speakers will include Sir Drummond Shiels, Dr. Otto May, 
and Dr. E. Glover. Further information may be had from 
the secretary of the council, Tavistock House North, London, 
WCl. 


The Title “Nurse ’”’ 


The provision under the Nurses Act, 1943, which restricts 
the use of the:title ‘‘ Nurse ” to persons possessing one of the 
stated nursing qualifications, will come into force on Oct. 15. 
It will then become an offence for anyone to use this title 
unless he or she is on the State Register or is an enrolled assist- 
ant nurse, though children’s nurses may still do so. The Act 
also defines the terms ‘“‘ Trained Nurse”’ (on the general part 
of the Register), ‘‘ Maternity Nurse ” (midwives), “ Student 
Nurse ” (training for State Registration), and ‘‘ Pupil Assist- 
ant Nurse ” (training for Assistant Nurses’ Roll). From the 
same date, agencies supplying nurses must be licensed by local 
authorities, and must supply only those who are entitled to the 
title ‘‘ Nurse.” 


British Medical Association ` 

Dr. Robert Craig, the Scottish secretary of the BMA, is 
retiring under the age-limit. His.appointment will not be 
filled until serving officers have had opportunity to ariswer the 
advertisement that will shortly appear. 


Medical Society of London T 

On Monday, July 9, at 4 Pm, there will be_a clinical meeting ' 
at St. George’s, Hospital, SW1. A discussion of cases will 
follow at 5 PM. 


Middlesex County Medical Society 


At a meeting of the society to be held at I, Wimpole Street, 
London, W1, at 5 Pm, on Wednesday, July 4, Sir Reginald 
Watson-Jones will speak on accident services in the RAF. 


Royal Sanitary Institute | 
_ At a meeting to be held at the Town Hall” Banbury, at 
10.15 am on Saturday, July. 7, Prof. G. S. Wilson will read a 
paper on bacterial food-poisoning. . a, : 


Anglo-Soviet Medical Council 


Prof. Arnold Sorsby is attending the 220th anniversary 
celebrations of the Academy of Science of the USSR in Moscow 
as representative of the Council. 


Birmingham Children’s Hospital — 


Mr. Arnold Tunstall has been appointed house governor 
and secretary in succession to the late Mr. Harold Shrimpton. 


Belgian Visitors to Britain 


The fourth group of representatives. of the Belgian Fon- 
dation Universitaire to visit this country as guests of the 
British Council have arrived in London. They include: 
Prof. M. Florkin (Liége), Prof. F. Albert (Liége), Prof. F. 
Bremer (Brussels), Prof. A. Castille (Louvain), Prof. J. C. 
Firket (Liége), Prof. H. R. Fredericq (Liége). © 


Typhus in United States Troops 


Colonel Joseph.F. Sadusk, Jr., of the US Typhus Commission, 
speaking in Texas ‘on May 14, said that although American 
troops have been exposed to epidemic louse-borne typhus in 
many parts of the world, the US Army has had less than 50 
cases of the disease, and not a single death. 


Order of St. John of Jerusalem 


The King has sanctioned the following promotions in, and 
appointments to, this order : -- 


Knights.—Surgeon Rear-Admiral ŒC. P. G. Wakeley, CB; FRCS; 
John Macintosh Wilson, MB ; Air Marshal Sir Harold Whittingham, 
KCB, KBE, KHP, a) 

Commuanders.—Lieut.-Colonel Duncan Campbell Lloyd Fitz- 
Williams, CMG, MD, FRCS; Major-General Sir Ernest M. Cowell, 
KBE, CB, DSO, KHS; Major-General Sir Percy Tomlinson, KBE, 
CB, DSO, FRCP; David Leslie Beath, OBE, MRCS; Evan Lewys- 
Lloyd, MRrcs ; Theodore Howell Leggett, MD, RCAMCR. 

-` Officers.—Leonard Duncan Porteous, MRCS; John Benjamin 
McKay, MB; Captain George Ferguson Shepherd, Fresi ; William 
Mailer, MB; Major Geoffrey Benion Thomas, FRCS, IMS; Charles 
Vere Nicoll, MRCS ; Air Commodore Duncan McLaren, MB; Group- 
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* Captain James Kyle, MRCS: Surgeon Commander John Stephen 


Elliot, MB; Surgeon Commander Arthur Edwards Ginn,. MRCS ; 
Arthur Perey Spark. MB; Samuel McClure, MD; Surgeon Com- 
mander Carlton Henry Birt, MRCS; Charles Herbert Buckley, 
MRCS: John Caradoc Ashton, MB: Surgeon Captain Archie 
McCallum, OBE, MD; Lieut.-Colonel Lloyd Kirwood-Ledger, OBE, 
IMS; Colonel David Clyde, CLE, 1Ms. 


Charity Organisation Society l i: 

On an appropriate date the title of this society is to be 
changed to The Family Welfare Association. It seeks 
general recognition as the “national family casework 
agency.’ Between the beginning of the war and the end of 
last year, over a million Londoners had brought their prob- 
lems to its citizen’s advice bureaus, and 55,000 London 


‘families had been assisted in every kind of trouble and 


difficulty. “The comfort and help given through this 


". personal service make their continuance in the post-war 


period a vital necessity,” and the society needs an increase of 
£15,000 a year in its income. Its address is 296, Vauxhall 
Bridge Road, London, SW1. 


BIBLIOGRAPHY OF THE WAR YeEARS.—La Presse Médicale 
for June 9, 1945, contains a classified ‘bibliography drawn 
from five British and American journals in the years 1940-44, 
when France was largely cut off from outside news. Since the 
severance worked both ways, a bibliography of French 
medical work covering the same period would be useful in 
Britain and America. i 


The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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Abdomen—abdominal injuries at base 
hospital (Walker and Hutchinson) 199; 
abdominal operation, movement after 
(LA) 118; abdominal pain in childhood 
(A) 569; abdominal topography {Brown 
and Smith 10, (Harris) (C) 288 ; Surgery 
of Abdo nal Trauma (Parker) (R) 308 

Abrahamson, D. I., Vascular Responses 
in PETISE, of Man in Health and 
Disease (R) 308 

Abscess—cold (Innes and Ellis) 525 ; lung, 

in (Pickering and Grenville- 


icke 

Academy of Medicine (LA) 117, (Duke- 

. Elder) (C) 159 

Accessary Food Factors Committee, 
national loaf and (Moran and Drum- 
mond) 698 

Accidents—Royal Society for Prevention 
of Accidents, safety in the home (C) 
ae ; social circumstances and (Wright) 


Acne, oil, from cutting oils (Whitwell) 529 
Acromioclavicular mechanica (4) 409 
Actinomycosis, penicillin in (Roberts, 
tna and Bates) 45 
Adams, A. R. D., amoebiasis (C) 99 
Addis, W. R., on primary carcinoma of 
fallopian tube, 755 
Addison, Lord, honour, 762 
Adenoma, toxic, thiouracil in (Beton) 171 
AAD . (0) 19 
Adrenaline and its derivatives (A) 598 
Africa—health education in (P) 222; 
. keratosis follicularis in Africans (Robin- 
son) (C) 65; military sanatorium in 
Johannesburg (P) 385; mite-borne 
typhus ‘in Sudan (Stephenson) 341; 
North, confluent smallpox from, 482; 
Schweitzer’s mission, 69; Sick African 
(Gelfand) (R) 18 ; West African medical 
“and nursing students (P) 644 
Agar for local penicillin therapy (Coles and 
’ others) 720 
* Aged—one-room dwellings for, 69; social 
service for, 453 
_Agglutination—cold (A) 312; in atypical 
Pneumonia (A) 504; in tropical eosino- 
philia (Viswanathan and Natarajan) 148 
ar iY lata thiouracil and (LA) 472, 
Ainsworth-Davis, J. C., on penicillin and 
sulphonamides in urinary disease, 593 
Air-embolism during blood -transfusion 
(Dolton, Gardner and Wylie) 531, 
(Mushin) (C) 611 
Air-transport—of chest eT (A) 536; of 
wounded, 45, 231, » 370 
Alanine in diet AE DN (Croft and 
Peters) 268 
Albee, F. H., death of, 260, (O) 324 
Albumin in blood transfusion (LA) 726 
Alcock, W., exudative tonsillitis (C) 226 
Alcohol—alcoholism, facilities for treat- 
ment (A) 91; intelligence score and 
(Sargant and others) 617 
AAT B. R., stress fractures of first rib 
Alimentary tract—nutritional role of 
alimentary microflora, 85; synthesis of 
vitamins in, 85; see also Intestine 
Alkali for crush injuries (Maegraith and 
Havard) (C) 225, 290 
Allen, A. G., dentistry or stomatology ? 
(C) 128 < 
Allen, G. L. (O) 613 
(C) 128 
Allen, S. J., penicillin in gonorrhea, 368 
Alen “yi panburys Ltd., coupons for belts 
Allergy—allergic reactions to penicillin 
(Barker) 177; Allergy in Practice 
ieeinbure). (R) 308; food allergy (A) 


Allison, N. H., human ‘transmission of 
infective hepatitis, 202 
_Aluminium in silicosis therapy (A) 441 


Amoebiasis—(Adams) (Cy. 99, 


Ambulance—in mobile warfare, 251; 
large, 678 

America—American Epilepsy.League Inc., 
548 ; American gift to Royal Society of 
Medicine, 325; American Association 
of Thoracic Surgeons (A) 25; American 
medical officers, refresher courses for, 

- 390; American women doctors, help 
from (Campbell) (C) 834; aviation 
medicine (Whittingham) 231; cancer 
records in Connecticut (A) 570; centres 
for deafened soldiers, 261; clothing: 
for devastated areas, "232, for liberated 


Europe, 454; Commonwealth Fund 
(LA) 596; delayed American journals 
A) 217; demobilised doctors (LA) 


95; Ella Sachs Plotz Foundation, 98; 
health service in (A) 791; inquiry into 
international hormone cartel (LA) 501; 
Institute of Aeronautical Sciences, 
John Jeffries award, 191, 231; Legion 
of Merit, award, 92; locali health 
services, 794; Mayo Clinic (A) 761; 
National Advisory Hospital Construc- 
tion Council (A) 792; National Founda- 
tion for Infantile Paralysis (A) 506; 
nurses, shortage for Army, 285; 
poliomyelitis: 198, in Army, : 

postwar medical research, 660 ; 
payment health schemes (A) 

almon lectures, 70; social legislation 
(A) 791; Syracuse ‘University College 
of Medicine (LA) 596; US medical 
department, 70; US medical history of 
the war, 193; US Public Health Service, 
manual on employment of disabled, 392 ; 
venereal disease in Army, 454; whole 
blood from, 70 ; women medical officers 
in Army, 411 
Amino-acids—cystine in exfoliative der- 
matitis (Peters) 264; in diet after 
burns (Croft and Peters) 268, (LA) 309; 


aminobenzoic acid: in typhus fever 
(A) 60, infiuence of on phosphatase 
(Silver and Golding) 528 ; vith glucose 


in starvation (LA): 376, 723 
Ammonium chloride and ne hrosclerosis 
(Selye, Hall and Rowley) 301 
(Willmore) 


(C) 33; amoebic typhilitis (Payne) rae 
chronic (Lamb and Royston) 45 
Eastern India (Payne) 206 ; Piearain | B 
deficiency and (Lamb and Royston) 455 

Amputation—17; reamputations, 819; 
stumps, 17, 819 

Amulree, Lord, restaurant hygiene (C) 324 

Anæmja—B vitamins and, 691; from 
injury, 787 ; in Indian troops (Marriott) 
683; pernicious, liver treatment in 
(LA) 277, 691 

Anaerobic "pacteria—in wounds (Kemp) 
ae poz wlan and (Roberts, Tubbs and 

ates 

Aneesthesia—analgesics, administration by 
midwives (P) 768; closed circuit, 
trichlorethylene and (Firth and Stuckey) 
814; effect on phenomena of con- 
sciousness, 702; films on, 134,198; gas 
cylinders, confusion of, 645; gift from 
American Society of Anzvesthetists to 
Royal Society of Medicine, 325; in 
Pacific war zone (A) 246; ‘ Nuper- 
caine,’ hypobaric, for aged patients 
(Wardle) 400 ; pentothal, venous throm- 
bosis and, 116; Practical Anresthetics 
(Mackenzie) (R) 86; Regional Analgesia 
(Molesworth) (R) 116; spinal analgesia, 
meningitis and (Evans) 115, (A) 121, 
(Dodd) (C) 286, (Mills) (C) 287, (North- 
field) (C) 352; ‘spinal, new techni ue of 
(Hunter) 82; Textbook of Anesthetics 
(Minnitt and Gillies) (R) 54 

Anderson, C. M. (O) 325 

Aneurysm— Intracranial, a roria 
eurysms (Dandy) (R) 2 

Anglo-Soviet Medical Cound 838 

Animal life in deserts (Marsh) (C) 289 

Animal roreareli at Cambridge (P) 159 

Annett, A. (0) 612 


iii 


An- 


Anson, M. L., and Edsall, J. E Advances 
in Protein Chemistry (R) 3 


ADU natal clinics, maternal mortais and, 


Anthrax, penicillin in (A) 346 

Anti-Hr sera (A) 825 

Anuria, a dmatie (0K) 244, (Paramore) 
(C) 323; in a miner (Caplan and 
- Dunkerley) 147 

Anxiety, biochemical aspects of, 754 

Aperients (Hardy) 522 

Aphorism (Crawhall) (C) 458 

Apley, J., tropical eosinophilia, 812 

Abpendicitis in childhood (A) 569 

een plastio surgeon, visit of, 134. 

Argo, G. O) 609 

ENEA eih RR termination of 
cervical intervertebral disc (Elliott and 
Kremer) 4; hyper-abducted (A) 441; 
venous return iom (Bowers, Campbell 
and Johnston) 4 - 

Army, see Services 

Aie picak new, for sleeping sickness (A) 
y-(p-Arsenosophenyl)- Sarie acid 
sleeping sickness (A) 44 

Art exhibition by Brition Postgraduate 
Medical chook and Hammersmith 
Hospital, 

Arterial infarice (LA) 20 

Arthritis epherinne (A) 568 

Aschaffenburg, G. (O) 517 

Aslett, E., reaction after pneumo-periton- 
eum treatment, 304 

Aspirin poisoning (Hopkins), 145 

Association for Scientific Photography, 
486, 518, 549 

Association of Dietitians, 123 

Association of ng, 188 Specialists— 
inaugural meeting, 16 Royal College 
of Surgeons and, 230 

Association of Port Health Authorities— 
ee RA 142; on hygiene in 
shi 

Mesoclation of Scientific Workers—con- 
ference, 198, 253 

Association of .Special Libraries 
Information Bureaux, 261 

Association of Voluntary Teaching Hos- 

itals of Great Britain (A) 25, 

Asthma, sulphathiazole and (A) 7 8 

Atkins, H. , two-stage operation in 
battle wounds, 622 

aon: J. D., typing of staphylococci, 


Atlas of the Blood in Children (Blackfan . 
and Diamond) (R) 756 

Auckland, Lord, ATETA syllabus (C) 675 

Austen, F. A S, (0) 3 

Austin, L. J. (0O) 643 

Austin, L. J, and Erich, J. B., Traumatic 
Injuries of "Facial Bones (R) 404 

Australia—historical medical library (A) 
699; influenza investigations (A) 666 ; 
plan for health service (A) 762 ; Royal 
Australasian College of Surgeons (A) 
599, 741; UNRRA conference at 
Sydney (P) 349; Walter and Eliza Hall 
Institute, Melbourne (A) 666 

Auxiliary Territorial Service, 
service for (P) 31 

Aviation—aviation medicine (Whitting- 
ham) 231; Bibliography of Aviation 
Medicine Supplement (Hoff, Hoff and 
Fulton) (R)374; evacuation of wounded 
by air, 45, 231, 251, 370 (A), 536 

Avidin, lysozyme, biotin and (A) 568 


in 


and 


foreign 


B1 officers, recruitment of, 89. 

Backus, P. L., on enuresis (A) 728 

Bact. coli meningitis, urea and sulphona- 
mide treatment (Ecker) 176 

Bacteriological research (Gordon) 807 


Bacteriolysis, penicillin and (Todd) 74 


Beveridge, Sir 
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Bacteriophage method, typing of staphy- 
lococci by (Wilson and Atkinson) 647 
Bacteriostatics, testing creams and (May 
and Stern) 83 

Bailey, K. V., on lower segment ewsarean 
section, 756 

Baker, J. R., Fa baths and human fer- 
tility (C) 77 

Bananas, aca. for steatorrhboea, 38 

Bancroft, B., rehabilitation of, 453 

Be ran G. +, general practice a specialty ? 

Barker, va N.—agar for local penicillin 
therapy, 720; allergic reactions to 
penicillin, 177 

Barker, F. A., ode n Prison System in 
India (R) 14 

Barker, J.'H. R. (O) 609 

Barling, S. G., onl infections in 
war wounds, 487 (LA) 503 

Barlow, Sir T. -death rs 92, (O) 131, 164 ; 
memorial service at Great Ormond 
Street Hospital, 352 


Barrett, Sir J. (O) 485 
Barrett, N. R., heemothorax, 103, (LA) 151 
Barrie. H. J., iron oxide dust and silver 


finishers, 337, (LA) 344, (C) 514 

Barter, P., appointment, 280 

Bassini—house that Bassini built (Bran- 
don) 167; operation for inguinal hernia 
(Brandon) 167 

Bateman, G. H., and others, undergradu- 
ate medical school at Oxford (C) 610 

“ Bates Method of Good Sight without 
Glasses ” (Bates) (A) 59 

Bates, M., pleural and pulmonary sup- 
puration, penicillin in, 39 

Bath, plan for, 230 


Baths, hot, —huaman Pasay: and (Baker) 


(C) TE Medvei (C) 833 

Batten, L. W.—national health service 
(C) 33, (C) 544, (C) 577; parent at 
-hospital (C) 834 

Bauer, W., on gout (A) 187- 

Beattie, J., work in Holland, 578 

Beck, D. J. K., penicillin and sulpha- 
mezathine, 497 

Bedding and upholstery fillings (P) 127 

Bejel (A) 505, 509 

Belgian medical visitors, 734, 838 

Bellingham Smith, G. (O) 580 

Belsen concentration camp—medical ser- 
vices in, 604, 724; medical students at 
(A) 570, (A) 730, 766, (Hughes) (C) 769; 
relief work in (A) 570; typhus in, 604- 

Belts, coupons for (A) 312, (Allen & 
Hapburys Ltd.) (C) 352 

Benesch, R.—nicotinamide in human gut, 
432; sulpbonamides and bone phos- 
Phatase (C) 705: synthesis of nicotinic 
acid by intestinal flora, 718 

Bennet, E. A., chair of psychiatry (©) 387 

Bentley, F. H., wound suture and peni- 
- cillin in fractures, 232, (LA) 243 

Borge, W., on international cartels (LA) 

Bernal, J. D., on science in industry, 253 

W., on national health 

gervice (Batten) (C) 544, (C) 577 

Bevin, E. on management, and demobilisa- 
tion, eS 5 

Bhatia, D., delayed and secondary suture 
of war wounds, 624 

Bibby, J. P. (0) "804 

Bibliography of Aviation Medicine Sup- 
plement (Hoff, Hoff and Fulton) (R) 374 

Bibliography of war years, 838 

Bickerton, J. G., compound fracture of 
femur, 623 

Bickford, J. A. R., periarteritis nodosa, 689 

Biddle, E., transfusion service (C) 674 


Bierman, W., Physical Medicine in General 


Practice (R) 564 

Bile-duct, injuries to (Riddoch) (C) 65 

Billings, B. R., technique for surgical 
photography, 9: 

Bingham, A. K., ond suture and peni- 
cillin in fractures, 232 

Binning, R., this war and the last (C) 515 

Biochemical Society, 134 

Biochemistry, psychiatry and, 754 

Biology, social, summer school in, 838 

Biotin, lysozyme, avidin and (A) 568 

Biraud, Y., ‘“ Polyglot Glossary of Com- 
municable Diseases ”’ (A) 59 

Birdwood, G. T. (O) 548 

Birmingham—dAccident Hospital and Re- 
habilitation Centre (A) 347, 411, (LA) 
438; British Council meetings, 230; 
Children’s Hospital, 838; lectures, 614 

Birth certificates (F) 127 

Birth-rate—581 ; declining, psychoso- 
matic medicine and (Halliday) 601, 
(Walker) (C) 6743 social disintegration 
and, 602 

Bishop Harman, N. (O) 803, 836 

Bismuth, conjunctival hamorrhage and 
(Cohen) 627 

Black, D. A. K., dehydration, 298 

Black’s Medical Dictionary (Comrie) (Ed. 
Clegg) (R) 1 E 

Blackfan, K. D., and Diamond, L. K., 
Atlas of the Blood in Children (R) 756 

Blacklock, D. B., metazoan immunity, 84 


Bladder, small, enuresis and (A) 728 

Blair, L. G., primary tuberculous infection 
in sanatorium staff, 429 

Bland-Sutton, Sir J. and Lady, memorial 


to, 37 

Blindness—blind children, provision- for 
(LA) 823; national scheme for ‘pre- 
vention of, 188 

Bliss, T., parent at hospital (C) 704 

Blood—acid phosphatase of in prostatic 
cancer (Wray) 783; Atlas of the Blood 

. in Children (Blackfan and Diamond) 
(R) 756; blood plasma: (A) 24, 
dropped by air (A) 599; coagulation, 
469; in the eye (A) 379; proteins, 
therapeutic value of (LA) 726: return 
to heart of (Roberts) 209, (Bulow) (C) 
289, (Penman) (C) 289; venous return 
from arm (Bowers, Campbell and 
Johnston) 460; white blood-count in 
atypical pneumonia (Turner) 493; 
whole, transport of, 662 

Blood-grouping—2 ; temperature and iso- 
agglutination in (Nelson) 109 

B10 od pressure: , high, after battle (Graham) 


embolism and 

and Wylie) 531, 

Army Blood Trans- 
fusion Service, 1; autogenous, 805; 
blood bank (Whitby) 1; blood sub- 
stitutes, 1; collecting team, 645; 
donors, record at Leighton Buzzard, 
678; in hwmatemesis, 662 ; separation 
of plasma proteins (LA) 726; whole 
blood from USA, 70; see also Trans- 
fusion 5 

Board of Control, appointments, 280, 390 

Body-fluids, sulphamezathine in (Kremer, 
Phillips and Stanier) 496 

Borio, J. L., national health service (C) 


Bolton, E., and others, Cecil Joll Memorial 
Fund (C) 288 

Bond, Sir H. (O) 579, 613 

Bone—defects in limbs, 818; gunshot 
wounds of (LA) 149; phosphatase, 
cry tamer ar and (Silver and Golding) 
5 2 - 

Bone-graft—iliac hernia. and (Oldfield) 
810; in cancellous bone, 818; in in- 
fective osteitis, 818; with pinning in 
fractures of femoral neck (Wardle) 399 

Books—educational, paper for (P) 256; 
medical: for prisoners of war, 261, 

` paper for (P) 127 

Boots Pure Drug Company, scholarships 
in diabetes, 785 

Botterell, E. H., meningitis due to Ps. 
pyocyanea, 112, (A) 121 

Bourne, W. A., functional disorders since 
D-day (C) 258 

Bowden, R., on denervation and re- 
innervation of voluntary muscles, 17 

Bowel, see Colon and Intestine 

Bowers, E., venons return from the arm 
in man, 460 

Brachial pain from herniation of cervical 
intervertebra] disc (Elliott and Kremer) 
4, (A) 24, (Turner) (C) 287, (A) 441 

Brachial plexus, costoclavicular 
pression of, 820 

Brevistonds J.F., malignant mclanoma (C) 


Blood-transfusion—air 
(Dolton, Gardner 
(Mushin) (C) 611; 


com- 


Brain—gunshot wound, actions 
(Kerr) 467; local application of peni- 
cillin and sulphamezathine (Russell and 
Beck) 497 

Brandon, W. J. M., inguinal hernia, 167, 
(C) 5 

Braun. MoHendee. E., and others, Hiper- 
tension Arterial Nefrogena (R) 116 

Bray, H. G., school monly and nutrition of 
children, 637 

Bread—conference on (A) 410; con- 
apayon and, 723; see also National 

Breast milk, Rh antibody in (Tovey) (C) 

Brennemann, J., on abdominal pain in 
chiranoot (A) 566 

Breer a . M., “ Papworth Families ’’ (A) 

OY 

British Achievement in Art of Healing 
(Langdon-Davies) (R) 788 

British Association, conference on science 
in industry, 38, 

British Association of Urological Surgeons, 


, G4 

British Council—lecture tour, 370; lec- 
tures, 614; meetings at Birmingham, 
230 ; visitor to Sweden, 518 

British Council for Rehabilitation, 249, 
285, (LA) 406, 411, 646 

British Dental Association, 38, 70 

British Empire Cancer Campaign, 827 

British Empire Leprosy Relief Association, 


9 

British Institute of Public Opinion, 
pamphlet on national health service, 171 

British Journal Photographic Almanac, 
1945 (Dalladay) (R) 532 

British Liberation Army—casualties (P) 
798; medical officers in (P) 799 


after’ 


British Medical Association—hospital ap- 
pointments and, 670; memorandum on 
Future Organisation of Psychiatric 
Services, 763, (LA) 758; Ministry of 
Health and (P) 541, (P) 575, (P) 797, 
(P) 799 ; National Health Insurance and 


cA) 440; report of Negotiating Com- 
mittee on national health service (LAJ ` 
405, (LA) 533; representative meeting 
(LA) 473; retirement of Scottish 
secretary, 838 ; Souttar, H. S., presi- 
dent, 599 ' 


British’ Medical Students 
list of medical films, 453 
British Pharmacopeia— improved (Gadd) 

(C) 290; sales of, 733 
British Social Hygiene Council, 
school in social biology, 838 
Broadhurst, H. C., teaching of pathology 
(C) 707 
Bromley, J. er hospital physicists after 
- the war (C) 3 
n onik in infants (LA) 630 
Drosten d L. R., Endocrine Man (R) 116 
Brown, A AD 549 
Brown, B. A M. (O) 417 
Brown, F. R. abdominal topography, 10 
Brown, J. J. M., wounds of soft tissue : 
two-stage treatment, 588 
Brown, M., plasma mepacrine, 686, (LA) 


Browne, G. B. (O) 132 
Buchenwald, prisoner of, 614 
Bucy, P.. C., Precentral Motor Cortex (R) 


Budget, the (P) 574 
Building Research Committee, 614 
Bulow, G. H., return of blood to heart (©) 


Burma—casualties in (P) 31; medical 
problems in (Marriott) 679 ; "welfare of 
troops in (P) 3 

Burns—amino- eidet diet after (Croftand 
Peters) 268; burning injuries; social 
circumstances and (W right) 155, (A) 
152; creatine and creatinine excretion 


Association, 


summer 


after (Croft and Peters) 271; dressing 
of (LA) 309; fibrin as covering for, 
469; high- protein diet in (Croft and 
Peters) 268,. 787 ; nitrogen balance in 
(A) 91, 724, 787; * skin-grafts fixed with 
plasma and thrombin (Clark) 498: 
Studies of Burns and Scalds (MRG 


report) (A) 153; thermal, nitrogen loss 
after (Croft and Peters) 266 ; sulphona- 
mide ointment in (A) 153 ; ‘treatment : 
(A) 153, (Barford) (C) 333, trends in 
(LA) 119; with partial skin ‘de struction 
(Patey and Scarff) 146 

Burns, B. H., penicillin in fractures of 
femur, 236, (LA) 243; wounds of knee- 
joint, 551 

Burrows, H. J., rehabilitation in naval 
hospital, 370 

Burt, H. A., knee injuries in soldiers, 684 

Burton, A. H. G.—jubilee as MOH of 
Ilford, eee training of nurses (C) 771 

Butler, T . (O) 194, (corrigendum) 229 

Butler, we “on incidence of fevers in 
childhood (A) 536, (LA) 566 

Buxton, P. A., on DDT, 307 

Byrd, O. E., Health ‘Instruction: Year 
Bool, 1944 EURI 594 


C 


Cæsarean section—History of Cæsarean 
Section (Young) (R) 470; lower seg- 
ment, 756 

Caldwell, N. J., appointment, 197 

Cambridge, animal research at (P) 159; 
see also Universities 

Cameron, C., appointment, 742 

Cameron, D. R., radiological diagnosis of 
myocardial infarction, 52 

Cameron, I. D. (O) 133 

Campbell, E. J. M., venous return fiom 
arm in man, 460 

Campbell, Dame J.—hcalth of children in 
wartime day nurseries (C) 129; help 
from American women doctors (C) 834 

Canada—demobilisation and rehabilita- 
tion of doctors, 283, 636; patent for 
aluminium in silicosis therapy (A) 441 ; 
medica] students, selection of, 32; 
revised medical training course, 636 ; 
Royal College of: Physicians and Sur- 
geons of Canada: fellowship, 95, 
specialists and, 95 

Cancer—British Empire Cancer Campaign, 
827; Cancer Primitivo del Pulmon 
(Escudero) (R) 182; causes of (A) 505 ; 
gettering in treatment of (A) 186; 
Imperial Cancer Research Fund, report 
(A) 505; milk factor and (A) 505 ; 
cestrogens in (Ellis) (C) 260, (A) 505, 
(Wray) 783; primary cancer of liver 
(Schoental) (C) 2263 primary carcinoma 
of fallopian tube, 7553; prostatic: 


blood acid phosphatase in iba A 783,. 


(LA) 790, castration or œs trogen 
therapy in (A) 58, (A) 761, (LA) 791, 


ae 
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- testosterone stimulation test (Wray) 
784; ima in Connecticut (A) 570 
: Caplan, A. ,. traumatic anuria, 147, (LA) 


Capper, W. M., two-stage operation in 
battle wounds, 587 

Carbachol, death from (A) 504 

en ae W., iodine in thyroid medication 

Carling, E., closure ot hospital beds (C) 833 

Carte, G. W. (0) 4 l 

Carter, E. P., eons cartel (C) 611 

- Carter, G. B., training of nurses (O) 737 

Sanzar P., psychiatric casualties in Malta 


60 
Castration in prostatic cancer (A) 58, 761, 
(LA) 791 


Casualties—air evacuation of, A : battle, 
penicilin in (Innes and Ellis) 524; 
British AREE Army, 798; “ Casu- 
alties ’’ (film) 324 ; medical, 68, 96, 161, 
193, 293, 317, 356, 389, 417, 449, 483, 
549, 578, 609, 644, 674, 740, 805 
Empire (P) 127 ; psychiatric (P) 800 : 
service, hospital treatment of, 454; 


Cat-bite, Pasteurella septica from (Cooper 
and Moore) 153 
Catering—in hospitals (LA) 19, 61, 
(Rooke) (C) 66, 94, (Hutchison) (C) 98, 

123, (C) 130, (Lawson) (C) 130, (C) 160, 
(C) 191; nutrition and (lectures) 134 
Catheterisation, reversed, in ureteric 
calculus (Percival) 15 
Cattle—disease, milk su pply and (LA) 
502, (P) 510, T 511, fp) 512; tuber- 
culosis in (A) 
Cawston, W. o. 
erata tie agents, 394 
ee . E., on national health service 
Cells, Ie on microscopy of (A) 792 
Central Bureau of Pope Information, 
yearbook, 1943—44 (A) 15 
cenital grano for Ba sical Recreation, 
73, ; 
Central Medical War Committee, letter to 
Service doctors on release and resettle- 
ment, 668, (LA) 725, (C) 738 
Cerebrospinal fever, multiple attacks 
(Corfield) 402; see also Meningitis 
Certification—indulgent (LA) 789, (Jobn- 
ston) (C) 801, (Scott) (C) 801, (Collier) 
(C) 835; lax, judicial view of (ML) 382 ; 
under national health service (LA) 78 g 
Chadwick—award, 670; lectures, 187, 
422, 582, 670 
Chadwick, E., social health and, 423, 
Ghain, E., bactericidal action of "penicillin, 


Chance, M. R. A.—heuristic method in 
research, 828 ; sulphonamides and bone 
phosphatase (C) 705 - 

Channel Islands, food problems in, 723 

Chapman, P. D. H., national health 
service (C) 99 

Chapple, H. (0) 388 ~ 

Charity Organisation Society—ohange of 
title, 838 ; on national insurance, 101 

Charnley, J., penicillin-sulphonamide 
mixtures (C) 772 

Chattaway, F. W., school meals and 
nutrition, 637 

ser ge Re ranon in Protein Chemis- 

ry (Anson and :Edsall) (R). 342; in- 
ta welfare and, 774 

- Chemotherapy—in wounds, 136, (Capper) 
587, (Bhatia) 625; intraperitoneal 
(LA) 184, (Gardiner) (C) 257; of typhus 
fever (A) 60; see also Penicillin and 
Sulphonamides 

Chest—air evacuation of chest cases (A) 
536 ; frozen chest (Thomas and Cleland) 
327 : hæmothorax: (Barrett) 103, 
(Sellors) 143. clotted (Sellors) 144, 
bacteriology of (Thomas and Cleland) 
330, decortication in, 327, empyema 
and. 330, penicillin in, 330; hemop- 

. tysisin mitral stenosis (A) 122: injuries, 
American- views on (A) 25; Mikulicz 
pack in thoracic wound (Clarke) 403 ; 
pleural and pulmonary suppuration, 
penicillin in (Roberts, Tubbs and Bates) 
39; surgery of (A) 25; thoracic 
scoliosis, 820; traumatic pyothorax 
(Collis, Davison and Smith) 778; see 
also Eosinophilia and Tuberculosis 

eu oseraeld, school for troubled children, 


478 

Chetwode, Field-Marshal Sir P., oe 
“surgical hospitals for China (C) 833 

Child, I. L., and Water, M. van de, 


hy a aR Or the Returning Service-. 


man (R) 82 

Children—allowances for 101, (A) 248; 
Atlas of the Blood in Children (Blackfan 
and Diamend) (R) 756; awaiting 
sanatorium treatment (P) 291; child 
guidance, 764; child health or pædi- 
atrics? (Lapage) (C) 288; community 
life and (A) 121; delinquent (A) 379; 
foster-homes for ( A) 247; handicapped, 


education of (P) 223, 539: heart lesions. 


in (A) 90; homes for, inquiry into (P) 


A EA as bac-. 


Coign 
; pees ay 


190; in France, 283; 
for "(A) 378; missing child, 741; 
myocarditis in (A) 186; neglected (A) 
247; Scottish, care of (P). 542; State 
-and ‘child (Creak) (C) 414 ;. . subnormal, 
provision for, 764 ; troubled, school for, 
478; unprotected, 294; “ Whose Chil- 
dren %”? 294 

China—‘‘ China’s Health Problems ” (Sze) 
677 ; medical and surgical aid to, 805; 

portable surgical hospitals for (Chet- 

odes (C) 833 ; Red Cross in, 581 . 

eee India (A) 569; 
against (P) 70 

Choline esterase, aty and, 754 

Christie, R. V., penicillin in bacterial 
endocarditis (C) 225 

Cilento, Sir R., on medical service for 
Australia (A) 762 


Civil Pe eE ATERA 102; casualties 
- (film) 324 
ce ae Service, married women doctors in 


Civitan in bombed areas, help for from 
American women doctors (Campbell) 
(C) 834; return to civilian life (LA) 
629, (Stalker) (C) 706, (A) 825 

Clare, T. C., uterine graft operation for 
genital prolapse, 272 

Clark, A. M., fixation of skin-grafts with 
human plasma and thrombin, 498 

Clark, W. H., absorption of aerosol peni- 
cillin ue the lungs, 468.. 

Clarke, A » Mikulicz pack in thoracic 
wound, “03° 

Clarke, R., exudative tonsillitis (Q) 192 

Clarkson, P. W . (corrigendum) 742 

Clegg, di, 4s À., Ed. Black’s Medical Diction- 
ary 

Cleland, w P., docorication in clotted 
hæmothoraces, 327, (A) 3 

Clinical Laboratory Methods and Diag- 
nosis (Gradwohl) (R) 54 

Cl. welchii—action of penicillin on (Todd) 
77; (Florey and. others) 395; in gas 

gangrene, 395 ; in heemothorax (Thomas 
and Cleland)’ 330; type A toxin 
(Frazer, Elkes, and others) 457. 

Clostridial infections—in war wounds 
(Cooke, Frazer, and others) 487; 
Poari in (Florey, and others) 395, 
(Cooke, Frazer, and others) 487; see 
also Cl. welchit 

Clothing for devastated areas, 232 

Clow, M. J. (O) 483 

Coal—health services in mines (P) 736; 
RNT certificates for (P) 224; price 
o 

Cochrane, TB , pregnancy and pulmonary 
lobectomy PO 352 

Coe, R. P 
meningitis, 4 

Coffey, D 

Cohen, E 
after bismuth injection, 627 

Cohn, E. J., on fractionation of blood 
proteins ve 726 


I. (0) 517 


Colebrook, 1 Me ee aes as bacteri- 
static agents, 394 

Coles, R. B., agar for local penicillin 
therapy, 720 

ES of Speech Therapists, conference, 


507 
TT H. E., indulgent certification (0) 


Collins, Sir W., gift to Royal College of 
ret beter 350 

Collinson, H., death of, 154, (O) 194 

Collis, J. b; traumatic pyothorax, 778 

Colon—colostomy (LA) 595; function of 
(Hardy) 519; mucous colitis (Hardy) 
554 ; nervous control of, 520; neurosis, 
.§23, "653: ulcerative colitis, 553 

Colonies—health education in (P) 222; 


medical research committee for, 442 ; 


nutrition in, 27; 
(P) 418; 


Colostomy (LA) 595 

Colour—Colorimetric Analysis (Allport) 
(R) 662; colour vision; Ishihara test of 
(Grieve) (C) 480; Measurement of Colour 
(Wright) (R) 820: colouring agents in 
biological micro-technique, 389 

Colsen, K., Fractures and Fracture Treat- 
ment in Practice (R) 692 


penicillin supplies in 


Colson, J. H.C., ene on oi Injured : 


Occupational Therapy (R) 3 
O Te diseases in el ances 
Community centres (A) 312 
Compensation for industrial diseases (ML) 


133 
Comrie, J. D., Black’s Medical Dictionary 
(R) 18 


Comroe, B. I., on arthritis (A) 568 

Concentration camps—epidemics in (A) 
537; medical services in, 604,724; 
medical students at Belsen (A) 730, 
766, (Hughes) (C) 769; visit.of MP’s 
to (P) 541; 
typhus in, 604 


medical service. 


protection 


ij D mary mumps orchitis with 


L., conjunctival hemorrhage 


, displaced persons: medical 


scholarships in Colonial 


relief work in (A) 5703. 


Concussion, pathology of (A) 313 - 


Conferences—College of Speech Therapists, - 


507; management and demobilisation, 
645; maternity and child welfare, 710 ; 
National Safety Congress, 773 ; nutri- 
tional factors affecting wound healing, 
634; science, in industry, 38, 101; 
science in peace, 198 ; Socialist Medical 
Association, 605 . 

Conjunctivitis, see Eyes 

Constipation—(Hardy) 522, 554; emotion 
and, 554; purgatives and, 554 

Contempt of court, convicted doctor and 
(ML) 677 

Contributory N egligence Bill (P) 3 

PONY dea for hospital pationte (LA) 


59 
Cooke, J. V., on penicillin jn serous 
cavities (A) "$39 


Mere M.: A., penicillin in sycosis barbæ | 
Cooke, R. G., discipline in medical service 


Cooke, W. T.—clostridial infections in 
war wounds, na (LA) 503; Cl. welchit 
type A toxin, 4 

Cooking, STR and, 788 

Cooper, T. V., Pasteurella septica from cat- 


bite, 753 
Copeman, oy W. S. C., poliomyelitis (C) 323 
Corfield, F., multiple attacks of cere- 


a DA fever, 402 
Corkill, N. L., decoration, 800 
Corneal wounds, perforating (Crawford) 
Courage—Anatomy of Courage (Lord 
Moran) (A) 249 . 
Cowan, J. M., meningococcal adrenal 


Cowan, : 
therapy, 730° rubber tubing and 
penicillin solution, 178 

Cowell, Major-General Sir E pee en of 
Croydon, 582; Legion of Merit, 92 . 

Cowlishaw, L., ” Australian medical his- 
torian (A) 599 


Cox, H. T., decompression for chronic, 


prostatic retention, 138 
Craw, J., iron oxide dust (C) 448 
Crawford, R. A. D., perforating corneal 


wounds, : ag 
, aphorisms (C) 448 
Gray. Valley Sere Association Ltd., 


Creak, E. M., State and child (C) 414 

Creams,. tes ting, bacteriostatics and 
(May and Stern) 83- 

Creer, W. S., stress fractures (C) 771 

Crimmin, O) 292 

Crockery, infection from—(LA) 245, (Lin- 
foot) (O) 259,. (C) 387, (Lord Amulree) 
(C) eo (Sturdee) (C) 415; protection 

- in, 

Cross, A. G., penicillin lamella in eye 
conditions, 85, (A) 92 

a R. M., penicillin in Weil’s disease, 

Crow, D. ae es surgical instru- 
ments (C) 482 

Cruickshank, R., on penicillin and .sul- 
phonamides in urina clone: 593 

Crush injuries, see Inj 

Cultures, effect of peniciltin on (Knox) 559 

Cuthbertson, D. P.—on protein loss due to 
eae 786; on treatment in starvation, 


7 l > , 
Cysteine in diet after burns (Croft and _ 


Peters) 268 
Cystine in exfoliative dermatitis, 264 


D 


Dalladay, A. J., Britisb Journal Photo- 
graphic Almanac, 1945 (R) 532 

Dandy, W. E., Intracranial Arterial 
Aneurysms (R) 212 

Darmady, M.—needle for marrow 
puncture and infusion. ae 242; on 
traumatic anuria (LA) 2 

Davies H., hospital physicists after the 
war (C) 36 

Davies, M. G., bequest to London Hos- 
pital, 363 

ego M. H. A., traumatic pyothorax, 


Dawson, Lord—(O) 353, 388 ; Lord 
Sr s tribute, 388 ; memorial service, 

Day, B., herpetic ulcer of SETIN (C) 611 

Day nurseries, wartime (P) 257 

i ove A isorderi since (Bourne) 

) 

DDT—(A) 347; discovery of 307 in 
mange (scabies) in rabbits (Elmes) 563°: : 
in typhus fever (A) 537, 563; mos- 
quitoes and, 308; poisoning, calcium 
gluconate for (A) 825; 
248, (A) 825 

Deafness—aids for ex-Service men (P) 384; 
Deaf Aids Committee (P) 126, (P) 384; 
hearing aids (Leadbitter) (G) 577 ; 
rehabilitation for the deaf (P) 257, 261 


agar for local penicillin. 


toxicity of (A) 
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Decompression for prostatic retention 
(Cox) 138, (Vernon) (C) 226 

Dehydration—(A) 247, (Black) 298; in 
hot climates (Marriott) 682 

Deitch, H. I., medical staff committees in 
municipal hospitals (C) 351 . 

Delbert-Evans contempt of court case 
(ML) 677 X 

Demobilisation—medical (LA) 471, 725, (P) 
735, (P) 736, (C) 738, (Hamilton) (C) 
738, (C) 738, (Mills) (C) 835; of Ameri- 
can doctors (LA) 695; of doctors, call- 
up and (A) 665; of, RAF doctors (P) 
768; postgraduate training for medical 
officers, (C) 286, 507, 669, 773; prob- 
lems of (A) 504; return to civil life 
(LA) 629, (Stalker) (C) 706, (A) 825 

Demyelination in central nervous system 
with clostridial infection (Cooke, Frazer, 
and others) 492 i : 

. Denholm- Young, H. M., malignant melan- 

oma (C) 129 - 

Denny, J. J., on aluminium in silicosis 
therapy (A) 441 
Denny-Brown, D., on head injury (LA) 663 

Dental Board elections (P) 542 

Dentistry—bedside, in US Army hospitals, 
774; dental service for wounded, 219; 
dental units for the Navy, 358; Odon- 
tological Society, 26; stomatology or 
dentistry ? (Henry) 26, Allen (C) 128, 
(Peebles) (C) 193; Téviot Committee, 27 

Pratista Register—452; names restored, 


Dermatitis—exfoliative, cystine in (Peters) 
264; from cutting oils (Whitwell) 529 

Deserts, animal life in (Marsh) (C) 289 

Desoxycortone, nephrosclerosis and (Selye, 
Hall, and Rowley) 301 

Devine, Sir H., hon. fellow Royal College 
of Surgeons, 357, 741 

Dextran as substitute for plasma (A) 152 

Diabetes—diabetic coma (LA) 567; mel- 
litus, progress in (A) 696; scholarships 
as 785; with thyrotoxicosis (Eaton) 


Diamond, L. K., and Blackfan, K. D., 

+ Atlas of Blood in Children (R) 756 

Diarrhea—acute, bacteriology of (Steven- 
son) (C) 414; in South-East Asia 
aoe 681; sulphaguanidine in, 


Diathermy, unlicensed establishment for 
(ML) 381 

Dick, A.—pneumococcus lobar pneu- 
monia: sulphapyridine in, 141, chemo- 
therapy in (C) 192, (C) 323; sudden 
death after intravenous‘ Neptal ’ (C) 160 

Dick, J. R. (O) 163 

Diet—Army diet in the tropics (LA) 759 ; 
dietetic diploma courses (LA) 19; 
King Edward’s Hospital Fund, memo. 
on (LA) 19, 123; in hospitals (LA) 19; 
in sickness (LA) 309; see also Catering 
and Food 

Digitalis and strophanthus, assay of, 752 

Dingle, C. V. (O) 772 

Diphtheria—antitoxin, dosage of (Harries) 
(C) 98; familial, 47; immunisation 
campaign, 837; incidence of, 25; 
prophylaxis, clinical evaluation of 
(Grant) 46; virulent, in Gateshead, 46 

Disabled persons—Disabled Persons (Em- 
ployment) Act (Ferguson) 391, (LA) 
406, 411, national advisory council, 25, 
(P) 32; Disabled Persons Employment 
Corporation, 672; disablement and 
employment (Watson-Jones) 411; par- 
ticular disabilities (Ferguson) 393; 
resettlement in work (Ferguson) 391, 
(LA) 406 

PN PUDS in medical service (Layton) (C) 


Disease, man-power and, in South-East 
Asia (Marriott) 679 

Disinfestation, gas heating for, 709; see 
also D 

Dispensary, hospital and (ML) 62 

Displaced persons—(P) 222; assembly 
centres for (Coigny) 477; camps for, 

* 671, 700; evacuation of (P) 608, 670, 
702; medical problems (Coigny) 477; 
UNRRA and, 229, 700 

Doctors—civilian duties at home and 
abroad (P) 576; demobilisation of, 283, 
(C) 286, (P) 383, (LA) 471, (P) 735, 
(P) 736, (C) 738, (Hamilton) (C) 738, 
(C) 738; direction of in war-time (P) 
127; doctor as bogy-man (A) 793; in 
total medicine (Hood) 174; in war 
(LA) 595; military service and (P) 350, 
(LA) 7263; number in Services (P) 735, 
(P) 736; postgraduate training after 
demobilisation (C) 286, 507, 669, 773; 
release from medical service (P) 385, 
and resettlement, 668, (LA) 725; 
school-children and (P) 767; Service 
and civilian, exchange of (LA) 471; 
Service, appointments and (Pearce) (C) 
351.; see also Psychiatry ; Your 
Doctor of the Future (Leeson) (R) 594 

Dodd, H.—inguinal hernia (C) 447; 

Ee i following spinal anesthesia 
( ry 


‘Drummond 


sa nee rae M. J., medical superintendent 
Dolton, E. G., air-embolism during blood- 
transfusion, 531 


Domestic employment, training for (A) 793 


Donovania granulomatis (A) 407 

Dorsal decubitus (Glaister) (C) 513; 
(Melrose) (C) 546 

Douthwaite, A. H., Hale-White’s Materia 
Medica (R) 470 

Drill, V. A., human transmission of in- 
fective hepatitis, 202 

Sir J.—appointment, 678 ; 
scientific basis of 80 per cent. extraction 
flour, 698, (LA) 693 

Drugs, narcotic, world requirement of, 645 

Duck’s eggs, infection from (A) 314 

Ductus arteriosus, persistent, surgery of 
(Sellors) 615, (A) 632 

Dudley, Sir S., penicillin in gonorrhea, 368 

Duke-Elder, Sir S., on an Academy of 
Medicine (LA) 117, (C) 159 

Duncan, L., on penicillin in syphilitio 
meningitis (A) 696 

Dunkerley, G. 
miner, 147, (LA) 244 

Dunlop, H. A., order and disorder in large 
intestine (C) 611 ! 

Duthie, E. S., bactericidal action of pent- 
cillin, 652 i 

Dysentery—ameebic: emetine in, 207, 
hepatitis with (Payne) 207, intussuscep- 
tion with (Pany) 50, in Eastern India 
(Payne) 206; bacillary: in Scotland 
(P) 385, 416, sulphaguanidine in, 179; 
in South-East Asia (Marriott) 681 

Dysuria, sulphadiazine (Jepson and 
Whitty) 751 


E., traumatic anuria in a 


E 
Eagle, H., on y-(p-arsenosophenyl)- 
butyric acid in sleeping sickness (A) 442 
Ear—hearing-aids (Leadbitter) (C) 578; 
Tuberculosis of Ear, Nose and Throat 
(Myerson) (R) 500 ; see also Deafness 
Eason, Sir H., presidential address, 
General Medical Council, 701 
Maton, J. C., thiouracil in thyrotoxicosis, 


Ecker, A. D., urea and sulphonamide 
treatment of meningitis, 176 

Edge, J. R., plasma in starvation (C) 833 
dsalj, J. T., and Anson, M. L., Advances 
in Protein Chemistry (R) 342 

Education—Education Act, 1944 (LA) 
823; of handicapped children (P) 
223, 539; social (LA) 823 

Edwards, H. C.—repair of transversalis 
fascia in inguinal herni (C) 65; two- 
stage operation in early wound closure, 
583, (A) 597, (LA) 757 

Edwards, P. W., primary tuberculous 
infection in sanatorium staff, 429 

Hro syndrome, Graves’s disease and (A) 


Election candidates, medical, 795 
Electrical convulsion therapy (A) 378 
Electrocardiogram in heart disease in 
children (A) 186 
Electroencephalography—electrodes in (A) 
537 ; in cavernous sinus thrombosis, 9 
Electron microscopy of cells (A) 792 
Electrotherapy— Technic of Electro- 
therapy and its Physical and Psycho- 
ae (Osborne and Holmquest) 
Elkes, J. J., clostridial infections in war 
wounds, 487, (LA) 503; Cl. welchii type 
A toxin, 457 
err Sachs Plotz Foundation for research, 


9 

Ellinger, P., ‘‘ nicotinamide ” in human 
gut, 432 

Elliott, F. A., brachial pain from hernia- 
tion of cervical intervertebral disc, 4, 
(A) 24, (A) 441 

Ellis, F., malignant melanoma (C) 35 

Ei Y: H., battle casualties, penicillin in, 

Elmes, B. G. T., DDT treatment of mange 
(scabies) in rabbits, 563 

Embolism—air-embolism during blood- 
transfusion (Dolton, Gardner, and Wylie) 
531, (Mushin) (C) 611 ; clostridial fat- 
embolism (Frazer, Elkes, and others) 
459, (Cooke, Frazer, and others) 489, 
492; pulmonary, in liberated prisoners- 
of-war (Milles) (C) 703 , 

Emergency Medical Service—achievement 
of (P) 798; classification of patients, 
542; hospitals, reablement in, 742, (P) 
798; in national health service, 635, 
(Guest) (C) 703 ; scope of (P) 126 

Emergency Treatment of Injured and Sick 
at Sea (Reid) (R) 274 

Emy W. B., control of liver extracts (C) 


Emetine in amæbic dysentery (Payne) 
207, (Lamb and Royston) 455 

Emmett, J. L., on castration in prostatic 
cancer (A) 761 


Emotion—biochemical changes and, 754 ; 
© bowel disorder and (Hardy) 557; 
emotional hyperglycswmia, 754 
Empyema—decortication in (Thomas and 
Cleland) 330; pyogenic, penicillin in 
(Roberts, Tubbs, and Bates) 39; staphy- 


lococcal, spontaneous pneumothorax 
and (Lund) 661; tuberculous, 40 
Encephalitis with cavernous sinus throm- 
bosis (Jobnstone) 9 
Endocarditis—bacterial, penicillin and (A) 
217, (Christie) (C) 225, (C) 448; pneu- 
mococcal (Ramsay and others) 79 
Endocrinology—Diseases of Endocrine 


Glands (Zondek. Translated by Praus- 
nitz) (R) 148 ; Endocrine Man (Broster) 
(R) 116 


Engels, F., on social medicine, 423 

England, N. J., our tuberculosis service 
(C) 386 

Entameeba histolytica in amcebic dysentery 
(Lamb and Royston) 456 

Enteric, butter-borne in Paris (A) 567 

Enuresis, small bladder and (A) 728 

Eosinophilia—tropical : cold agglutination 
in (Viswanathan and Natarajan) 148, in 
England (Apley and Grant) 812; tuber- 
culosis and (Parsons) 722 ; with chronic 
peritonitis (Parsons) 721 

Epidemic outlook in Europe (A) 696 

Epileptics, employment of, 548 

Epsom College—annual meeting, 773, 
837; pensions, 347; scholarships, 347 

Erich, J. B., and Austin, L. J., Traumatic 
Injuries of Facial Bones (R) 404 

Erythema nodosum (Frankel) 817 | 

eer E., Cancer Primitivo del Pulmon 
(R) 

ah TC P. T., industrial ophthalmology 

Ethiopia, health services in (P) 32 

Eugenics Society, 70, 572 

Eurich, F. W. (0) 292 

Europe—displaced persons in: (P) 222, 
assembly centres for (Coigny) 477, 
camps for, 671, 700, evacuation of (P) 
608, 670, 702, medical problems (Coigny) 


477; epidemic outlook in (A) 696; 
liberated countries: clothing from 
America for, 454, condition of, 700, 


economic situation (P) 449, (P) 574, 
malnutrition in (P) 223, medical guests 
from, 486, military responsibilities for 
feeding (P) 383, psychopathic reactions 
in (Meerloo) 443, relief for (LA) 311, 
(P) 349, (LA) 375, (P) 384, (P) 609, 
supplies in (P) 255, (A) 279, (LA) 693, 
tuberculosis in, 421, UNRRA and (A) 
22, (P) 190, 229, 700 

Evans, E. L., (O) 547 | 

Evans, F. T., infection from spinal anal- 
gesia, 115, (A) 121 

Excoriation around fistule, buffered gels 
in (Selous and Perryman) 240 

Exophthalmos, asymmetry of (Rundle and 
Wilson) 51 

Explosions, underwater (Wakeley) 715 

Ex-Services Welfare Society (A) 729 

Extremities—Vascular Responses in Ex- 
tremities of Man in Health and Disease 
(Abrahamson) (R) 308 

Eyes—artificial, plastic (A) 217; ‘‘ Bates 
Method of Good Sight without Glasses °’ 
(Bates) (A) 59; “ blackout,” prevention 
of (A) 122; blood in the eye (A) 379, 
(Rycroft) (C) 803; colour’ vision, 
Ishihara test of (Grieve) (C) 480; con- 
junctival hemorrhage, bismuth in- 
jection and (Cohen) 627; conjuncti- 
vitis, sulphonamides in (Miterstein and 
Stern) 649; corneal ulcer (A) 476, 
(Day) (C) 611; -Council of British 
Ophthalmologists, 156; Faculty of 
Ophthalmologists, 156; hypheema, 
paracentesis in (A) 379; infectious eye 
disease, 404; orthoptics (LA) 407; 
penicillin in eye conditions (Neely and 
Cross) 85, (A) 92; perforating corneal 
wounds (Crawford) 366; postinfluenzal 
ocular complications (A) 476; Prin- 
ciples and Practice of Ophthalmic 
Surgery (Spaeth) (R) 594; Prisoner-of- 
War Eye Hospital, 640; sight-saving 
schools, 836; squint (LA) 407; trach- 
oma, 404, sulphonamides in (Miterstein 
and Stern) 650; vision in industry, 518 

Eyre, J., shortage of nurses (C) 802 

Eyres, H. M. (O) 420 


F 
Face—hattle wounds of, primary closure 
(Lawrie) 625; Traumatic Injuries of 


Facial Bones (Erich and Austin) (R) 404 
Factories—university students in (A) 89, 
(Stewart) (C) 130; welfare conditions 
in (A) 89 
Fairley, N. H., on jungle warfare, 179 
Family allowances (P) 349, (P) 
see also Children l 
Family Planning Association, 294 
Family Welfare Association, 838 


TYT: 
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Famine in Bengal, 731, 

Far EKast—army diet la (LA) aoe 
fare of British Forces in (P) 3 

Fasciolo, J. C., and others, Hiperkenelon 
Arterial Nefrogena (R) 116 

Fears, postoperative, in children (A) 793 

Feet—fiat (A) 792; ‘“‘ Take Care of Your 
ee » 486; trench foot (LA) 214, (A) 


Feinberg, S., Allergy in Practice (R) 308 

Fellowship of Post-Graduate Medicine, 837 

Fellowships, medical (A) 536 

Fenner, R. (O) 228 

Ferguson, L. K., 
war zone (A) 2 

Ferguson, T., resettlement of disabled in 
work, 391, (LA) 406 


wel- 


is aneesthesia in Pacific 


Fertility, hot bathe and (Baker) (C) 771, : 


(Medvei) (C) 8 
brin—as Sane for burns, 469; 
Oban teem for control of heemorrhage 

Fibrositis—(A) 440, (Williams) (C) 481; 
draughts and, 382 ; fibrositis of Witts 
(Hubble) (C) 446 

Fibula, fatigue practure of C emona) 273 

Fife, J. G., rabies in man 

Films— ABC of Heath. H 518; anæs- 
thesia, 134, 198, spinal, 325 brain in 
head injuries, 730: Drorenloctaais in 
childhood, 518 ; "a Cautionary Tale 
about Sepsis,” 518; casualties, 324; 
foot fauli rened to form and function, 
820 ; cal (Reynolds) (C) Pad (P) 
224, a62 alcal 837; “New Lot,” 518 
penicillin, 837 ; ; rabies (Reynolds) (C) 
99 ; Russian, 69; scabies, 325; 
Scientific Film Association : 518, lists 
of medical films, 70, 262, 358, 453, 
rogrammes by, 224, 358, 518, 641: 
oviet Film Agency, 69; thoracic 
surgery, 325; tuberculosi "(LA) 276; 
value of in medicine, 3 25 

Filter for peritoneal suction (Flower) 
(NI) 212 

Findlay, G. M., transmission of hepatitis 
by feeces and urine, 212 

Finger—tendon suture, metal anastomosis 
tubes in (McKee) 660 

Finnerud, C. W., on perléche (A) 120 

First rib, stress fracture of (A) 24, (Hart- 
rite $ (C) 19 (C) 446, (Alderson) "(C) 287 

B., trilene ‘and closed circuit 

anesthesia 814 

Fisher, A. C., appointment, 823 

A. G. T.—knee injuries in soldiers 

Treatment by Manipulation 


Fisher, G. H., penicillin in clostridial 
infections, 395 

Fitzwilliams, D. C. L., directed team-work 
in research, 827 

mine. Sir "A., freeman of Paddington, 


Florey, Sir H., awards, 678, 785 

Florey, . E .—penicillin in clostridial 
infections, 395; systemic administra- 
tion of penicillin, 748, (corrigendum) 
832, (A) 824 

Flour—“ of good colour ’”’ (Stewart) (C) 
740 ; scientific basis of 80% extraction 
(Moran and Drummond) 698, (LA) 693 

Flores No . filter for peritoneal suction 

Fluids—body fluids and dehydration 

in m ocardial 


(Black) 299 

Fluoroscopy infarction 
(Cameron and Kerley) 52 

“ Fæœtal Circulation and Cardiovascular 
System ”' (Barclay, Franklin and Prich- 
ard) (A) 410 

Food—bread, conference on (A) 410; 

- Combined Food Board, report on 
United States, Canada and United 
Kingdom, 157; cuts in (LA) 693; 
fermentation and nutrition, 690 ; Food 
and Agriculture Organisation ( A) 632; 
food values, 773; hospital food super- 
visors, 254; in 1944, 157; in France, 
281; in hospitals (LA) 19, 61, (Rooke) 
(C) 66, 94, (Hutchison) (C) 98, 123, (C) 
130, (Lawson) (C) 130, (C) 160, (C) 191, 
(P) 291, 385; international ‘planning 
(A) 632; loss of nutrients in’ prepara- 
tion of, 788 ; meals for school-children, 
197, (P) 385: memorandum on hospital 


diet, 123, 385; national loaf (P) 126, 
(P) 320, (LA) 343, (P) 418; * Nutritive 
Value of Wartime Foods, n 773; pre- 


servativesin (A) 122; protein deficiency, 
253; reduction in rations, 797, (P) 800; 

shortage : in liberated Europe (A) 279, 
world (P) 449, (P) 450, tL A) 693 ; 

special allowances, 517; stocks (P) 
418; subsidies 126; war-time 
distribution of (P) 798; what is good 
feeding ? 94; Your Food (Masani) (R) 


788 

Food Education Society—lectures, 294; 
post-war loaf, 742 

For Childless Wives (R) 2 

Ford, A. P., tuberculosis, K 803 

Foreign ‘podies—in eye, 518; in fractures 
(Bentley and others) 234; "in knee- -joint 


Fran 
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(Burns, Young and Muller) 551; in 
lung (Barrett) 106;. localisation of 
(Ross) (C) 259 

Forgacs, P., penicillin-sensitivity of H. 
influenze, "185 

Forgan, R., penicillin for syphilis (C) 129 

Forsythe, G. A., radio-frequency currents 
in tumour treatment (C) 193, (C) 416 

Foster, M., parent at hospital (C) 704 

Foster-homes, inspection of (A) 247 

Foster-parents, larger allowances for, 356 

Fowler, G. A., two-stage operation in 
battle wounds, 621 

Fractures—closure of (Edwards) 583; 
compound: in war (MacFarlane) 135, 
(LA) 149, suture and penicillin in 
(Bentley and others) 232, (Burns and 
Young) 236, (LA) 243, (Innes and Ellis) 

526; nitrogen balance after, 724; 
Fractures and Fracture Treatment in 
Practice (Colsen) (R) 692; penicillin in, 
136; shovellers’ fracture ’(Annan) 174; 
stress fractures: (Morris) (C) 543, 
(C) 705, (Hartley) (C) 611, (C) 834, 
(Creer) (C) 771, of first rib (A) 24, 
(Hartley) (C) 128, (C) 446, (Alderson) 
(C) 287; two-stage operation in (Hen- 


Gledhill and Price) 619, (Atkins and 


dry, 
Holden) 622, (McEwen, Bickerton and 
Pilcher) 623 

Fractures of—femoral neck, sate Ura 
(Wardle) 399, (Haydon-Baillie) (C) 545 
femur: 17, (MacFarlane) 137 coMmpoune 
(McEwen, Bickerton and Pilcher) 623, 
penicillin in (Burns and Young) 236, 
(LA) 243; fibula (Richmond) 273; 
first rib. (A) 24, (Hartley) (C) 128, (CS 
446, (Alderson) (©) 287; mandible, pin 
fixation for (MacGregor) 816 cal 
epicondyle, 820 

France—a alcoholism, decrease, 283; black 
market, 282, 315; butter-borne “enteric 
in Paris (A) 567 ; ; * children in, 283, 315; 
food supplies (A) 279, 281, 315; French 
study of personnel selection (A) 347 ; 

- health and nutrition, 281, 315; hos- 
Pitals, 282; infectious diseases, 283, 
(Bayly) (C) 387 ; rationing, 281; 
ee e a increase, 282 


F., on shock treatment as an 


‘experience (A) 378 - 
» bicentenary, 381 
Tren a —death after intravenous 
neptal (C) 99; erythema nodosum, 817 


Krani, R. M., our tuberculosis service (C) 

Frazer, A. C., clostridial infections in war 
wounds, 487, asa 503; Cl. welchit 
type A Sain, 

Freedman, B 


0 

Freshwater, J. DH Be 10) 452 

Friends’ Ambulance Unit—229 ; in India, 
709; on the Burma Road, 805 

Fuel restrictions (P) 574 

euler C. J., our tuberculosis service (C) 

Fulton, J. F.—Physiology of the Nervous 
System ae 500; and Hoff, P. M., and 
Hoff, E. C., Bibliography of Aviation 
Medicine Semo (R) 374 


G 


Gadd, H. W., an improved ‘* BP ” (C) 290 

Gaddum, J. H., Pharmacology (R) 724 

Gale, H. E. D. (O) 740 

‘Gammexane ’ insecticide (A) 347 

Gangrene—after arterial injury (LA) 20; 
cutaneous (Grimshaw and Stent) 434, 
(Marsh) (C) 737 ; idiopathic gangrene of 
scrotum (Mair) 464, (O’Brien) (C) 544; 
penicillin in (Grimshaw and Stent) 434, 
(LA) 728, (Marsh) (C) 739 

Gard, S., on cause of poliomyelitis (A) 216 

Gardiner, R. H., intraperitoneal chemo- 
therapy (C) 257 

Gardner, A. D., microscopical: effect of 
penicillin on spores, 658 

Gardner, E., air-embolism during blood- 
transfusion, 531 

Garand, T., wynds of Glasgow, 423, (LA) 


Gas gangrene—(LA) 503; penicillin in 
(LA) 35, (Florey and others) 395; 
sulphonamides in (LA) 55; two-stage 

operation in (Turner, Murray and Fow- 
oc 621; X-rays in diagnosis of (Kemp) 

Gas heating for disinfestation, 709 

Gaskel, H., male nurses at VD clinics (C) 


Gastro-intestinal mucosa, 594 

Gauvain, Sir H. (0O) 16 

Gelfand, M., Sick African (R) 18° 

Gels, buffered, in excoriation (Selous and 
Perryman) 241 


General election—(P) 735, (P) 797; 
medical candidates, 795; see also 
Parliament candidates 


General Medical Council—154, 599 ; intro- 
duction of representatives, 132; medical 
curriculum, revision of, (P) 126, 794; 
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316, 732; presidential 
address, 701; registration as false 
statement (ML) 708 ; temporary regis- 
tration, 701, 708; see also British 
Pharmacopæia, Dentists Register and 
Medical Register 


penal cases, 


General Nursing Council—hospital and 
sanatorium staffs and (LA) 695; train- 
ing of nurses and (Burton) (C) 771 

General practice—general practice a speci- 
ee (A) 633, (Gray) (C) 675, (Barker) 
O r 8, (Mulkern) (C) 769, (Jennings) 
(C) 160% eneral practitioners, remuner- 
ation of (LA) 377; in national health 
service, 635; Physical Medicine in- 


General Practice (Bierman) (R) 564 
Genital prolapse, uterine 

for (Clare) 272, (Waterfield) (C) 448 
German—prisoners, rations of (P) 574, 

is is propacends leaflet, 318, (Kelson) 


graft operation 


Germany—allocation of food in (P) 450; 
conditions in, 702; displaced persons, 
return of from Germany, ‘637, 
treatment of (LA) 535; typhus in (A) 
537; wounded in, 218, 250; see also 
Concentration camps 

Gettering in cancer treatment (A) 186, 
1t oresche and McCormick) (C) 193, (C) 


4 
, death of, 187, O) 228 
Gillies, J., 'and Minnitt, t, R. J., Textbook of 
Ansesthetics (R) 54 
Gingivo-stomatitis—(A) 729; penicillin in 
(A) 730; vitamin deficiency and (A) 730 
Glaister, J! N., dorsal decubitus (C) 513 
Glands— Diseases of. Endocrine Glands 


S (condar: Translated by Prausnitz) (R) 


Gledhill, W. C., two-stage operation in 
battle wounds, 618 

Glen, M., alcohol and intelligence acoro; 617 

Glenn, W. W. L., on burns (LA) 1 

Globulin in control of measles ine %05 

Gloves, rubber, for doctors, 191 

Gloyne, S. R., Social Aspects of Tuber- 
culosis (R) 274 

Glynn, L. E., upi onamideg and bone 
phosphatase (C) 705 - 

Goadby, H. uve Sneed of vital 
capacity (C) 25 

Goitre, jodine in (Gare fog AA da (C) 35 

Golding, J onamides and bone 
Aarme A SEES 

Goldring, D., on Penicilin in serous cavi- 


ties (A) 439 

Gonorrhea— PY ery cr in (Lloyd Jones and 
others) 368, (A) 598; syphilis with, 
369; see also Venereal disease . 

Goodenough Committee, report on medical 
schools—chemical pathology, 830 ; 
Government and (A) 246, (P) 265, 794; e 
Minister of Health on (A) 120, (P) 126; ; 
recommendations (P) 126, (P) 265; 
students of both sexes (Shaw) (C) 769, 
794; teachers of psychiatry and, 197 ; 
undergraduate medical school at Oxford 
Bateman and others) (C) 610,-(Graham- 

ittle) (C) 705, (C) 834, (Russell) (C) 834 


Gordon, ay spirit of research, 807 
Gout (A) 1 
Govan, A. 3. T.—clostridial infections in 


war wounds, get (LA) 503; Cl. welchii 
type A toxin, 4 57 

Gradwohl, R. B. H., Clinical Laboratory 
Methods and Diagnosis (R) 54 

Graham, J. D. P., high blood-pressure 
after battle, 239 

Graham- -Little, Sir E.—decisions in war- 


time (C) 35; Goodenough report (C) 
705, (C) ost 
Grant, G. , tropical eosinophilia, 812 


Grant, Ss ARI evaluation of diphtheria 
prophylaxis, 46 

Grant, L. (O) 772 

Granuloma venereum, etiology of (A) 407 

Graves’s disease—asymmetry of exo 
thalmos in (Rundle and Wilson) 
effort syndrome and (A) 60 

Gray, A. M. H., “ Hospital Survey: 
Hospital Services - of London and 
Surrounding Area,’’ 600 
Gray, F., on general "practice and specialty 
is 633, (C) 675 ` 

» H. F., and Herms, W. B., Mosquito 

‘Control x) 242 

Gray, L $ , hospital physicists after the 
war 

Greece—relief in (P) 190, (P) 384 

Green, L. M., Focuty of Ophthalmologists 
(Cc) 191, (C) 386 

F., on castration in prostatic 


1 

, “ Aspects of Hospital 
Reform,” 357 

Grenville-Mathers,. R., penicillin in lung 


abscess, 530 
D., on biochemistry and 


Greville, 
psychiatry, 754 

Grey Turner, G., hæmothorax (C) 446; 

Hunterian museum, 359, (LA) 376 
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o J., Ishihara test of colour vision (C) 
481 ; 


CA iiths, J. (O) 100 


Grimshaw, C., penicillin in gangrene, 434, 
(LA) 728 

Grimson, T. A., penicillin in clostridial 
infections, 395 

Grout, J. L. A., iron oxide dust nae silver 
finishers, 337, (LA) 344, (C) 5 

Guest, Haden, on national Teck service, 
635, le 10s. (P) 799 |. 

Gunn, P. L. (O) 356 , , 

Gut, LOETA T ACE of nicotinamide in 
(Ellinger, Benesch and Kay) 432 


H 


Haden Guest, L., on Da one health ser- 
vice, 035, (C) 703, (P) 7 

Hadley, E. C., medical tendeni (C) 
545 

Hæmatemesis, 661 i 

Heemoglobin—deficiency after injury, 787 ; 
in plants (A) 538; in prostatic cancer 
(Wray) 784 

Hemophilus  influenze—penicillin-sensi- 
tivity of (Forgacs, Hutchinson and 
Rewell) 785; meningitis and, 786; 
sulphonamides in, 786; typing of 
mcningeal strains (Straker) 817 

Hemoptysis in mitral stenosis (A) 122 

Heemorrhbage—blast (Savage) 425; con- 
junctival after bismuth injection (Cohen) 
627; dicoumarin and, 469; thrombin 
and fibrin Tooti for control of (LA) 727; 
vitamin K and, 469 


Heemothorax—(Darrett) 103, (Sellors) 143, 


(LA) 151; abdominal *wounds and 
(Barrett) 106; s; clotted (Sellors) 144, 
(LA) 151, decortication in (Thomas and 
Cleland) 327, (A) 346, (Turner) (C) 446; 
ponteniin in (Roberts, Tubbs and Bates) 


Hale-White’s (Douth- 
waite) (R) 470 

Hall, A. S., our tuberculosis service (C) 386 

Hall, O., ammonium chloride and nephro- 


sclerosis, 301 
a .„ Annual 


Hall, V. E., and Luck, J a 
Review of Physiology (R) 8 

Halliday, J. L., ps Ey oie medicine 
and declining birt -rate, 601 

Halstead, H., alcohol and 
score, 617 

Hamburger, M., on streptococcal cross- 
infection le 

Hamilton, D O AT 

Hamilton, W. J., appointment, 678 

Hancock, F., on training for domestic 
service (A) 79 

Hand—infected + LA) 87; septic, bacteri- 

' ology of (A) 634; tendon suture of 
fingers, metal anastomosis tubes in 
(McKee) 659, (Hopkins) (C) 739 

sear mee S., on deferment of senescence, 

Happold, F. C. and M., school meals and 
nutrition of children, 637 

Hardcastle, D. N., new DPM (C) 224 

Harding, H. E., iron oxide dust and silver 
finishers, 337, (LA) 344, (C) 514 

Hardy, T. L., order and disorder in large 
intestine, 519, 553 

Hare—Lady T the in se (R) 470 

Harman, N . (O) 803, 836 

Harries, E. nH 'R., itoniheria, 98 

BETH, H. A., abdominal topography (C) 


88 

Harris, I., whiter bread (C) 482 

Harrower-Erickson, M. R., and Steiner, 

- M. E., Large Scale Rorshach Techniques 
(R) 532 

Hartley, J. B., stress fractures (C) 611, 
(C) 834, of first rib (C) 129, (C) 446 

Harvey on active service (Hood) 711 

Harveian Society of London, 646 

Hastings, S., eeu of hospitals in 
peace and. war, 71 

Beare R. E., alkali for crush injuries (C) 
225 

Havens, W. P., human transmission of 
infective hepatitis, 202, (LA) 213 

Hawes, T. H., returned prisoners-of-war 
(C) 643 . 

Haydon-Baillie, M., subcapital fractures of 
femoral neck (Cc) 545 

Head injuries—disability after (LA) 663; 
early rehabilitation after (LA) 118; 
meningitis and (Botterell and Magner) 
112; study of brain in (A) 793; sul- 
phamezathine in (Kremer, Phillips and 
Stanicr) 496 

Heaf, F., value of work in treatment of 
tuberculosis, 263, (LA) 276 

Berk CŒ. B., reable or rehabilitate ? (C) 

Healing— British Achicvement in the Art 
of Healing (Langdon-Davies) (R) 788; 
nutrition and, 786 

Health—centres, in Australia (A) 762; 
Health and Social Welfare: 1944-1945 
(Advisory Editor, Lord Horder) (R) 


Motorie Medica. 


intelligence 


~- 342; Health Instruction Yearbook, 

1944 (Byrd) (R) 594; of four hundred 
millions (Morris) 743 ; of the nation (P) 
797 ; prepayment schemes in USA (A) 
90; ’ services (P) 797; see also National 
health service 

Heart—Austin Flint murmur (A) 280; 


Bainbridge reflex (Roberts) 211; car- 
diac hypertrophy (A) 634; cardiac 
lesions in children (A) 90°: - cardio- 


vascular degeneration, old ‘age and, 
627; congenital defects of pericardium 
(A) 380; endocarditis, bacterial, peni- 
cillin and (A) 217, (Christie) (C) 225, 
(C) 448; foetal circulation (A) 410; 
heart block, thiouracil and (A) 537; in 
pneumonia (Ramsay and others) 79; 
Lewis, Sir T., work on by, 419; myo- 
cardial infarction, radiology in (Cameron 
and Kerley) 52, myocarditis in children 
(A) 186; phonocardiographic records 
(A) 280; pericarditis, penicillin in, 
549; persistent ductus arteriosus, 
` Burgery of (Sellors) 615, (A) 632; return 
of blood to (Roberts) 209, (C) 352, 
(Bulow) (C) 289, (Penman) (C) 289; 
St. Cyres lecture, 646 
Heat—exhaustion (Marsh) (C) 289; over- 
heating (Marsh) (C) 545, (Marriott) 682 
Heatley, N. G.—penicillin: administra- 
tion of by mouth, 590, (A) 598, systemic 
administration of, 748, (corrigendum) 
832, (A) 824 
Helvolic acid with penicillin (Chain and 
Duthie) 655 
Hone P. S., on recurrent rheumatism (A) 
54 


Hendry, R. W., two- -stage operation in 
battle wounds, 618 

Henry, C. B. , dentistry or stomatology ? 26 

Heparin with sulphathiazole in cavernous 
sinus thrombosis (Muntarbhorn) 10 

Hepatitis, infective—setiology of (LA) 213 ; 
human transmission of (Havens and 
others) 202, (LA) 213; in South-East 
Asia (Marriott) 682; sanitation and 
(Kirk) 81; secondary familial (Mc- 
Farlan) 592; spread of (Kirk) 80; 
transmission of by fæces and urine 
(Findlay and Willcox) 212, (LA) 213; 
with amcebic dysentery (Payne) 207 

Hermite, G. L., appointment, 773 

Herms, W. B., and Gray, H. F., 
Control (R) 242 

Hernia—iliac, after bone- -grafting (Old- 
field) 810; inguina] (Brandon) 167, (C) 
515, (Royds Jones) (C) 260, (Dodd) (C) 
447; Bassini operation (Brandon) 167, 
(Williams) (C) 447; in miners (P) 127; : 
Ogilvie operation, 167; repair of 
transversalis fascia in (Edwards) (C) 65 

Hewer, . E. E., histological material 
wanted (C) 578 

Hewspear, D., venous thrombosis, pen- 
a aneesthesia and, 1 

Hill, A. B., appointment, 741 

Hill, ô, on doctors, 229- 

Hill, H., Public Attitude towards Mental 
Disease (R) 18 

T G., radiotherapy in osteoclastoma, 


Hime, H. C. R. (O) 707 

Himsworth, H. P., oe hydrolysates in 
starvation (C) 416 

Hipertension Arterial Nefrogena, (Braun- 

` Menendez and others) (R) 116 

Hipps, H. E., on procaine hydrochloride 
in flat foot (A) 792 

Hirst, M., health of anaron in war- 
time day nurseries (C) 12 

a het material Sand (Hewer) (0) 


Hoff, E. C., Hoff, P. M., and Fulton, J. F., 
Bibliography of Aviation Medicine 
Supplement (R) 374 

Holden, B., two-stage operation in battle 
wounds, 622 

Holland—food shortage (P) 450; medical 
profession in, 165; relief of famine in, 
578, 700 

Holland, E., artificial respiration (C) 324 

Holman, E., on arterial injuries (LA) 20 

Holmes, J. M., meningococcal-adrenal 
syndrome, 13 ; 

Holmquest, H. J., and Osborne, S. L., 
Technic of Electrotherapy ` and _. its 
ropie] and Physiological Basis (R) 


Home, safety in the (A) 152, (Royal 
Saas for Prevention of Accidents) (C) 


Homografts, nerve (LA) 45 

Honours—Birthday, 795; Civil Defence 
awards, 102, 357; Dissolution, 762, (P) 
767; medical, 36, 68, 96, 161, 193, 220, 
257, 293, 317, 356, 389, 417, 449, 483, 
516, 549, 578, 609, 644, 674, 740, 768, 
805, 837; New Year (A) 25, 29, 64; 
Polish awards, 530, 774; RAF medical 
awards, 835 

Hood, Sir A., total medicine, 711 

Hood, W. D., appointment, 197 

Hopkins, P.—aspirin poisoning, 
tendon suture (C) 739 


145; 


Mosquito 


Hurran, W.J., 
32 


Horder, Lord—advisory editor, Health and 
Social Welfare: 1944-1945 (R) 342; 
medicine and the State, 295; on 
national loaf ae 321, (LA) 343; on 
rheumatism (A) 5 

ecanne ntee tional hormone cartel 
(LA) 501; Ponda (C) 611; lactation 
and (LA) 3 

ficonitain ca nlnieteation (Menzies) (C) 
576; appointments, temporary, 670; 
Aspects of Hospital Reform (Gren- 
sted) 357; base hospitals, 251; closure 
of beds (Carling) (C) 833 ;. coéperation 
between voluntary and public services 
(A) 280; discharged patients (LA) 596, 
(Mulkern) (C) 706; food in (LA) 19, 61, 
(Rooke) (C) 66, 94, Hutchison (C) 9 
123, (C) 130, (Lawson) (C) 130, (0) 180° 
(C) 191, (P) 291, booklet on (A) 249, 
memoranda on, 123, 385; food super- 
visors in, 254; hospital’ treatment of 
Service casualties, 454 ; Hospitals Year 
Book (A) 154; infection in (A) 121; 
management of in peace and war 
(Hastings) 71, (C) 290; mobile general 
hospital, 250; municipal, medical staff 
committees in (C) 290, (De itch) (C) 351, 
(Lister) (C) 513; of London and sur- 
rounding area, 60: parent at (Countess 
Russell) (C) 642, (C) 771, (Bliss) (C) 704, 
(Foster) (C) 704, (Nicholson) (C) 704, 
(C) 704, (P) 737, (Nicholls) (C) 771, 
(Batten) (C) 834; removal of structural 
precautions, 774; Small Community 
Hospitals (Southmayd and Smith) (R) 
628; standard of care in (LA) 631; 
staffing of (A) 826; students in (Hast- 
ings) 73 l 


HosrrraLs.— British Postgraduate Medical 
School, Hammersmith: art exhibition, 
197, Institute of Child Health, 196; 
Charing Cross Hospital, plans for re- 
building (A) 280; Cassel Hospital for 
Neurosis, training for nurses at, 165; 
Glasgow Royal Infirmary, research on 
burns (A) 153; Guy’s Hospital, York 
psychiatric clinic, 614; Hospital for 
Sick Children, Great Ormond Street, 
Institute of Child Health, 196; King’s 
- College Hospital, scholarships’ in dia- 
betes, 785; London Hospital, -bequest, 
363 ; ‘Maudsley Hospital, chair of 
psychiatry, 197 ;- Queen Mary’s Hos- 
pital, Roehampton, free bus service, 
390 ; Royal Eye Hospital, Southwark, 
clinical society, 326, 390, 646; Royal 
Free Hospital, Princess Elizabeth at, 
"710; Royal Hospital, Wolverhampton, 
department of prediatrics (A) 5386; 
St. Thomas’s Hospital: children’s ward 
as war memorial, 614, rebuilding of, 709, 
return to London, illesden 
General Hospital, upper respiratory 

clinic for children (A) 4 


Housing—building industry and, 253; 
Council of Works (P) 451 ; Government 
policy (P) 290, criticism of (P) 417, 
(LA) 438, (P) 450,. (P) 451; Housing 
(Temporary Accommodation) Bill (P) 
767; infant mortality and, 229; 
Minister of Health on (P) 450; perma- 
nent houses, 412, (P) 767; prefabrica- 
tion, 253, 412, (LA) 439; repair and 
rebuilding (P) 767; shortage (P) 510; 
temporary (P) 290, 412, (LA) 439, (P) 
451, (P) 767; Uthwatt report (P) 767 ; 
white-paper of Minister of Recon- 
struction 412, (P) 451 

Howard League for Penal Reform, 806 . 

Howe, R. J. F. (O) 417 

Howie, J. W., on laboratory diagnosis of 
malaria, 181 

Hubble, D., fibrositis of Witts (C) 446 

Hughes, H. L. G., medical students and 
Belsen concentration camp (C) 769 

oy ibe W., care of laboratory animals 


Hunter, A. R., new technique of spinal 

ansesthesia, 82 

Hunter, John (Turner) 359 

Hunterian Museum (Turner) 359- 

n control of liver extracts (C) 

Hutchinson, R. I., penicillin-sensitivity of 
H. influenze, 785 

Hutchinson, W. R. S., abdominal injuries 
at base hospital, 199 

Hutchison, R.—appointment, 198 ; 
hospital diet t (C) 98 

Hyde, R. W., on ecology of psychiatric 
illness (A) 475 

Hydrolysates, see Protein 

Hygienists for liberated areas, 38. 

Hyperabduction of arm (A) 441 

Hypertension—after battle (Graham) 239 ; 
transient (A) 246 

Hyperthyroidism, methyl thiouracil in 
(Leys) 461 

eee hat is Hypnosis? (Salter) 

Hypoglycemia, emotional tension and, 754 
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leostomy (LA) 596 

Ilford, jubilee of MOH, 294 

eee hernia after bone-grafting (Oldfield) 

Illingworth, O. F. W., Textbook of Surgical 
Treatment (R) 242 

Immersion blast (Wakeley) 715 

Imperial Cancer Research, Fund, 774 


E Saceae versus insécte (Shute) (C) 


IN ENGLAND Now. —Able Seaman Abel,. 


509—Admiralty doctor in Italy, 607— 
Alcohol in hot countries, 96—Ambulance 
equipment, 573—America: England 
and, compared, 442, 540, wine, laundries 
and: newspapers, 540— Anesthesia, effect 

. of on phenomena of consciousness, 702— 
Antenatal clinics, 509—Association of 
ideas, 832—Bacterial world, 509 

- Bagdad: bejel in, 509, lettuces and 
= typhoid in, 479—Bear injuries, 541— 
` Belgium: cockfight in, 607. convent 
quarters in, 573; Bejel, 509—Belsen 
camp, medical students at, 766—Birds’ 
Songe, 673—Bombed medical school, 286 
— Boro G., ‘‘ Red Surgeon,” 66— 
8’ Club, discussion on public affairs, 

13— Britain and India compared, 157— 
bada Pat medical student in, 125— 
Burma : ’dust-storm in, 673, field 
hospital in, 7%735—Cairo, danger and 
frivolity in, 479—Children’s zoo, re- 
opening of, 702—Cider for retention of 
urine, 30—Cockfight in Belgium, 607— 
‘Concentration camp, relief work ee 766 
—Convent quarters in Belgium, 5 
Cooking of greens, 574—Country, Cat 
in, 30—Crippled child in Greece, 574— 
‘Crockery in hospitals, 445—Cycling to 
work, 254—Danger and frivolity, 479— 
‘Demobilisation, medical, 734—Diary of 
a self-satisied man, 158—Disease, 
thoughts and emotions as causes of, 
382—Doctors’ earnings, 796—Doctors’ 

_ wives, 734—Drugs, 320—Dust-storm in 
`- Burma, 673— Elections 
Emotions as causes of illness, ’382— 

. England and America compared, 445— 
-` Enuretics, 254—Examination: candi- 
dates, 95, 125, examining with Mac- 


Tavish,, 832, final, Pen for, 96, 


73—Ex- 


helpful patient and, 221 
413— Eye 


Service men and civilians, 
hospital for prisoners of war, 
Fibrositis, draught and, 382—-Flying 
jeeps, 766—German prisoners, 479— 
Goren conditions in, 702—@Greece : 
ripple in, 574, medical belp for, 221— 
Guy 8 Hospital, women students at, 285 
—Heart case, on herself, 221—Holiday 
in the Highlands, 796——Honours, re- 
action to, 348—Hospital : bed-blockers 
in, 158, bombed, 286, crockery in, 445, 
food supervisors in, "254, poultry and 
= hot water-bottles for, 479—India: and 
- Britain compared, 157,- automatic 
closets, 479, la oratory assistants in, 30, 
manufacture and repair, 479, wedding 
reception, 254—Industrial medical ex- 
amination, 445—Inoculation, psycho- 
logical reactions. to, 189—Italy, Ad- 
miralty doctor in, 607—Japanese pre- 
mier, S. Suzuki and, 607—Jeeps, flying, 
766—Jungle, medical service in, 
Kites, sanitary conditions and, 189— 
Lead-swinging, 479—Leave dates, 571—_ 
Liberation and discontent, 60 7—London- 
ers, 606—MacTavish, medical examiner, 
'832—Malingering, propaganda leafiet 
by Germans on, 318—Medical registrar, 
examination cases and, 673— Medical 
service in the jungle, 540—Medical 
students: at Belsen camp, 766, exam- 
inations and, 96—Microfilm for handi- 
capped, 221—Mosquitoes, police and, 
189— Mud, varieties of, 348—National 
health service, views of young doctors 
on, 221—Navy: psychological re- 
actions to inoculation in, 189, reception 
party for surrendering U- boats, 796— 
Nurses, length of training, 
Obituary notices, 189—Occupational 
risks, medical team and, 445—Old age, 
125—Old men, provision for, 286 — 
Old-school-tie spirit, decline in, 479— 
Out from the Battle Exhibition, 796— 
Palestine, car journey in, 734—Pets in 
small ships, 832—Pongo- -Pongo, life in, 
30—Prisoner-of-War Eye Hospital, 640 
— Psychiatrists, 735—Psycho dramas, 
735—Questions and answers, 30, 221— 
Reablement, 509—Reading machines, 
221—‘‘ Red Surgeon ” (Borodin) 66— 
Refraction clinic, parents’ view, 286— 
Rocket bomb incident, 573—‘ Roto- 
lactor’ milking unit. 509—Royal Acad- 
emy portraits, 606—Sanitary con- 
veniences. 67—Scottish wynds, 479— 
Senses, interaction of, 125—Service 


2e merit, 66—. 


640—. 


285—_ 
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men, returned, and people at home, 413. 


—Ships’ pets, 832—Shove-ha’penny, 
383—Smells, association and, ‘766— 
Spelling by medical students, 95— 
Students’ Guide to La iman £ Idea of 
Medicine, 413—Sun in the tropics, 95— 
Sweden, housing, 640—-Thought-record- 
ing machine, 641—Tonsillar fossa, 
oozing, viper -venom for, 30—Torture 
camp of Breendonck, 382—Trouble- 
shifters, 158—Tuberculosis milk-supply 
and, 832—Twins, 541—Ty phoid, let- 
tuces and, 47 9—Urine, cider for reten- 
tion of, 30—Vegetable cook, 574— 
Vegetable kingdom, social distinctions 
in, 674—Viper venom for oozing ton- 
sillar fossa, 30—War-weariness, cure 
for, 796—War wounds specimens, ex- 
hibition, 348—-Wynds in Scotland, 479 


Income-tax Bil], doctors and (P) 349 
Incorporated Association of Hospital 
Administrators, change of name, 155 
India—all- Indian Viceroy’s Council (P) 


797;  anbti-malarial drugs for, 36; 
‘Bengal : epidemics in, 731,. famine in, 
731, 774, medical relief-in, 732, re- 


habilitation for, 732; Britain and India 
compared, 157 ; 
Eastern India,’ amoebic dysentery in 
(Payne) 206; examinations in (C) 161 ; 
expectant mothers in mines (P) 768; 
Friends’ Ambulance Unit in, 709 ; health 
canteens for, 773; health of four hun- 
dred millions (Morris) 743, (Pai) (C) 
800; Indian Army Medica Corps, 
journal of, 806; malaria (Morris) 746 ; 
malnutrition 7443 maternal and infant 
mortality, 743 ; medical services, 746 ; 
Modern Prison System in India (Barker) 
(R) 148 ; nurses for, 710; overcrowding 
(Morris) 744; scientific research in, 
188 ; tuberculosis (Morris) 747 ; village 
life, "745; > welfare of troops in (P) 31; 
women for service in (P) 31; Your 
Food: Study of Problem of Food and 
Nutrition in India (Masani) (R) 788 
Industrial medicine—(LA) 406; health 
service (LA) 150, (C) 225; Industrial 
Ophthalmology (Kuhn) (R) 5 64 
Industry—‘‘ Industrial Welfare (Stewart 
-and Lamb) (A) 89; Industrial Welfare 
Society, ‘* Plan for Reinstatement ” 
(LA) 629; industrial work, antidote to, 
837 ; personnel officers, 645 ; science in, 
101; University students, factory life 
and (A) 89; value of carly diagnosis to, 
course on,’ 582, vision in, 518 
Infant mortality—(P) 800; in Glasgow, 
423; in oat towns’ (P) 576, (Muir) 
oO 643; social conditions and (LA) 


Ta an E E EERE in (LA) 630 ; 
crying of (A) 667 

Infection, dust-borne (LA) 566 | ` 

Infectious disease—as cause of blindness, 
404; in France, 283, (Bayly) (C) 387; 
weekly lists of, 38, 70, 98, 130, 164, 198, 
227, 262, 291, 317, 350, "390, 416, 483, 
516, 540, 582, 606, 637, 708, 737, 768, 
805, 831 

Influenza—investigations in Australia (A) 
666 ; ocular complications of (A) 476 

Injections, long-acting, 422 

Injuries—abdominal, at base hospital 
(Walker and Hutchinson) 199;. bile-duct 
(Riddoch) (C) 65; crush, alkali for 
(Maegraith and Havard) (Č) 225, 290 ; 
see also Head injuries ` 


fee A., battle casualties, ‘penicillin in, 
Insecticides— Gammexane > (A) 347 ; see 
- also DDT 


Insemination, artificial (P) 451, (P) 542 

Institute of Child Health in London, 196 

Institute of Hospital Administrators, 155 

Institute of ‘Hospital Almoners, 262 

Institute of Industrial Administration, 
conference on management and de- 
mobilisation, 645 


Instruments, standardised, Ministry of 
Health and (Crow) (C) 482 

Insulin in neurosis (A) 379 ; 

Insurance—benefits, 101; - children's 
allowances, 101, (A) ‘248, (P) 349, 
(P) 797; Friendly and Approved 


Health: Insurance 


Societies (P) 127; 


Fund, 156; industrial injury insurance 
(P) 256; Regional Medical. Service, 
576 3 social (P) 256; see also National 


Health Insurance 
Intelligence score, alcohol and (Sargant 
and others) 617 
International Health Organisation, 741 
Internationa] sanitary conventions, 124, 


316 
Intervertebral disc—cervical brachial pain 


from Si of (Elliott and 
Kremer) 4, (A) 24, (A) 441 (Turner) 
(C) 287 ; lesions of, 819 


Intestine—intestinal fiora: rejease of 
vitamins by. 85, 691, (A) 697, (Prescott) 
(C) 739, aynthesir of nicotinic acid by 
(Benesch) 718; intestinal tract, bac- 


cholera in (A) 569; 
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- teriostatic action of sulphonamides in, 
86 ; large, order and disorder in (Hard ) 
519, 553, (Dunlop) (O) 611; small, 
obstruction: of (A) 665; wounds © of 
(Walker and Hutchinson) 200 ; see also 


Colon 
Intracrant al Arterial Aneurysms (Dandy) 
Intussusception with ameebic dysentery 
(Parry) 50 
Iodine—in thyroid medication (Carey) 
(C) 35; in thyrotoxicosis (Eaton) 172 
Ireland—rheumatism clinic in Dublin, 549 
Iron oxide, lungs and (McLaughlin and 
others) 337, (C) 514, ae 344, (Whit- 
well) (C) 414, (Craw) (C) 44 
ric Arg test of colour Het (Grieve) (€) 


80 
Isoagglutination, temperature 


and in 
blood-grouping (Nelson) 109 l 


J 
Jarman, T. F., reaction after pneumo- 
peritoneum treatment, 304 
J aundice—arsenotherapy, een of 
by blood (MacCallum) 342; serum, 
(Havens and others) 202; see also 
Foe sue Weil’s discase ” 


J KA , ón penicillin in gas gangrene 
A) 33° 
Jettie, ‘John, 231 
Jennings, G. H.—general ractice a 
specialty § (C) 769; tuberculous menin- 
gitis, 466 


Jepson, | R. P., sulphadiazine dysuria, 751 

Jervis J., appointment, 742 

J a eh C. H. , venous return from the 
arm in man, 160 

rier L., gr agent certification (C) 

Johnstone, o 
bosis, 9, (LA 


P: cavernous sinus throm- 


3 l - Cecil Joll 
a Fund (Bolton and others) (C) 


J ones T. R. L., penicillinsin gonorrhea, 


Joslin, E. P., on diabetic coma (A) 567 

J ournals--American, delayed (A) 217; 
British Orthoptic Journal (LA) 407; 

_ Journal of American Medical Associa- 
tion (A) 217; Journal of Documenta- 
tion, 261; Journal of Indian Army 
Medical Corps, 806: Soviet Medical 
Chronicle, 476 

Jungle warfare, 179 — 


K 


Kaplan, I. I., and Waters, C. A 
Book of Radiology, 1944 (R) 663" 
Bev, W. W. ., nicotinamide in human gut, 


Keers, R. Y., and Rigden, B. G., Pul- 
monu Tuberculosis (R) 756 

Keesey, J. H., (O) 549 

Kelson, J. D., complete lead- -swinger (C) 


» Year 


387- 
Kelynack, (0) 67 
Kemp, F. H, xX rays in Jagnosis of gas- 


- gangrene, 332, (LA) 50 

Kenny, M.. on pelvic pee (LA) 183 

Kenwood, H. R., (0) 80 

Keratosis follicularis in Africans (Robin- 
son) (C) 6 

Kerley, P. 55., radiological diagnosis of 
myocardial: infarction, 52 

Kerly, M., school meals and nutrition of 
children, 637 | 

Kerr, D. J. å., aons after being shot 
through the Drain, 467 

Kerr, H. W., appointment, 708 

Key A., wound suture and penicillin 
in fractures, 232 

Kidney—nephritis, penicillin in (Suchecki) 
(C) 480; nephrosclerosis, ammonium 
chloride and (Selye, Hall and Rowley) 
301: sulphadiazine dysuria (J epson and 
Whitty) 751; traumatic anuria (LA) 


King, E. J.—estimation of mepacrine : 
in plasma and blood, 814, in urine, 686 
(LA) 694 

King Edward’s Hospital Fund for London 
—grant from Nuffield Trust for Special 

. Areas, 102; memoranda: on hospital 
diet, (LA) 19, 123, on standards of 
hospital staffing (A) "826 

Kingsley, L. V., on ecology of psychiatric 
illness (A) 475 

Kirk, R., spread of infective hepatitis, 80, 
(LA) 213 

Kitchin, M. K. F. (0) 228 

Kempo K: on gout (A) 187 

Knages, R. L. "(O) 612 

Knee—injuri ies in soldiers (Wilkinson and 
Burt) 684, (Fisher) (C) 802; intra- 
synovial injection of penicillin (Florcy 
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and Heatley) 750; wounds of (Burns, 
Young and Muller) 551 

Knott, F. A., absorption of aerosol peni- 
cillin via the lungs, 468 

ery R., effect of penicillin on cultures, 


Kon, S. K., on vitamin synthesis in ali- 
mentary tract, 85 l 

Kremer, M.—brachial pain from herniation 
of cervical intervertebral disc, 4, (A) 24, 
(A) 441; sulphamezathine in body- 
fluids, 496 

Krestin, D., treatment of rickets with 
vitamin D,, 781 
uhn, H. S., Industrial Ophthalmology 
(R) 564 


L 


Laboratory animals, care of (Hume and 
Vinter) (C) 129 ` 
Hactation, hormonal stimulation of (LA) 


Lady of the Hare (Layard) (C) 470 

Lamb, W. L., chronic amebiasis, 455 

Laming Evans, E. (O) 547 

Lancashire, mass radiography in, 230 

LANCET, THE, index, 476 

Lane, R. E., appointment, 294 

Langdon-Davies, J., British Achievement 
in the Art of Healing (R) 788 - 

Lapar. S P., pædiatrics or child health ? 


Lapin, J. H., Whooping Cough (R) 436 
Laurence, W. L., on lysozyme, biotin and 


mides (C) 99 

Lawrie, R., primary closure of battle 
wounds of face, 625 : 

Lawson, Sir A., Royal Medical Benevolent 
Fund (C) 191 : 

Lawson, A., catering in hospitals (C) 130 

Lawson, R. S. (O) 836 

Lawson Tait centenary, 336 

Layard, J., Lady of the Hare (R) 470 

Layton, T. B., discipline in a medical 
service (C) 445 

Leadbitter, O. C., hearing-aids (C) 577 


LEADING ARTICLES 


Academy of medicine, 117—Ætiology 
of infective hepatitis, 213—Anatomy 
of research, 437—Anuria, traumatic, 
244—Army diet in the tropics, 759— 
Arterial advances, 20—Artificial 
pneumoperitoneum, 534 

Blood proteins, therapeutic value of, 
726—Bread, whiter, 343—Broncho- 
pneumonia in infants, 630—Burns: 
ert of, 309, trends in treatment 
or, 

Cartels, hormones, and sharp practice, 
501—Certification, indulgent, 789— 
Chemotherapy, intraperitoneal, 184— 
Civilian life, return to, 629—Colos- 
tomy, 595—Contracted pelvis, 183— 
Control of liver extracts, 277 

Death in the first year, 821— Deliverance, 
595—Diabetic coma, 567—Disabled, 
resettlement of, 406—Disability after 
head injury, 663—Discharged from 
hospital, 596—Doctors, Service and 
civilian, exchange of, 471— Dressing 
of burns, 310 . 

Education Act 1944, 823—Estimation 
of mepacrine, 694, 

First fruits of peace, 565—Food cuts for 
victors and vanquished, 693—Frac- 
tures, compound, penicillin in, 243— 
Future of medical museums, 376 

Gas gangrene, 5U3—General post ?, 471 
—Germany, treatment of, 535— 
Globulin in control of measles, 405— 
Group relationships, 565— Gunshot 
wounds of bone, 149 

Heemotborax, 151—Hand, infected, 87 
—Head injury, disability after, 663— 
Hepatitis, infective, setiology of, 213 
—Hormonal stimulation of lactation, 
345—Hormone cartel, international, 
501—Hospitals: catering in, 19, 
discharged patients, 596, standard of 
care in, 631—Housing, 438—How 
penicillin works, 276—Hundred per 
cent., 473 

Indolent early tuberculosis, 821—In- 
dulgent certification, 789— Industrial 
health service, 150— Infant mortality, 
821—Infected hand, 87—Intra- 
peritoneal chemotherapy, 184—Iron 
oxide in the lung, 344 

Keep moving, please, 118 

Lactation, hormonal stimulation of, 345 
—Liver extracts, control of, 277— 
Lung, iron oxide in, 344 

Measles, globulin in control of, 405— 
Medical museum, future of, 376— 
Medical principal, 216—Mepacrine, 
estimation of, 694—Milk policy, 50 2— 
Movement after operation, 118 
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National health service : British Medical 
Association, representative meeting 
and, 473, 534, Negotiating Com- 
mittee’s report, 405, universal or 
partial, 473—-National loaf, 693— 
Nurses, assistant, 664—Nursing staff 
in sanatorium and hospital, 694 

Orthoptics in peace and war, 407—Our 
tuberculosis service, 275 

Partial starvation and its treatment, 
375—Pelvis, contracted, 183—Peni- 
cillin: by mouth, 215, in compound 
fractures, 243, mode of action, 276— 
Pertussis next ?, 664—Phosphatase, 
acid, secretion of by prostate, 790— 
Pneumoperitoneum, artificial, 534— 
Prisoners-of-war, resetlement of, 565 
—Prostate, secretion of acid phos- 
phatase by, 790—Protein in illness, 
309—Psychiatrists in harmony, 758 

Rations and relief, .311—Regional plan, 
88—Release and replacement, 725— 
Research, anatomy of, 437—Re- 
settlement, 406—Restaurant hygiene, 
245—Return to civil life, 629 

Scrub typhus, 310—Secretion of acid 
phosphatase by prostate, 790—Ser- 
vice-men, return of to civil life, 629— 
Slums, 438—SQN and SRN, 664— 
Staphylococcal carrier, 437—Starva- 
tion, partial, and its treatment, 375— 
Streptococcal cross-infection, 566— 
Surgery, war, time, place and cir- 
cumstance in, 757 

Therapeutic value of blood proteins, 726 
—Thiouracil, 472—Time for decision, 
533—Time, place and circumstance 
in war surgery, 757—Too ill to go to 
hospital, 631—Traumatic anuria, 244 
—Treatment of Germany, 535— 
Trench foot, 214—Trends in treat- 
ment of burns, 119—Tropics, army 
diet in, 759—Tuberculosis : in Service 
men and women, 694, indolent early, 
821, service, 274—Typhus, scrub, 310 

War surgery, time, place and circum- 
stance in, 757—Where people live 
438—Whiter bread, 343—-Who should 
feed the sick ?, 
shot, of bone, 149 


Leather, J. B., clostridial infections in 
war wounds, 487, (LA) 503 
ee Hospital for Mental Diseases, 


19—-Wounds, gun- 


Lees, R., psychiatric casualties in Malta 
(C) 65 


Leeson, H. H., Your Doctor of the Future 
(R) 594 

Leete, H. M. (O) 292 

Legal assistance (A) 792 

Le Gros Clark, F., on health, food and 
agriculture, 253 

Le Gros Clark, W. E., on vascularisation 

- of muscles, 17, (LA) 20 

Legs, shortening of (A) 506 . 

een Buzzard, record blood donations, 

Leloir, L. F., and others, Hipertension 
Arterial Nefrogena (R) 116 

Leprosy—advance treatment, 357; 
British Empire Relief Association, 581 

Leptospira icterohemorrhagieg antiserum in 
Weil’s disease (Cross) 211 

Lethem, W. A., milk testing for tubercle 
bacilli (C) 577 

Leucotomy—for neurosis (A) 378; Intro- 
duction to Physical Methods of Treat- 
rent m Psychiatry (Sargant and Slater) 

Lovy, H., National Health Insurance (R) 


Lery, R. L., on cardiac hypertrophy (A) 


Lewis, A. J., appointment, 390 

Lewis, Messrs. H. K.—a hundred years of 
books, 37; library, catalogue, 230 

Lewis, Sir T.—Exercises in Human 
(Ohi (R) 404; death of, 376; 


Lewson, S. C., chair of psychiatry (C) 481 

Lewthwaite, R., scrub typhus (C) 770 

Leys, D. G.—hyperthyroidism, methyl 
thiouracil in, 461, (LA) 472; sudden 
death after intravenous ‘neptal’ (C) 


160 

Liberated countries, see Europe 

Librarians, journal for, 261 

Ligature, arterial (LA) 20 

Limbs,  artificial—Departmental Com- 
mittee on (P) 190; new type of pros- 
thesis, 819, 

Linfoot, S., bacteriology of restaurant 
cups (C) 259 

Ling Physical Education Association, 420 

Lister medal, 678 

Lister, W. A., medical superintendent (C) 
513, (C) 703 

Litherland, D. G., and others, accom- 
modation for women students (C) 352 

Little, C. J. H., penicillin by mouth, 203, 
(LA) 216, (A) 314, (A) 597 

Liver—disease of, vitamin K and, 4693 
primary cancer of (Schoental) (C) 226 
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Liver extracts—contro] of (LA) 277, 
(Emery and MHurran) (C) 324; in 
anemia, 691 : 

Liverpool psychiatric clinic, 422, 614 

Lloyd George, D.—(P) 449; medical 
profession and (A) 440 

Lloyd Jones, T. R., penicillin in gonor- 
rhea, 368 

Local government—finance (LA) 57, 633 
joint boards and committees, 63 ; Local 
Government Boundary Commission 
(LA) 57, 64; structure of (LA) 57; 

_white-paper on (LA) 57, 63, Minister of 
Health and (P) 256 

London—bronchopneumonia in London 
infants (LA) 630; hospitals of, 600; 


Institute of Child Health, 196; local 
government in (LA) 57, 64; remand 
homes in, report (P) 191 
London and Counties Medical Protection 
Society, 730; annual meeting, 831 
London County Council—accommodation 
for old people, 69 ; appointments, 358 ; 


chair of psychiatry at University of 
London and, 197, (C) 224, (Bowen) (GC) 
260, (James) (C) 260, (C) 260, (Mac- 
Keith) (C) 288, (C) 288, (Pearce) (CO) 
351, (Main) (C) 351, (Bennet) (C) 387, 
(Maxwell) (C) 387, (C) 415, (C) 415, 
(Lewson) (C) 481; consultant appoint- 


ments for officers of, 390; foster- 
parents, payment of, 356; mass- 
radiography unit, 198; physiotherapy 


staff, 326 

London School of Hygiene—chair of 
medical statistics, 741; lectures, 476 

Low Countries, wounded in, 218, 250 

Lowdon, C. S. R. (O) 161 , 

Lucite calvarium (A) 793 

Luck, J. M., and Hal, V. E., Annual 
Review of Physiology (R) 86 

Lumb, G., penicillin by mouth, 203, (LA) 
216, (A) 314, (A) 597 

Lund, E., spontaneous pneumothorax and 
staphylococcal empyema, 661 

Lungs—absorption of aerosol penicillin 
via lungs (Knott and Clark) 468; 
artificial pneumoperitoneum (LA) 534 3 
bleeding from (Barrett) 103; forcign 
bodies in, 106: iron oxide dust and 

- (McLaughlin and others) 337, (LA) 344, 
(C) 514, (Whitwell) (C) 414, (Craw) (C) 
448; pleural and pulmonary suppura- 
tion, penicillin in (Roberts, Tubbs and 
Bates) 39; pulmonary concussion in 
battle wounds (Savage) 424: siderosis 
(McLaughlin and others) 240: trau- 
matic pyothorax (Collis, Davison and 
Smith) 778 

Luxton, R. W., pneumococcal lobar pneu- 
monia, sulphamezathine in, 78, (C) 258 

Lymphogranuloma inguinale in RAF 
(McLaughlin) 807 

Lysozyme, biotin and avidin (A) 568 


M 


MacCallum, F. O., transmission of arseņo- 
therapy jaundice by blood, 342 

McCance, R. A., appointment, 421 

MacConaill, M. A., on acromioclavicular 
joint (A) 409 

McCormick, H., radio-frequency currents 
in tumour treatment (C) 193, (C) 416 

ar ee E. J., on cancer propaganda 

5 

McEwen, R. J. B., compound fracture of 
femur, 623 

McFarlan, A. M., secondary familial in- 
fective hepatitis, 592 

MacFarlane, J. A., compound fractures in 
war, 135, (LA) 149 

aa R. G., on blood coagulation, 


MacGregor, A. B., pin fixation for frac- 
tured mandible, 816 

McIndoe, M. H., Polish decoration, 774 

McIntyre, R., MP for Motherwell, 506 

McKee, G. K., metal anastomosis tubes in 
tendon suture, 659 f 

McKelvie, A. R., decoration, 800 

M aS J. R., Practica) Anæsthetics 


McKeown, T., appointment, 454 

Mackintosh, J. M., appointment, 154 

Maclay, W. S., appointment, 390 

McLaughlin, A. I. G., iron oxide dust and 
silver finishers, 337, (LA) 344, (C) 514 

Mclaughlin, . R., lymphogranuloma 
inguinale in RAF, 807 

MacLennan, H. R., on contracted pelvis 
(LA) 183 

McLetchie, N., nephro- 
sclerosis (C) 706 

McMullen, W. H., Faculty of Ophthal- 
mologists (C) 226 l 

MacNaughton, E. A., on war surgery, 17 

Macwatt, Sir C. (O) 612 

Madagascar, leprosy in, 357 

era B. G., alkali for crush injuries 

225 


. 


experimental 


~ 


. May, H. B., testing creams and 
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Magee, H. E.—on starvation (L.A) 375, 
on provein hydrolysates for, 723 

Magill, K., schoo! meals and nutrition of 
children. 637 


‘Magner, D., meningitis due to Ps. pyo- 


cyanea, 112, (A) 121 
Maher, F. T., Reticulo-Endothelial System 
in Sulphonamide Activity (R) 628 
Mair, G. B., idiopathic gangrene of scro- 
tum, 464, (A) 476 


es F. G., penicillin in gonorrhea, 
368 
Malaria—cerebral (Marriott) 680; drugs 


for (A) 216; in England, 181; in India 
South-East Asia 


(Morris) 746; in 
(Marriott) 680; in the jungle, 180; 
increase in Europe, 477; laboratory 


diagnosis of, 181; quinine, mepacrine 
and pamaquin in, 180; Tanret test, 182 


Malingering, propaganda leaflet by Ger- 
mans on, 318, (Kelson) (C) 387 

Malnutrition—in liberated countries (P) 
223, (LA) 375, (P) 450; ‘* Malnutrition ” 
(Curtis and Gilbey) 325 

Malta—poliomyelitis in (A) 667; psy- 
chiatric casualties in (Lees) (C) 65, 
(Cassar) (C) 160 

Manchée, D., Social Service in a General 
Hospital (R) 116 

Manchester, penicillinin hospital cases, 469 

Manipulation—Treatment by Manipu- 


lation (Fisher) (R) 182 


- Mankind— Medicine and Mankind (Sorsby) 


(R) 692 
Mansel], G. S., on enuresis (A) 728 
Manson, Sir P., career of, 37 
Manson-Bahr, Sir P.—mites in human 
fæces, 81, (corrigendum) 134 ; on Sir P. 
Manson, 37 
Markham, V., on training for domestic 
~- service (AJ 793 
Marriage Guidance Council, 69, 196, 439 
Marriott, H. L., medical problems of 
South-East Asia Command, 679 


- Marsh, F.—animal life in deserts (C) 289; 


_cutaneous gangrene (C) 739; medical 
superintendent (C) 643; overheating 
(C) 545: typhoid-salmonella group (C) 
any ; Wassermann and refrigerator (C) 

Masani, M. R., Your Food: Study of 
Food and Nutrition in India (R) 788 

wer eae R. H., periarteritis nodosa, 


5 
Mason, R. P. S., clostridial infections in 
war wounds, 487, (LA) 503 
Mason Brown, J. J., wounds of soft tisuse, 
two-stage treatment, 588 , 
Materia Medica—Hale-White’s Materia 
Medica, Pharmacy, Pharmacology and 
Therapeutics (Douthwaite) (R) 470 
Maternity and child welfare, conference, 


71 
Maternity home, Tetbury (P) 32 
Maternity in the Army (Hood) 713 
Maternity services in Glasgow (P) 224 
Matthews, D. N., storage of skin for auto- 
genous grafts, 775 
Maxwell, R. W., chair of psychiatry (C) 387 
acterio- 


statics, 83 

Measles—death from (A) 536; globulin in 
control of (LA) 405 

Measurement. of Colour (Wright) (R) 802 

Medical administrators (Hood) 712 

Medical and nutritional problems, com- 
mittee on (P) 542 ° 

Medical appointments—permanent (P) 
575; Service doctors and, see Psychiatry 

Medical books and journals, paper for (P) 
127, (P) 384 

Medical consultants, houses of (P) 737 

Medical curriculum, revision of (P) 126, 
701, 794; see also Medical education and 
Medical schools 

Medical education—Government and (A) 
246; grants for (P) 126, (A) 246, 255; 


revision of curriculum (P) 126, 701, 794; 


undergraduate medical school at Ox- 
ford (Bateman and others) (C) 610, 
(Graham-Little) (C) 705. (C) 834, 
(Batty, Shaw and others) (C) 707, 
(Russell) (C) 834; see also Medical 
schools < 

Medica] Insurance Agency, 710 

Medical library—Cowlishaw’s (A) 599; 
H. K. Lewis’s, catalogue, 

Medical man-power—(P) 31, (P) 708; 
“ Medical Man Power the Twentieth 
Century Church ” (Campbell) 453 

Medical missions, 453 

Medical: Personnel (Priority) Committee 
(P) 735, (P) 736 

Medical practices, sale of, (P) 608 

Medical profession—decisions by in war- 
time (Graham-Little) (C) 35; Negoti- 
ating Committee on national health 
service (A) 92, (LA) 405, (P) 510, 
(P) 512, (LA) 533 

Medical referee, functions of (ML) 765 

Medical Register—(A) 170; names erased, 
316, 732; numbers on, 701 

aC research, committee for colonies, 
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Medical Research Council—(LA) 437; 
appointment, 278; biochemical re- 
search unit, 646; expenditure of (P) 

' 418; National Collection of war 
injuries, 253; Penicillin Clinical Trials 
Committee, centres for research in 
endocarditis (A) 217, (Christie) (C) 225; 

ublications: arterial injuries (LA) 20 
urns and scalds (A) 153, hospital 
infection (A) 122, mass miniature radio- 
graphy of civilians, 284, (LA) 276, 
nutritive values of wartime foods, 773 

Medical schools—Goodenough Committee, 
report : chemical pathology, 830, 
Government and (A) 246, (P) 255, 794, 
Ministry of Health on (A) 120, (P) 126, 
recommendations (P) 126, (P) 255, 
students of both sexes (Shaw) (C) 769, 
794, teachers of psychiatry and, 197; 
undergraduate medical school at Ox- 
ford (Bateman and others) (C) 610, 
(Graham -Little) (C).. 705, (C) 834, 
(Batty Shaw and others) (C) 707, 
(Russell) (C) 834 

Medical service—discipline in (Layton) (C) 
445, (Cooke) (C) 514; for children (A) 
378; group, 773; in South-East Asia 
(Marriott) 679; local authorities and 
(A) 378; on the Continent (LA) 725 

Medical students—at Belsen concentration 
camp (A) 570, (A) 730, 766; in hospital 
(Hastings) 73; intake of (P) 575 

Medical superintendent - (Hastings) 71, 
(Lister) (C) 513, (C) 703, (Cooke) (C) 514, 
Hadley) (C) 545, (Menzies) (C) 576, 
Marsh) (C) 643, (d’Offay) (C) 674 

Medical tea-party, 229 

Medical War Relief Fund, 261 

Medicine—Medicine and Mankind (Sorsby) 
(R) 692; medicine and the State (Lord 
Horder) 295; Synopsis of Medicine 
(Tidy) (R) 692; total medicine (Hood) 
711, (Watson-Williams) (C) 801 

MEDICINE AND THE LAW.—Bogus practi- 
tioners, 62—Convicted doctor and 
contempt of court, 677—Criticism of a 
coroner, 28—Dispensary not. a ‘‘ hos- 
pital,” 62—Judic view of lax certi* 
fication, 382—Medical board’s certificate 
final, 133—Medical referee, functions of, 
765—Posing as registered practitioner, 
-539—Registration as false statement, 
708—Unlicensed establishment for dia- 
thermy treatment, 381 

Medico-Legal Society, 102, 262, 646 

Medvei, V. C., hot baths and human 
fertility (C) 833 

Meerloo, A. M., psychopathic reactions in 
liberated countries, 443 

Megaw, Sir J., and Rogers, Sir L., Tropical 
Medicine (R) 86 

Melanoma, malignant (Brailsford) (C) 34, 
oon” (C) 35, (Denholm-Young) (C) 


Melrose, D. G., dorsal decubitus (C) 546 

Meningitis—acute, 372; Bact. colt menin- 
gitis, urea and sulphonamide treatment 

H. influenze and 
(Straker) 817; 
field) 402; Ps. pyocyanea and: (Bot- 
terell and Magner) 112, after spinal 
analgesia (Evans) 115, (A) 121, (Dodd) 
(C) 286, (Mills) (C) 287, (Northfield) (C) 
352 ; sulphonamides in, 372 ; syphilitic, 
penicillin in (A) 696; tuberculous 
eae 466; with mumps orchitis 

oe 

Meningococcal-adrenal syndrome (Holmes 
and Cowan) 13 

Menstrual tampons, 421 

Mental Abnormality and Crime (Rad- 
zinowicz and Turner) (R) 116 

Menta] After Care Association, 358 

Mental disease—ecology of (A) 475; 
Public Attitude towards Mental Disease 
(Hill) (R) 18 

Mental health service (LA) 758, 763 

Mental hospitals, 764 

MeO Ste Sir F., medical superintendent 

Mepacrine—estimation of: (LA) 693, in 
plasma and blood (King and Gilchrist) 
814, in plasma (Army Malaria Research 
Unit) 144, 686, (Brown and Rennie) 
686, in urine (King and Gilchrist) 686 > 
in malaria, 180; production of (A) 216 

Merchant seamen, accommodation for in 
ships, 316; see also Services 

Mercurial diuretics (Rennie) 53 

Metazoan immunity (Blacklock) 84 

Methionine in diet after burns (Croft and 
Peters) 268, (LA) 309 

*‘ Methoxone ’ weed killer, 509 

ae ae on lysozyme, biotin and avidin 

MOTT L., ethics of reprint distribution 

Mild aleee loca] government in (LA) 57, 


Midwives—administration of analgesics by 
P) 768; for the West Indies, 155 
miez pack in thoracic wound (Clarke) 


| Muir, W. 


[Ocr. 20, 1945 


Miles, A. A.—appointment, 278; 
bacteriology of septic hand (A) 634 
Milk—for school children, 197 ; inspection 
of producers’ premises (P) 159; in 
cartons, 227; milk policy (LA) 502, 
(P) 510, (Lethem) (C) 577; “ Nation’s 
Milk, The,” 227 ;. pasteurisation, 511 ; 
- priority (P) 224; ‘ Rotolactor’ milking 
unit, 509; supplies (P) 127: tuber- 
culin-tested for expectant mothers (P) 
576: tuberculous (LA) 502, (P) 510, 
testing for (Lethem) (C) 577 
Miller, E., psychiatric casualties from 
Normandy, 364 
MT Geh ats tube in intestinal obstruction 
es, H. L., pulmonary embolism in 
nis i ee or wae o PEF 
, +» On peronea alsy followin 
parturition, 755 P s 
lis, W. G.—infection following spinal 
anæsthesia (C) 287 ; medical demobilisa- 
tion (C) 835 
Milne, G. R., fixation of skin-grafts with 
human plasma and\thrombin, 498 
Miners—hernia in (P) 127; nutrition and 
health of (P) 191; pneumoconiosis in 
(P) 159, (P) 737; traumatic anuria in 
(Caplan and Dunkerley) 147, (LA) 244 
Minister of Health—British Medical Asso- 
ciation and (P) 541, (P) 575, (P) 797, 
- (P) 799; committee on remuneration 
of general practitioners (LA) 377; 
designation (P) 736; Negotiating Com- 
mi on national health service and 
(P) 510, (LA) 533, 538 ; on Goodenough 
report on medical schools (A) 120; 
on housing (P) 450; on local govern- 
ment (P) 256; report on hospital 
services of London and surrounding 
Minister of R 
ro econstruction, white-paper 
on housing, 412 RSE 


Xi 


no 


Ministry of Education—medical service 


for children (A) 378; amphlet on 
“The Nation’s Schools P (LA) 823; 
provision for handicapped children, 
Sh ; report on community centres (A) 


Ministry of Food, booklet on 
rations for invalids, 38 . PEONY 

Ministry of Health—Kerr, H. W., parlia- 
mentary secretary (P) 708 ; memoranda: 
hospital diet, 385, postgraduate training 
for medical officers after demobilisation, 
507; supply of standardised instru- 
ments by (Crow) 482 

Ministry of Labour, interim scheme for 
eee eae of epee oh (LA) 406 

> R. J., an es, J., Textb 

of Ansesthetics (R) 54 : 

Mitchell, G. A. G., penicillin in serous 


schon Oy on 

rs ; +» 8 onamide - 
junctivitis, 649 P Bey eee 
Mites in human fæces (Manson-Babr and 
wieeoton) 81, Corie odum) a 

man, M., on acute meningitis 2 
Mitosis (Schrader) (R) 436 a 
Mitral stenosis—hemoptysis in (A) 122; 
simulating silicosis (A) 697 

Pun ae H. W. L., Regional Analgesia 
Monopoly, international cartels and (LA) 


Montuschi, E., Pah effusion in atypical 

Moos Be et oral tica fro t 
oore, B., eurella septica ` 
bite, 753 j p A 

Moore, R. A., Textbook of Pathology (R) 


Moral weltare of Perry bane 549 

oran, ord—Anatomy of ° Courage 
A) 249; president, Royal College of 
hysicians, 410; tribute to Lord 


- Dawson, 388 
Moran, T., scientific basis of 80% extrac- 
E nonr, C95, (a) es i j 
orkam, F., school meals and nutrit 
children, 637 GrP OS 
MORIE, H., stress fractures (C) 543, (C) 


06 

Morris, J. N., health of four hundred mil- 
lions, 743 

Moseley, H. F., Shoulder Lesions (R) 470 

Mosquitoes—DDT and, 308; insecticides 
and (Shute) (C) 66; Mosquito Control 
(Herms and Gray) (R) 242: protection 
against for crews of ships, 358 

Motor Cortex—Precentral Motor Cortex 
(Bucy) (R) 470 

Movement after operation (LA) 118 

Mucuk; protective properties of (Hardy) 


Muecke, F. F. (0) 548 
Muggleton, W. J., mites in human fæces, 
81, (corrigendum) 134 
A., infant mortality in Medway 
towns (C) 643 
Mulkern, P. D.—discharged from hospital 
(C) ine ; general practice a specialty ? 


Muller, G. M., wounds of knee-joint, 551 
Mullins, M. (0) 193 : 
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Mumps—primary mumps orchitis with 
meningitis (Coe) 49 

Munoz, J. M., and others, Hipertension 
Arterial Nefrogena (R) 116 

Munster, Lord, report on welfare of 
British forces in the Far East (P) 31 

Muntarbhorn, S., cavernous sinus throm- 
bosis, heparin and sulphathiazole in, 10, 
(LA) 88 

Murray, A. A., two-stage opcration in 
battle wounds, 621 

Murray, J.—familial spastic paresis and 
Rh sensitisation (C) 739; on Rh 
antigens and sera (A) 825 
Muscles—denervation and re-inervation of, 

l 17; measurement of action potentials 
of, 820: movement after injury (LA) 
119; ; vascularisation of, 17 

Museums—medical, future of (LA) 376; 
Royal College of Surgeons : 
museum (Turner) 359, (LA) 377, 
war .injuries collection, 253, (A) 346, 
aaa Wellcome medical museum (LA) 

Mushin, W. W., air-embolism during blood- 
transfusion (C) 611 

Mutch, N., penicillin by inhalation, 650 

Myelography in examination of herniation 
of disc (Eliott and Kremer) 4 

Myerson, M. C., Tuberculosis of Ear, Nose 
and Throat (R) 200 

Myocardial infarction, radiology in 
(Cameron and Kerley) 52 

Myocarditis in children (A) 186 


N 


Natarajan, B., cold agglutination in 
tropical eosinophilia, 148 

Nathan, H. A., scabies, 97 

National Birthday Trust Fund, lecture for 
expectant mothcrs, 582 

National Council for Mental Health, after- 
care scheme (A) 729 

National Council of Social Service, relief 
of old age, 453 

National Health Insurance—British 
Medical Association and (A) 440; 
dispensing (P) 191; Lloyd George and 
(A) 440 ; medical records, 444 ; National 


Health Insurance (Levy) (R) 470; 
provisions of ) 5333 ` sickness 
claims, 156 
NATIONAL HEALTH SERVICE 


Administration (Batten) (C) 33, (C) 33, 
(Chapman) (C) 9 

Beveridge, Sir W. a Bate (C) 544, 
(C) 577—British Institute of Public 
Cpinion, pamphlet by, 171—British 
Medical Association: Ministry of 
Health and (P) 541, (P) 575, (P) 797, 
(P) 799; report of Negotiating Com- 
mittee and (LA) 405, (LA) 533 ; repre- 
sentative meeting (LA) 473 

Central Medical Board, 538—Certifica- 
tion and (LA) 789—Comprchensive 
service by January, 1946 ? 635, (Haden 
Guest) (C) 703 

Doctors: doctor and patient relation- 
ship, 229; young, views of, 221 

Emergency "Medical Service ‘and, 635, 
(Haden Guest) (C) 703 

General Election and (LA) 533, (P) §42— 
General practice, 635—Government 
document on (P) 541, (P) 574, (P) 
575, (P) Da o? 799—Guest, Haden, 
on, 635, (C) 

- Health ee LAJ 534, (P) 574— 
Horder, Lord, on medicine and the 
State, 295—Hospital service, 635— 
Hundred per cent. issue (LA) 473, 
(Boldero) (C) 544, (Batten) (C) 544 

Medical man-power, distribution of (A) 
154—Medical pEscuilioners, committee 
on remuneration of, 253—Medical 
profession in (Batten) (C) 33, (C) 33— 
Medicine and the State (Lord Horder) 
295—Minister of Health: British 
Medical Association and (P) 541, 
(P) 575, (P) 797, (P) 799 ; Negotiating 
Committee and (A) 92, (LA) 405, 

` (P) 510, (P) 512, (LA) 633 

-National Health Insurance and (LA) 22 
—Negotiating Committee Ministry 
of Health and (A) 92, (P) 510, (P) 
512—(report) (LA) 405, (LA) 533 

Pharmacists and, 102—Planning bodies 
(A) 154—Proposals, changes in (P) 
799—Psychiatric services in, 763, 
(LA) 758 

Socialist Medical Association, resolution 
by, 605 

Tory Reform Group and (LA) 22 

Universal or partial (LA).473 

Voluntary hospitals, 229, 298, (LA) 534 

White-paper : 
medical officers of health on (A) 92 

SOE eoeree of the Future (Leeson) (R) 
59 


Hunteri ian’ 


discussion on Py s 


National Institute for the Blind, 188 

National Institute for the Deaf, 453 

National Institute of Houseworkers (A) 793 

National loaf—(P) 126, (LA) 343, 418, 
(Swindells) (C) 448, (Harris) (C) 482, 
(P) 608, (P) 644, (LA) 693, 742 ; scientific 
basis of 80% extraction flour (Moran 
and Drummond) 698, (LA) 693 

National War Formulary, 101 

Nation’s Healtb, The (pamphlet) 171 

Naval Medical Compassionate Fund, 497 

Needle for marrow puncture and infusion 
(Darmady) (NI) 242 

Neely H., on procame hydrochloride in 
flat, "foot (A) 792 

Neely, J. C., penicillin lamelle in eye 
conditions, 85, (A) 92 

Neighbours, hungry (A) 279 

BREE H., on movement after operation 

1 

Nelson, 3. ea. temperature and isoagglu- 
tination in blood-grouping, 109 

Nelson, R. A., on penicillin in sy philitic 
meningitis (A) 696 

Nelson-Jones, A., tracheotomy in bulbar 
poliomyelitis, 561 

Neoarsphenamine in Tonen eosinophilia 
(Apley and Grant) 812 

Nephritis, penicillin in (Suchecki) (C) 480 

Nephrosclerosis—ammonium chloride and 
(Selye, Hall and Rowley) 301; experi- 
mental (McLetchie) (C) 706 

‘ Neptal,’ intravenous, sudden death after 

- (Rennie) 53, metal (C) 99, (Dick and 
Leys) (C) 160 

Nervous system—nerve homografts (LA) 
55; Physiology of the Nervous System 
(Fulton) (R) 500 

Neuritis, brachial, herniated disc and 
(Elliott and Kremer) 4, (A) 24, (Turner) 
(C) 287 

Neurosis—neurotic casualties (A) 729; 
since D-day (Bourne) (C) 258 

Newfoundland, nutrition in (P) 451, (A) 

. 760, 787 

New Guinea, jungle warfare in, 180 


NEW INVENTIONS.—Filter for peritoneal 
suction (Flower) 212—Needle for mar- 
row puncture and infusion (Darmady) 242 


New World—Old Age in the New World 
(Samson) (R) 500 
New Zealand, Eon practice and 


specialty in (A) 633 

Nicholson, C., parent at hospital (C) 704 

“ Nicotinamide ’—in pellagrins and nor- 
mal persons (Ellinger, Benesch and 
Kay) 432; succinyl sulphathiazole and, 
432, 755; synthesis of by intestinal 
flora (Ellinger, Benesch and Kay) 432, 
(Benesch) 718, 755 

Nicotinic acid, synthesis of by intestinal 
flora (Benesch) 718 

Nitrogen—balance: after fracture, 724, 
in burns (A) 91, 724; loss after thermal 
burns (Croft and Peters) 266, (LA) 309 

Noma (A) 728 > 

Normandy, psychiatric casualties from 
(Miller) 364 

Norris, F. W., school meals and nutrition 
of children, 637 

Northfield, D. W. C., meningitis following 
spinal anesthesia (C) 352 

Norway—Child Welfare Councils (A) 37 i9; 
delinquent children in (A) 379 

Nuclear tissue (A) 23 

Nufield—Foundation, medical fellowships 
(A) 536; Provincial Hospitals Trust, 
Yorkshire Regional Hospitals Council 
(LA) 88; Trust for Special Areas, grant 
to King Edward’s Hospital Fund, 102 

Nurserics—day (A) 21; war-time: (P) 32, 
health of children in (Campbell and 
Hirst) (C) 129 | 

Nursery schools (P) 127 

Nurses—assistant (LA) 664 
of, 709; for India and Far East, 710; 
hospital staffs (Hastings) 73; in sana- 
toriums (P) 736; male, at VD clinics 
(Gaskell) (C) 772, (A) 826; mental, 
salaries of (P) 159; Nurses Bill (P) 126, 
(P) 158; Nurses and Midwives Salaries 
Committees (A) 380; pensions for (A) 
380; ratio of staff to in-patients (A) 
826; restriction of title, 838; shortage 
of (P) 513, (P) 677, (P) 798, (Eyre) (C) 
802; State-qualified and State-regis- 
‘tered (LA) 664; student (A) 826; 
training of, 285, (Carter and Pearce) 
(C) 738, (Burton) (C) 771, (Eyre) (C) 
802; young, in tuberculosis wards (A) 
570; see also— 

Nursing—shorter training for VAD nurses 
and auxiliaries, 2943 special fields in, 


4; engagement 


641; staff in sanatorium and bospital 


(LA) 694; standard of (LA) 631; 
syllabus (Lord Auckland) (C) 675 

Nutrition—catering and, lectures, 134; 
health of miners avd (P) 191; in 
Colonies, 27; in Newfoundland (A) 
760: Nutrition and. Relief Work (R) 
374: nutritional factors atfecting wound 
healing, 787: Science of Nutrition 
(Sherman) (R) 724 


, Adler, P., 


O’Brien, G., 


Oddie, 
Gace ‘nutritional (LA) 375 
Cfstrogens—cancer and (A) 505; in can- 


Oldfield, M. 


O 
OBITUARY 


193—Albee, F, H., 324— 
Allen, G. L., 613— Anderson, C. M., 
325—Anneft, H. A., 612— Argo, 
G. A. an 609— Aschaffenburg, G., 
517—Austen, F. A. S., 36—Austin, 
L. J., 643 

Barker, J. H. R., 609—Barlow, Sir T., 
131, 164—Barrett, Sir J., 485 
Bellingham Smith, G., 580—Bibby, 
J. P., 304—Birdwood, G. T., 548— 


i Bishop Harman, N., 803, 336—Bond, 


Sir H., 579 613—Brown, A 549— 
Brown. B. A. M., 417—Browne, G. B., 
Peo puter T. H., did (corrigen- 
dum) 229 

Cameron, I. D., 133—Carte, G. W., 420 
—Chapple, HË., 388—Clow, M. J., +83 


—Coffey, D. J., 517—Collinson, H., 
194—Crimmin, J., 292 

Dawson, Lord, of Penn, 353, 388— 
Dick, J. R., 163— Dingle, C. V., 772 

Eurich, F. W., 292— Evans, E. L., 547— 
Eyres, H. M., 420 

Fenner, R., 228—Freedman, B., 161— 
Freshwater, J. D. H., 452 


Gale, H. E. D., 740 — Gauvain, Sir H., 
McL., 


—Grimtns, 2 foo Gann. P. 


56 

Hamilton, D. L., 195—Harman, N. B., 
803, 836—Hime, H. C. 707 
Howe, R.J.F F.,417——Huont, H. B.,805 

Joll, ©. A., 164, 195 

Keesey, J. H., 549—Kelynack, T. N., 67 
—Kenwood, H. R., 804—Kitchin, 
M. K. F., 2298—Knagës, R. L., 612 

Laming Evans, E., 541—Lawson, R.S., 
836—Leete, H. M., 292—Lewis, 
Sir T., 419—Lowdon, C. S. R.,161 

Macwatt, Sir C., 612—-Muecke, F. F., 
548—Mullins, M., 193 

Oddie, S. I., 676 

Peters, E. oe 195 —Phillips, W., 612 

Rankin, 804—-Richmond, B. A., 
a Ritchie, s7; T., 261, 325 
Robinson, E. S 228—Robinson, P., 


68 

Sachs, H., 547—Scott, W. L., 740— 
Sheen. A. H., 484 — Sheil, G. S., 
609—Simpson, W., 484—Singer, G., 
*293—Smalley, Sir H., 194—Swanson. 
J. C., 645—Sweeting, J. R., 449 | 

Taylor, G. L., 452 

Wainman, F. M., 96—Walker, J. R., 
292—Wallis, E. A., 389—Walters, 


C. F., '67—Waymouth, A., 68 
Wetherell, S., 549—Whipham, 
T. R. C., 163—Whitwell, J. R., 163 


—Wilkinson, A. T., o wian 
J. N., 674—-Wood, D., 484—Wood- 
wark, Sir S., 675— Wright, G., 707— 
Wynter, W. E., 100 
idiopathic gangrene of 
scrotum (C) 544 ° 


Occupational therapy in a naval Despite 


rons 371 
I. (O) 676 


cer: Royal Society of Medicine in- 
vestigation committee (Ellis) (C) 260, 
prostatic (Wray) 783; lactation and 
(LA) 345; cestrone Suspensions, 304 


a’Ottay, T. M. J., medical superintendent. 


(C) 674 


OFFICIAL MEMORANDA.—Educational 


courses for rehabilitation, 196— Hos- 
pital diet, 385—-Hospital services of 
London and surrounding area, 600— 
Housing, 412—Nation’s Schools, The 
(LA) 823—-postgraduate training for 
medical officers after demobilisation, 
507—UNRRA, 28; see also Medical 
Research Council , 


Ogilvie operation for inguinal hernia 


(Brandon) 167 


Oil—dermatitis from cutting oils (Whit-_ 


well) 529 


Old age—Ol]d Age in the New World 


(Samson) (R) 5003 old-age pensioners, 
choice of doctor for (P) 350 


C., iliac hernia after bone- 


grafting, 810 ; 
Oliver, W. A., Smallpox and vaccination 
(C) 35 


TON ACTIVE SERVICE.——Awards, 36, 68, 96, 


161, 193, 220, 257, 293, 317, 356, 389, 
417, 449, 483, 516, 549, 578, 609, 644, 
674, 740, 768, 805, 835——Casualties, 68, 
96, 161. 193, 293, 317, 356, 389, 417. 
419, 483, 549, 578. 609, 644, 674, 740. 
805-—Memoirs : Adler, P., 193; ‘Argo. 
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G. E., 609; Austen, F. A. S., 36; 
Barker, ‘5. H. R., 609; Brown, A. 


549 Brown, B. A. M., 417; Clow, 
M. J.. 483 - Freedman, B., 161; Gale, 
H. B. D., 740; Gunn, P. McL: 356; 
Howe R.: J: Fa- 4172 -Hont H: B:, 
805; Keesey, J. H., 549; [Lowdon, 
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Organisation of Psychiatric Services ” 
(LA) 758, 763; Introduction to Physical 
Methods of Treatment in Psychiatry 
(Sargant and Slater) (R) 212; Liverpool 
Psychiatric Clinic, 614; ‘psychiatric 
casualties: (P) 800, from Normandy 
(Miller) 364, in Malta (Lees) (C) 65, 
(Cassar) (C) 160; psychiatric ex- ervice 
patients (Stalker) (C) 706; psychiatric 

_ hospital units, 764; psychiatrists in 
harmony (LA) 158° psychotic casualties 
a 729; York clinic, Guy’s Hospital, 

Psychology— bowel disorder and (Haray) 
557; new. diploma in psychological 
medicine (A) 152, (Hardcastle) (C) 224; 
Pevenacgy for the Ret Service 
man (Child and van de Water) (R) 820 

Psychopathic reactions in liberated coun- 
tries (Meerloo) 443 

Rey chopbyriolovische Probleme in der 
Medizin (v. Wyss) (R) 54 

Psychosomatic medicine—declining birth- 
rate and (Halliday) 601, (Walker) (C) 
ae Nea practitioner and (Mulkern) 

Psychotic casualties (A) 729 

Psychotherapy, Cassel Hospital, training 
for nurses at, 165 

Public Assistance (Amendment) Order, 
1945 (P) 191 


PUBLIC HEALTH.—Bacillary dysentery in 
Scotland, 416—Confluent smallpox from 


protein hydrolysates in. 


- Rabies 
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North Africa, 482—Control of medical 
appointments, 516—Influence of J. 
Frank, 381—Local health services in 
USA, 794—Milk in cartons, 227— 
Scabies (Nathan) 97—Vital atatiatica of 
third quarter, 1944, 130 


Pulmo onary lobectomy: pregnancy and 
(Cochrane) (C) 352 

Pyothorax, traumatic (Collis, Davison and 
Smit th, 778 


- o Q 


Quinine—in malaria, 180; supplies of (A) 


R 


in man—(Fife) 53; 
(Reynolds) (C) 9 
Race, R., on Rb taen and sera (A) 825 
Radio-frequency currents in tumour treat- 
ment (Forsythe and McCormick) (C) 
193, (C) 416, TUA) 186, (Wilson) (C) 257 
Radio; graphy—mass (C ) 83 5,in Lancashire, 
; “ Mass Miniature Radiography of 
Giviliane ” 284 
Radiology—in gas-gangrene (Kemp) 332 ; 
in myocardial infarction (Cameron and 
Kerley) 52; in obstetrics (LA) 184; 
Year Book of ktadlology: 1944 (Waters 
and Kaplan) (R) 662 
Radiotherapy in osteoclastoma (Hilton) 


Radzinowicz, L., and Turner C., 
Mental Abnormality and Coe ms 116 

Rainsford, S. G., Chadwick award, 670 

BA AY: H., our tuberculosis service (C) 


Ramsay, W. A., pneumococcal lobar 
pneumonia, sulphamezathine in, 78, (C) 


Ráain, C. (O) 804 

Raons pronty, for invalids, 38 ; relief 
and (LA) 3 

Reable or ) cha bilitate ? (Spriggs) (C) 387, 
(Shackle) (C) 482, (Heald) (C) 482, 509 

Reablement in EMS hospitals, 742 


film on 


RECONSTRUOTION.—Central Medical 
Board ?, 538—Comprehensive service 
by January, 1946 ?, 635—Dentistry or 
stomatology ? (Henry) 26—Hospitals 

- of London and surrounding area, 600 
Local government, 63—Sickness claims 
after the war, 156 


Red Cross—in China, 581; Mrs. Church- 
ill’s Red Cross Aid to Russia Fund, 422; 
Red Cross and St. John War Organisa- 
tion, exhibition, 774 

Rees- -Jones, G. F. (O) 578 

Refresher courses for Service medical 
officers (P) 223 

Fop mental medical officers, 238, (Marriott) 


Registrar-General, Pas of vital sta- 
tistics for 1944, 

Registration as alee: statement (ML) 708 

Rehabilitation— Birmingham centre for, 
(A) 347; Pritish Council for Rehabilita- 
tion, 249, » (LA) 406; educational 
courses, R "in EMS hospitals, 742, 
(P) 798 ; in naval hospital (Burrows) 
370 ; of disabled (Watson-Jones) 411; 
Rehabilitation of the Injured: Occu- 
Parona! a apy (Colson) (R) 374 

Reid . Emergency Treatment of 

alira oi Sick at Sea (R) 274 

Relief work—Nutrition and Relief Work 
(R) 374; Relief Worker’s Vocabulary : 
French- English- German (Underwood, 
Scott and Umann) (R) 788; volun- 
teers for, 92, (P) 223 

Remand homes in London (È) 191 

Remington, C., appointment, 102 

Rennie, J : B.. . Budden death after intra- 
venous ‘ Neptal, ’ 53 

Bente, J. L., plasma mepacrine, 686 (LA) 


repatriated civilians, milk and eggs for, 


‘Reprinte, ce of distribution of (Mich- 

aelis 

Research—anatomy of (LA) 437; directed 
team-work in (Fitzwilliams 827 ; beur- 
istic method in (Chance) 828; medical 
expenditure on (P) 31; ‘spirit of 
(Gordon) 807 

Resettlement — of demobilised persone 
(LA) 629; of disabled in work (Fer- 
guson) 391, (LA) 406, OW sons ours) 
ae ; release for doctors and, 668, (LA) 


Respiration, artificial, by rib traction 
(Viswanathan) 238, (Holland) (C) 324, 
(Hay) (C) 387 
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Respiratory tract—absorption of penicillin 
by, 468; bronchopneumonia in infants 
(LA) 630 ; ; respiratory infections, 
streptococcus in (LA) 566; upper, 

_ penicillin in (A) 185; upper respiratory 
clinic for children (AS 40 

Restaurant hygiene (LAS 545, ((Linfoot) 
(C) 259, (C 387, (Lord Amulree) (C) 324, 
(Sturdee) (C 415 

Reticulo Endo hallal System in Sulfona- 
mide Activity (Maher) (R) 628 

Rewell, R. E.—penicillin by inhalation, 
650; penicillin-sensitivity of H. 
fluenze, 785 

Reynolds, S. J., medical films (C) 99 

Rhesus factor—Rh antibody in breast 
milk (Tovey) (C) 192; Rh antisera (A) 
825; Rh sensitisation, familial spastic 
paresis and (Murray) (C) 740 

Rheumatism—clinic in Dablin, 549; 
Empire Rheumatism Council, 517, an- 
nual report (A) 58; recurrent (A) 154; 
rheumatic heart disease in children (A) 
90; “ Rheumatism: a Plan for 
National Action ” (A) 58 

lem, aoa! , Pathogenesis of Tuberculosis 


Richards, F. A., reaction after pneumo- 
peritoneum ea oer 1 414 

Richmond, . (0) 4 

Richmond, BA A., 
fibula, 273 

Richter, D., on biochemical aspects of 
anxiety, 754 

Rickettsial rione 563 

Rickets—rachitic deformities of pelvis 
(LA) 183; vitamin D, in (Krestin) 781 

Rigden, B. O., and Ko, R. Y., Pul- 
monary Tuberculosis (R) 756 

Ritchie, W. T., death of, 230, (O) 261, 325 
obb, Th, on general practice in New 
Zealand (A) 633 

Roberts, iy Tenun of blood to the heart, 
209, (0) 3 

Roberts, J. i H., 
suppuration, pel cillin in 

Robertson, E. A., agar for iai penicillin 
therapy, 720 

Robertson, O. H., on suppression of dust- 

- borne infection (A) 567 

Robinson, E. S. (O) 228 ; 

Robinson, P., keratosis follicularis in 
Africans Ba) 65 

Robinson, P. (0) 6 

Robson, W. Du ou aa in silicosis 
therapy (A) 4 

Rogers, Sir L., and Megaw, Sir J., Tropical 
Medicine (R) 8 

Rooke, J. O., Acepital poe (C) 66 


Pe fracture of 


leural and pulmonary 


Berrie se. e F. D. (A) 506, death 
o 
Root, H. E., on diabetic coma (LA) 567 


Rorschach testing—Large Scale Rorschach 
Techniques a a a and 
Steiner) (R) 532 

Rose, H., on housing, 253 

Rose-hip syrup for Polish 
France, 390 

Rosenak, B. D., 

Rosenberg, E. F., 
(A) 154 


children in 


periarteritis nodosa, 305 
on recurrent rheumatism 


Ross, J., curator, war injuries collection, 
yr ae College of Surgeons, 253, (A) 


O JA localisation of foreign bodies 

Rowley, E. M., ammonium chloride and 
nephrosclerosis, 301 

Royal College of Obstetricians and 
Gynæcologists—diplomas, 486; elec- 
tions, 741 ; fellows, 486,741 ; members, 


, 141 . 

Royal College of Physicians of Edinburgh 
—fellows, 230, 614, 678; lecture, 709 ; 
licentiates, 550 

Royal College of Physicians of Ireland— 
election, 230; fellows, 646 ; licentiates, 
230; members, 230 

Royal College of ‘Physicians of London— 
appointments, 581; committee on 
demobilisation problems, 165 ;. dip- 

- lomas, » 582; elections, 581; 
fellows, 581; lectures, 69, 198, 326, 
410, 421, 506, 730; licences, 165, 581; 
Lord Moran re-elected president, 410: 
members, 165, 581; memorandum on 
Future Organisation of Psychiatric 
Services, 763, (LA), 758; Peediatric 
Committee, report, 605; psychological 
medicine, new diploma in (A) 152 
(Hardcastle) (C). 224; Social an 
Preventive Medicine Committee, report 
°) eee health service (LA) 150, 

Royal College of Surgeons of Edinburgh— 
fellows, 38, 230, 678; licentiates, 550 

Royal College of Surgeons of Ireland, gift 
to Rove College of Surgeons of England, 


13 

Royal College of Surgeons of England— 
appointments, 230, 389, 806, 838; 
British Association of Urological Spr- 
geons at Lincoln’s Inn Fields, 646; 
Buckston Browne Farm, custodian of, 


in-, 


[Ocr. 20, 1945 xv 


322; Council guicoune: 102; dinners, 


monthly, (A) 6 - diplomas, 102, 230, 
. 389, 518, 646, BA elections, 230, 421, 
518: extension of admissibility to 
fellowship, 389; fellows, meeting of, 
§50; French military surgeons at, 357 ; 
Harveian lectures, 311, 711: hon. 
fellow, 357, 741; Hunterian museum 
(Turner) 359, (LA) 376; Hunterian 
oration, 165; lectures, 102, 165, 198, 
‘453, 476, 518, 550, 709, 741; Mac- 
-loghlin scholarship, 806: members, 
- 646, 806; memorial to Sir J. and Lady 
Bland-Sutton, 37; prizes, 518, 646; 


Prophit students, 102; restoration and 
development fund, 220, gifts to, 134, 
389, 453, 709, 806 : war injuries col- 
lection, 253, (A) 346, 348, (LA) 377; 
Sir William Collins: gift from for 
Department of Anatomy, 350, professor 
of pathology, 646 

Royal Colleges—at Lincoln’s Inn Fields 
(LA) 117 ; proposed Academy of Medi- 
cine (LA) 117, (Duke-Elder) (C) 159 

Royal Dental Hospital of London, 198 

Rove Faculty of Physicians and Surgeons 

f Glasgow—fellows, 646; hon. fellow, 

806 : licentiates, 550 

Royal ‘Institute of Chemistry, prize, 774 

Royal Institute of Public Health and 
Hygiene, (LA) 347; lectures, 166, 497 

Royal Institution of Great Britain— 
discourses, 134, 518; H. S. Souttar, 
manager of, 614 

Royal Medical Benevolent Fund, 164, 
(Lawson) (C) 191, 710, (A) 760, 837 

Royal Medico- Psychological Association— 
166, 582, 646; memorandum on 
Future Organisation of Psychiatric 
Services, 763, (LA) 758 

Royal Sanitary Institute, 102, 148, 230, 
262, 308, 422, 774, 838 

Royal Society, fellows (A) 410, 421 

Hoya Society for Prevention of Accidents, 


Rore A A of Arts, infantile paralysis, 
Royal Society of Tropical Medicine and 
Hygiene: 70, 198, 358, 614, 774; 

avers in action, 307 
soy aren G. R., chronic amosbiasis, 455 
ber tubing and penicillin solution 
(Cowan) 178 
Ronde, s oe asymmetry of exophthal- 
mos 
Rushelifte e Committee, report on legal aid 


Russell, Countess, parent at. hospital (C) 

- 642, (LA) 631, (C) 771 , 

Russell, . S. A Goad ouei report (C) 
an penicillin and sulphamezathine, 


Russia—Academy of Medical acione; 
29;  Anglo-Soviet Medical Council, 
838; films from, 69; liberated, health 
services in, 508; medical curriculum, 
lengthened, 476; Mrs. Churchill’s Red 
Cross Aid to Russia Fund, hospitals be 
Rostov-on-Don, 422; Red Army: 
day, 70, women ‘doctors in, 294. 
Russian medical mission, 506 ; Soviet 
Film Agency, 69 

Rychener, R. A 
hyphæma {A) 3 

Rycroft, B. W., blood in the eye (C) 803 


on paracentesis in 


S 


Sachs, H. (O) 547 
F0 MODeNa infection in duck’s eggs (A) 


Salt—deficiency (Black) 299 ; 
Army diet (LA) 760 

Salter, A., Ey a is Hypnosis ? (R) 242 

Sammons, H , Cl. welchii type A toxin, 


457 

Sa a E. D., Ola Age in the New World 

Sanatorium staff, primary tuberculous 
infection in (Edwards, Penman and 
Blair) 429 

Sargant, W.—alcohol and intelligence 
score, 617 ; and Slater, E., Introduction 
to Physical Methods ‘of Treatment in 
Psychiatry (R) 212 

Savage, O., pulmonary concussion in battle 


wounds, 4 424 
inrabbits, DDT for 


Scabies—(Nathan) 97; 
(Elmes) 563 

Scarborough, H., on neonatal bleeding, 469 

Scarff, R. W., treatment of burns, 146 

Schoental, R., primary cancer of liver (C) 


Schofield, B., appointment, 197 

School-children—doctors and (P) 767; 
milk ‘and meals for, 197, (P) 385; 
scabies in, 97; school ‘meals and 
nutrition (Bray and others) 637 

Schools—school meals, nutrition of chil- 
dren and (Bray and others) 637 ; school 


in tropical 


/ 
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special, 539, 


medical service (P) 767; 
“The 


(LA) 823; technical (LA) 823; 

Nation’s Schools ” (LA) 823 
Schrader, F., Mitosis (R) 436 
Schweitzer, A 69 


Science—in industry, conference on, 38, 


101; Science (Research) Society, 198; 
Scientific Film Association, see Films 
Scoliosis, thoracic disease and, 820 


SCOTLAND.—(see also Universities).—Beds 
for tuberculous (P) 542—Blighted areas 
(P) 256—Care of children (P). 542—~ 

© Contracted pelvis in (LA) 183—Depart- 
ment of Health: appointments, 197; 
memorandum on postgraduate training 
for medical officers after demobilisation, 
507—Dysentery in (P) 385, 416— 
Edinburgh, postgraduate lectures, 70, 
486—Glasgow : Royal Infirmary, re- 
search on burns (A) 153; wynds of 
(Garland) 423, 479—Maternity services 
(P) 224—Midge control, 16—Over- 
crowding (P) 256—Sanatoriums for 
tuberculous ex-Service personnel, 826— 

«Scottish Conjoint Board, licentiates, 550 

—Scottish Council for Health Educa- 
tion, 422—Scottish Universities: by- 
election, 422; Sir J. Orr MP for, 506, 
(P) 541—Town and pouot Planning 
(Scotland) Bill (P) 256 


Scott, D., Underwood, V., and Ullman, R., 
Relief Worker’s U ouleny: French- 
English-German (R) 788 

Scott, p A., eee certification (C) 801 

Scott, L. (O) 7 

Scott Macon: R.P., clostadiai infections in 
war wounds, 487, (LA) 503 

Scrotum— idiopathic gangrene of (Mair) 
464, (O’Brien) O ane i regeneration of 
(Mair) 464, (A) 4 

Scrub o LA a: in jungle, 180; 
in south-east Asia (Marriott) 682 

Sea—LEmergency Treatment of Injured 
and Sick at Sea (Reid) (R) 274; sea- 
sickness, experimental (A) 599; sea- 
water, drinking of (A) 247 

Sea On in stress (Sargant and others), 


Seddon, H. J., on poliomyelitis (A) 667 

Sellors, T. H.—hbæmothorax, 143, (LA) 
151; surgery of persistent ductus 
arteriosus, 615, (A) 632 

ari C. F., buffered gels in excoriation, 


Selye, H., ammonium 
nephrosclerosis, 301 

Seminological laboratory, 294 

Senescence, deferment of, 627 

Septiceemia, meningococcal (Holmes and 
Cowan) 13 

Serology, Sachs and, 547 

Serous cavities, penicillin in (A) 439, 
(Mitchell) (C) 480 

Serum—hyperimmune rabbit serum in 
typhus fever (Stevens) 106; in trans- 
fusion (Whitby) 1 


chloridé and 


SeRVICES.—Army : Army Blood Trans- 
fusion Service, 1; Army Estimates (P) 
383; Army Malaria. Research Unit on 
mepacrine estimation, 687, (LA) 694; 
Army Medical Services (Hood) 711, in 
peace-time, 713; Army Order No. 9 
(P) 191; Auxiliary Royal Army 
Medical Corps Funds, 389; British 
Liberation Army, medical services, 250 ; 
diet in the tropics (LA) 759; discharge 
of men of low medical category (P) 126 ; 
discharge of men while in hospital (P) 
191; knee injuries (Wilkinson and Burt) 
684, (Fisher) (C) 802; medical services 
(P) 383, (P) 384, (Hood) 711; medical 
supplies, £21; psychiatric casualties in 
officers and men from Normandy 
(Miller) 364; Recruits Physical De- 
velopment Centre, 713; soldier turned 
civilian (A) 504, (LA) 629, (A) 825 
Navy: dental units for, 358; first rib 
fractures in naval personnel (A) 24; 
gonorrhoea in, penicillin for (Lloyd 
Jones and others) 368; naval mental 
hospital statfs (P) 542; rehabilitation 
in naval hospital (Burrows) 370 
Royal Air Force: aviation medicine 
(Whittingham) 231; Bibliography of 
Aviation Medicine Supplement (Hoff, 
Holt and Fulton) (R) 374; ‘* black- 
out,” prevention of (A) 122 ; demobilisa- 
tion of RAF doctors (P) 768; evacu- 
ation of wounded by air, 45, 231, 251, 
370, (A) 5363; head injuries in (LA) 
118; lymphogranuloma inguinale in 
(McLaughlin) 807; medical awards, 
835; pilots and binocular vision (LA) 
ie rehabilitation in (Watson-Jones) 


Services—General: atypical pneumonia in 
Service men (Turner) 493; blood- 
pressure, high, after battle (Graham) 
2393; casualties: evacuation of, 220, 
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hospital treatment of, 454; casualty 
clearing stations, 219; convalescence in 
Belgium, 252; medical service in Ger- 
many and the Low Countries, 250; 
merchant seamen, venereal disease in 
(A) 279; personnel selection, French 
study of (A) 347; Psychology for the 
Returning Serviceman (Child and van 
de Water) (R) 820; release and re- 
settlement for Service doctors, -668 ; 
return to civil life (LA) 629, (A) 825 

sary HIG: J. W., reable or rehabilitate ? (C) 


Shaw, D., Goodenough report (C) 769 


Sheen, A. W., death of, 442 
Sheill, G. S. (O) 609 
SA TINAR, H. C., Science of Nutrition (R) 


Ships, sanitary conditions in, 316 

Shock treatment (A) 378 

Shoulder Lesions (Moseley) (R) 470 

Shovellers’ fracture (Annan) 174 

Shute, G.—impregnation versns in- 
sects (C) 66 ; on malaria in England, 181 

Sick African (Gelfand) (R) 18 l 

Sick-leave certificates (P) 224 

Sickness visitors (P) 159 

Silicosis—mitral stenosis simulating (A) 
696; silicosis therapy, aluminium in 
(A) 441 

Silver, P. H., sulphonamides and bone 
Phosphatase, 528 i 

Silver finishers, iron oxide dust and 
(McLaughlin and others) 337, (C) 514, 
(LA) 344, (Whitwell) (C) 414, (Craw) 
(C) 448 

Simpson, W. (O) 484 

Singer, G. (O) 293 

Sinus—cavernous sinus thrombosis, peni- 
cillin in (Johnstone) 9, (LA) 87, heparin 
and sulphathiazole in (Muntarbhorn) 10 

Skin—closure, in fractures (Bentley and 
others) 235; (Burns and Young) 236; 
dermatitis: exfoliative, cystine in 
(Peters) 264, from cutting oils (Whit- 
well) 529; diseases of, in south-east 
Asia (Marriott) 682; grafts: auto- 
genous, storage of skin for (Matthews) 
775, fixation of with human plasma and 
thrombin (Clark, Todd and Milne) 498, 
Pannett) (C) 610, in burns (Patey and 
Scarff) 146, in soft-tissue defects of 
limbs, 818, in wounds (LA) 150, (Atkins 
and Holden) 622; infections, penicillin 
in (Coles and others) 720; 
penicillin (Barker) 177 

Slade, Re on ‘ Gammexane ’ (A) 347 

Slater E.—appointment, 390; and Sar- 
gant, W., Introduction to. Physical 
fTethods of Treatment in Psychiatry 
(R) ay 

SME 
617 


Sleeping sickness, new arscnical for (A) 442 

Slinger, L. A. P., appointment, 413 

Sloie-_aholition of (LA) 438; in Glas- 
gow (Garland) 423; slum clearance at 
sea, 316 

Smalley, Sir H., death of, 154, (O) 194 

Smallpox—contluent, from North Africa, 
482; vaccination and (Oliver) (C) 35 

Smith, E. J., death of, 322 

Smith, G., abdominal topography, 10 

Smith, G., and Southmayd H. J., Small 
Community Hospitals (R) 628 

Smith, G. S., on penicillin, 469 

Smith, P. S., traumatic pyothorax, 778 

Smith, W., and Smith, M. M., production 
of sterile and stable penicillinase, 809 

Smoke abatement, 230 

Social medicine arna) 423 

Social security (LA) 53 

Social Service in a Teas 
(Manchée) (R) 116 

Social welfare—Health and Social Wel- 
fare: 1944-1945. Advisory Editor: 
Lord Horder (R) 342 

Social Work for the Tuberculous (Williams 
and Harbert) (R) 436 


reaction to 


. alcohol and intelligence score, 


Hospital 


SOCIETIES, MEDICAL 


ASSOCIATION OF CLINICAL PATHOLOGISTS. 
pe ae annual meeting, 188, (LA) 
27 

ASSOCIATION OF INDUSTRIAL MEDICAL 
OFFICERS.—66, 102, 326; Scottish 
group, 390; vision in industry, 518 

ASSOCIATION OF SURGEONS OF GREAT 
BRITAIN AND IRELAND.—Annual meet- 
ing, 314, 546, 611 

BIOCHEMICAL SOCIETY.—326, 422, 710; 
vitamin-B complex, 6 

BRITISH ASSOCIATION 
MEDICINE.—774 

BRITISH INSTITUTE OF RADIOLOGY.— 

69, 326, 485, 614 

BRITISH ORTHOPEDIC ASONI N 
637; amputations and limb fitting, 
17; ‘annual meeting, 17; bone and soft 
tissue defects in limbs, 818; Sir 

' Robert Jones gold medal, 134; 
vascularisation of muscles, 17 


OF PHYSICAL 
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EUROPEAN ASSOCIATION OF CLINICAL 
PATHOLOGISTS.—Bleeding-time, 357 ; 
clinical laboratory in prevention of 
disease, 357; influenza, 357; mould 
allergy, 357 

eae aor RADIOLOGISTS —197, 326, 

JOINT TUBERCULOSIS COUNCIL.—Re- 
fresher course, 262; report of com- 
mittee on Reorganisaton of Tuber- 
culosis Service (LA) 275 

LONDON ASSOCIATION OF MEDICAL 

WOMEN’S FEDERATION.—614 ; Negoti- 
ating Committee’s report and, 486 ; 
health of children in day nurseries 
(Campbell and Hirst) (C) 129 

MANCHESTER MEDICAL SOCIETY.—Gas- 
tro-intestinal mucosa, 594; penicillin, 
469; pharyngeal diverticula, 594 

MEDICAL SOCIETY OF LONDON.—198, 
326, 453, 483, 614, 838 ; deferment of 
senescence, 627 

MEDICAL SOCIETY OF LONDON COUNTY 
COUNCIL SERVICE.—166, 294, 454, 
540, 710, 800; hematemesis, 661 

MEDICAL SUPERINTENDENTS SOCIETY.— 
262, 416, (Cooke) (C) 514 

MIDDLESEX COUNTY MEDICAL SOCIETY. 
—198, 390, 710, 774, 838 

NATIONAL ASSOCIATION FOR PREVEN- 
TION OF TUBERCULOSIS. —After-care 
of tuberculous, 806; appointment, 
806; deputation to Secretary of 
State for Colonies, 741; film by (LA) 
276; refresher course, 196, 262 


NORTH OF ENGLAND OBSTETRICAL AND 


GYNECOLOGICAL’ SOCIETY. —Primary 
carcinoma of fallopian tube, 755; 
virilism, 373 

NUTRITION SOCIETY.—Bread as human 
-food, 230; loss of nutrients in prepar- 
ation of food, 788; microbiology of 
rumen digestion, 85; nutritional 
factors affecting wound healing, 634, 
786; vitamin-B complex. 422, 690 ; 
vitamin synthesis in a mentary tract, 


OPHTHALMOLOGICAL SOCIETY OF UNITED 
KINGDOM.—70 ; annual congress, or 
re ial MEDICAL SOCIETY.—390 


. PATHOLOGICAL SOCIETY OF GREAT 


BRITAIN AND IRELAND.—7257 

ROYAL SOCIETY OF MEDICINE.—Sec- 
tions of: Aneesthetics, 134, 262, 436° 
550—Comparative medicine, 230, 4 
563, 774—Dermatology, 187, oF 
Disease in children, 102 230, 513, 
646—Epidemiology and State medi- 
cine, 102, 179, 230, 358, 513, 678— 
Experimental medicine and thera- 
peutics, 326, 469, 742—History of 
medicine, 166, 422, 550, 710— 
Laryngology, 134, 262, 678—Medi- 
cine, 102, 262, 294, 513, 678, 723— 
Neurology, 134, 262, ’372, 42 
Obstetrics and gynecology, 69, 614, 
646, 742—Odontology, 102, 262, 390, 
513, 678—Ophthalmology, 166, 710— 
Orthopredics, 166, 550, 774—Otology, 
134, 262, 550, 678—Pathology, 230 
Physical medicine 326, 454, 614, 796 
—Proctology, 166, 326—Psychiatry 
187, 326, (A) 378 454, 582, 46, 710. 
742, 754—Radiology, 69, 187, 326, 
486, 614— Surgery, 116, 422—Uro- 
logy, 102, 230, 513, 593, 646, 796 

Subjects of discussion : Acroparæs- 
thesia, 134; actinomycosis of man- 
dible, 513; acute meningitis, 372 ; 
adolescents, health in, 102; Allbutt, 
Clifford, 550; anesthesia : anæs- 
thetic explosions, 134, force of expira- 
tion as sign in, 422, in operations for 
closure of patent ductus arteriosus, 
550, local, to abdomen, 422; Auen- 
brugger and Laennec, 166—Backache, 
796; biochemistry and psychiatry, 
582, 646, 754; blood coagulation, 
326, 469—Carcinoma : of cervix 


uteri, 614, of colon, 166, of larynx,- 


134, 187; cardiac output in con- 
gestive failure, 742; children in 
France under occupation, 230; clo- 
sure of wounds, early, 422 ; congenital 
defects following rubella in preg- 
nancy, 742—Dacryocystorrhinostomy 
(film) 166; defective constitution, 
742; dental pulp, recuporative power 


of, 513; dentistry, visual education 
in, 678; diabetic patient, e peraton 
for operation, 550; atation of 
endolymph system, 134; ; diphtheria 
antigens, 513; disease "in children, 
penicillin in, 513; disturbance of 
function in gunshot wound of head, 
422—Electro-convulsive therapy, 796; 
epithelial inlays in mandible, 678 : 


ethmoidal operation, 678 ; exoph- 
thalmos and endocrine disturbance, 

710; experimental fagtal death, 69—. 
Force of expiration as sign in anms- 
thesia, 422—Health in “adolescents, 
122; Hippocrates and science of 


ie ee ee See Se 
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health among Greeks compared with 
mədern days, 710,; Hooke, Robert, 
294—India, public health in, 358; 
industrial lung diseases, 69; Inter- 
national Sanitary Conventions of 
1944, 230—Jaw injuries, 102 ; jungle 
warfare, medicine in, 102, 179— 
Latent -phase between onset and 
radiographic signs, 614; Laveran, 
C. L. A., centenary note on, 710; 
lesions of facial nerve, 262—Mandible : 
. epithelial inlays in, 678; osteo- 
myelitis of, 262; massage and exer- 
cise in pregnancy and ‘puerperium, 
742; medicine in jungle warfare, 
102; Meniére’s disease, 134; menin- 
gitis, acute, 262; mesenteric lymph- 
adenopathy and steatorrhea, 513; 
migrations of teeth following extrac- 
tions, 390; milk supply, veterinary 
and medical control of, 230—Nutri- 
tion in RAF, 678—Osteomyelitis of 
‘mandible, 262; otitis media, 550— 
. Paget cell, 326; patient, the, a 
neglected factor in history of medicine, 
422; penicillin: and sulphonamides 
in urinary disease, 513, 593, in disease 
in children, 513 ; prosthetic aspect of 
buccal inlay operation, 102; pro- 
tein hydrolysates, 678, 723; psy- 
chiatry, 710, biochemistry and, 582, 
646, 754; psychological experiences, 
physical treatment and, 326; psy- 
choneurotics, 750, and ten weeks’ 
- fly-bombing, 454—Radiological ap- 
paratus, standardisation of, 486; 
radiology of small intestine, 326; 
. radiotherapy of tumours of kidney 
and bladder, 230; radiotherapeutic 
technique in carcinoma of , 
187; retained testis, 422; rheo- 
logical properties of cervical secretion, 
614; rickettsial infections, 486, 563 ; 
Röntgen, W. K., 550; RAF, nutri- 
tion in, 678—School medical service, 
102; sinus barotrauma, 678; skin, 
vitamin A and, 187; sterility in the 
male, 102; sulphonamides, masking 
effect of in otitis media, 262—Testis 
function in schizophrenia and: other 
mental disorders, 187; Tristan da 
Cunha, 392; tuberculous pericardial 
effusion, 513; tumours of kidney 
and bladder, radiotherapy of, 230— 
Unilateral osteo-arthritis of bip-joint, 
166; upper-respiratory clinic for 
children, 262;. urinary bilharziasis, 
surgical aspects of, 796; urinary 
complications of pregnancy, 646; 
urinary disease, penicillin and sul- 
phonanides in, 513; urinary ‘incon- 
tinence, 646—Vitamin A and the 
skin, 187; vitamin deficiency, clinical 
recognition of, 262 
American gift, 325; catalogue of 
medical films, 453; committee on 
cestrogens in cancer (Ellis) (C) 260; 
‘exhibition of war injuries collection, 
253, (A) 346, 348; gold medal, 762; 
hon. fellows, 762; library hospitality 
(A) 3143; meetings of fellows, 69, 
486, 550, 710, 766; presidential 
scone history of medicine section, 


SOCIALIST MEDICAL ASSOCIATION. —676 ; 
eae aon on national health service, 
605 l ; 

- SOCIETY OF MEDICAL OFFICERS OF 


HEALTH.—Election of president, 742 ; 


malaria in England, 181; on white- 
paper on national health service (A) 
92; Fever Group: 36, 291, treat- 
ment :of eye infections, 404, local 
health services in USA, 794 

SOCIETY OF THORACIC SURGEONS OF 
‘GREAT BRITAIN AND IRELAND.—38 

TUBERCULOSIS ASSOCIATION.—69, 326, 
570; pregnancy 
691; qualification for tuberculosis 
nurses, 695; work as therapeutic 
` measure in tuberculosis, 274 

WEST LONDON MEDICO-CHIRURGICAL 
SoOciETY.—774 


Society for Relief of Widows and Orphans 
of Medical Men, 134, 550, 742 
Society of Apothecaries of London, 198, 
358, 741, 773 
Society of Chemical Industry, 710 
Society of Friends—Ambulance Unit, 229, 
in India, 709, on the Burma Road, 805 ; 
- international relief by, 325 ; 
Society of Public Analysts and other 
Analytical Chemists, 262, 421 
Sodium amytal as sedative (Sargant and 
others) 617 
So¥t-tissue defects in limbs, 818 
Sorsby, A.—Medicine and Mankind (R) 
692; on eye infections, 404 
South-East Asia Command — medical 
pron ome of (Marriott) 679; nutrition 
n, 
Southmayd, H. J., and Smith G., Small 
Community Hospitals (R) 628 


and tuberculosis, | 
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Souttar, H. S.—manager of Royal Insti- 
tution, 614; president. of British 
Medical Association, 599 

Spaeth, E. B., Principles and Practice of 
Ophthalmic Surgery (R) 594 

Spastic paresis, familial, and Rh sensitisa- 
tion (Murray) (C) 739. a 

Specialty, general practice and (A) 633, 
(Gray) (C) 675, (Barber) (C) 738, 
(Mulkern) (C) 769, (Jennings) (C).769 

Speech therapy, 507 ye i 

Spiegel, E. A., on experimental seasickness 
(A) 599 ‘ ; 

Spine—cervical intervertebral disc, brach- 
ial pain from herniation of (Elliott and 
Kremer) 4; -shovellers’ fracture (An- 
nan) 174 ae ig Shee 

Spriggs, E., reable or rehabilitate ? (C) 387 

Staining of tissues, 389 

Stalker, H., return to civil life (C) 706 

Stammers, F. A. R., policy of delayed 
suture, 586, (A) 597, (LA) 757 

Stanier, M. W., sulphamezathine in body- 

_ fluids, 496 : 

Stannus, H. S.—on treatment in starva- 

tion, 723 ;. perléche (C) 161 

Staphylococcal infections — bactericidal 
action of penicillin on (Chain and 
Duthie) 652; bacteriolytic action of 
penicillin on (Todd) 76; staphylococcal 
carrier (LA) 437; staphylococcal em- 
pyema, spontaneous pneumothorax and 
(Lund) 661; staphylococcus in gan- 
grene (Grimshaw and Stent) 435; 
Staph, aureus: action of. penicillin on 


(Todd) 74, from crockery (LA) 245, in’ 


compound fractures (Bentley and others) 
235, in gas gangrene (Florey and others) 
395, in hand wounds (A) 634, typing of 
(Wilson and Atkinson) 647. 
Starvation—(LA) 375 ; fat and protein in, 
723; intravenous feeding in, 723; 
plasma in (Edge) .(C). 833; protein 
hydrolysates in (LA) 376, (Himsworth) 
(C) 416,-723 ; serum treatment in, 724 
State and child (Creak) (C)-414 
State, medicine and the (Lord Horder) 295 
Stats, D., on cold-agglutination (A) 312 
Steiner, M. E., and Harrower-Erickson, 


M. R., Large Scale Rorschach Techniques . 


(R) 532 l 

Steiner, P., pneumococcal lobar pneu- 
monia, sulphamezathine in, 78 

iene L., penicillin in gangrene, 434, (LA) 


Stephenson, R. W., mite-borne typhus in 
the Sudan, 341. . 

Sterility—seminological laboratory, 294; 
For Childless Wives (R) 274;: see also 
Fertility . | 

D., testing creams and bacterio- 

statics, 83 


Stern, H. J., sulphonamides in con- 
junctivitis, 649 ‘ 
Stevens, S., serum treatment of louse- 


borne typhus fever, 106 |=. 


pneumonia, sulphamezathine in, .78 . 
Stilbcestrol—cartel system and (LA) 501; 


Stitt’s Diagnosis, Prevention and Treat- 
mons of Tropical Diseases (Strong) (R) 


Stomatology, dentistry or? (Henry) 26, 
(Allen) (C) 128, (Peebles) (C) 193 
Stowman, K., UNRRA “ Epidemiological 
Bulletin ” (A) 696 d 

Straker, E. A., typing of meningeal 
strains of H. influenze, 817 

Strange, F. G. St. Clair, on amputations, 17 

Streptococci—in erythema nodosum 
(Frankel) 817; in gangrene of scrotum 
(Mair) 465 ; streptocaccal cross-infection 
(LA) 566; Strep. hemolyticus: action of 
penicillin on (Todd) 76, in gas gangrene 
(Florey and others) 395; microaero- 
philic (Roberts, Tubbs and Bates) 43, 
in gangrene (Grimshaw and Stent) 434 ; 
Strep. pyogenes: in hand wounds (A) 
634, in respiratory diseases (LA) 566 ; 
Strep. viridans: action of penicillin on 
(Todd) 76, in persistent ductus arterio- 
sus (Sellors) 615 

Strong, R. P., Stitt’s Diagnosis, Pre- 
vention and Treatment of Tropical 
Diseases (R) 374 

Stuart-Harris, C. H., on epidemic typhus 
fever, 563 i 

Stuckey, R. E., trichlorethylene and closed 
circuit aneesthesia, 814 

Stumps, 17 

Sturdee, E. L., restaurant hygiene (C) 415 

Suchecki, A. I., penicillin in acute ne- 

hritis (C) 480 . 

Sulphadiazine—in meningitis (Ecker) 176 ; 
periarteritis nodosa and (Rosenak and 
Maschmeyjer) 305; sulphadiazine 


dysuria (Jepson and Whitty) 751 
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Sulphamezathine—distribution in body- 
fluids (Kremer, Phillips and Stanier) 
496; in head injuries (Kremer, Phillips 
and Stanier) 496; in pneumococcal 
lobar pneumonia (Ramsay and others) 
78, (Dick) (C) 192; penicillin and 
(Russell and Beck) 497 

Sulphanilamide—in soft-tissue wounds 
(Mason Brown) 6588; with penicillin 
(Chain and Duthie) 656 

Sulphapyridine—in conjunctivitis (Miter- 
stein and Stern) 649; in pneumococcal 
lobar pneumonia (Dick) 141 - 

Sulphathiazole—asthma and (A) 728; in 
urinary disease, 593; ‘* Nicotinamide ” 


Sulphagnanidine in dysentery : 
riott) 681 


methochloride elimination after (Ellin- 
- ger, Benesch and Kay) 432; succinyl 
sulphathiazole and ‘* Nicotinamide ” in 
human gut, 432; with heparin in 


cavernous sinus thrombosis (Muntarb- 
horn) 10; with penicillin in soft tissue 
wounds (Mason Brown) 589 
Sulphonamides—as bacteristatic agents 
(Colebrook and Cawston) 394; bacterio- 


static action in intestinal tract, 86; 
bone phosphatase and (Silver and 
Golding) 528, (Benesch, Chance and 


Glynn) (C) 706; in clostridial infections 


(Cooke, Frazer, and others) 488; in 
conjunctivitis (Miterstein and Stern) 
649; in dysentery (Marriott) 681; in 


gangrene of scrotum (Mair) 465; in gas 
gangrene (LA) 55; in hand injuries 
(LA) 87; in H. -influence (Forgacs, 
Hutchinson, and Rewell) 786; in in- 
fectious eye disease, 404; in lympho- 
granuloma inguinale (McLaughlin) 808 ; 
in meningitis, 372; in pneumococcal 
lobar pneumonia (Ramsay and others) 
78, (C) 258, (Dick) 141 (C) 192, (C) 323; 
in soft-tissue wounds (Hendry, Gle 

and Price) 619; in thrombophlebitis 
(LA) 88;. in urinary disease, 593; in 
wounds, 200; mode of action of (Chain 


and Duthie) 656; Reticulo-Endothelial - 


System in Sulfonamide Activity (Maher) 
-(R) 628; sulphonamide ointment in 
burns (A) 153; sulphones and, nomen- 
clature of, 639 ; trachoma and (Lavery) 
(C) 99, (Miterstein and Stern) 650; with 
urea in meningitis (Ecker) 176; see also 
Chemotherapy, Sulphadiazine, Sulpha- 
guanidine, Sulphamezathine, Sulphanil- 
amide, 
thiazole ; 

Sunderland, S., on congenital defects of 
pericardium (A) 380 fi 

ie a el X-ray Therapy (Phillips) 

upr ne Economic Council proposed (P) 


Surgery—at casualty clearing ‘stations, 
219; compound fractures (MacFarlane) 
135; of persistent ductus arteriosus 
(Sellors) 615; 
Surgery (Orr) (R) 274;° Operative 
Procedure (R) 148; Principles and 
Practice of Ophthalmic Surgery (Spaeth) 
(R) 594; Surgery. A Textbook for 
Students (Pannett) (R) 182; Surgery of 
Abdominal Trauma (Parker) (R) 308; 
surgical casualties in Europe, : 252; 
Textbook of Surgical Treatment (Nling- 
worth) (R) 242; vascular (LA) 20; 
War Surgery (R) 18; war surgery, 17, 
(MacFarlane) 135, time, place and 

_ circumstance in (LA) 757 “eo Ses 

Surgical belts—63 ; coupons for (A) 312, 
(Allen and Hanburys Ltd.) (C):352 

Sutton, H., Lectures on Preventive Medi- 
cine (R) 532 

Suture—delayed (Stammers) 586, and 
secondary of war wounds (Bhatia) 624 ; 
early (LA) 757 ; in compound fractures 
(Innes and Ellis) 526; in perforating 
corneal wounds (Crawford) 366; in 
wounds of face (Lawrie) 625 ; of tendon, 
metal anastomosis tubes in (McKee) 
659, (Hopkins) (C) 739; two-stage 
operation: in compound fracture of 
‘femur (McEwen, Bickerton, and Pilcher) 
623, in gas-gangrene (Turner, Murray, 
and Fowler) 621, in soft-tissue wounds 
Mason Brown, 588, in wound closure 
(Edwards) 584, (A) 597, (Capper) 587, 
(Hendry, Gledhill, and Price) 619, 
(Atkins and Holden) 622; with peni- 
cillin in fractures (Bentley and others) 
232, (Burns and Young) 236 

Swanson, J. C. (O) 645 

Sweden, relief work by, 700 

Sweeting, J. R. (O) 449 

Swindells, S. W., whiter bread (C) 448 


pice barbee, penicillin in (Cocke) (C) — 


Syphilis—inadequate treatment (Twohig) 
48; in seamen (A) 279; neuro-recur- 
rence, 48; penicillin in (Forgan) (C) 
129; syphilitic heart diseasé (A) 280; 
eyphiitio meningitis, penicillin- in (A) 

Sze, S., China’s Health Problems, 677 


Sulphapyridine and Sulpha- 


Operations of General. 
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Taquini, 
Arterial Nefrogena (R) 1 
Tata Memorial Trust, ae 805 


Taylor, G. L.—on Rh antigens and sera 
(A) 825; (O) 452 
Temperature, isoagglutination and, in 


blood-grouping (Nelson) 109 

Tendon suture, metal anastomosis tubes in 
(McKee) 659, (Hopkins) (C) 739 

Thaysen, A. C., on microbiology of rumen 
digestion, 85 

Theiler’s disease, poliomyelitis and (A) 216 

Therapeutic Research Corporation of 
Great Britain, elections, 69 

Thiouracil—agranulocytosis and (LA) 472 ; 
in thyrotoxicosis: (Eaton) 171, in 
pregnancy, 172, with diabetes, 172; 
methyl-thiouracil in hyper-thyroidism 
(Leys) 461, Paces 472; toxicity of (A) 
537, (A) eae 

Thomas, C. decortication in clotted 
and ied hæmothoraces, 327, (A) 347 

Thomas, G., clostridial infection in war 
wounds, 487 (LA) 503 

Thomson, S.—on penicillin in gas-gan- 
grene (LA) 55; wound suture and 
penicillin in fractures, 232 

Thorpe, W. V., school meals and nutrition 
of children, 637 

Throat—exudative tonsillitis (Clarke) (C) 
192, (Alcock) (C) 226, (Neubauer) (C) 
287; pharyngeal diverticula, 594; 
streptococcal tonsillitis (LA) 566; 
tracheotomy in bulbar poliomyelitis 
(Nelson-Jones and Wiliams) 561 

Thrombin—for control of hæmorrhage 
(LA) 727; for fixation of skin-grafts 
(Clark, Milne, and Todd) 498, (LA) F 

Thrombosis—cavernous sinus: (LA) 8 
heparin and sulphathiazole in (Muntarb: 
horn) 10, (LA) eae penicillin in (John- 
stone) 9, (LA) 88; venous, beatoue 
ancesthesia and (Hewspear) 116 

To walte, H., transfusion organisation (C) 


Thyroid—medication, iodine in (Carey) (C) 
5; old age and, 627 © 

Thyrotoxicosis—in pregnancy ( Enton) 172; 
thiouracil in (Eaton) 171, (LA) 472, 
(A) 824; with diabetes, 171 

Tidy, Sir H. » Synopsis of Medicine (R) 692 

Tissues, staining of, 389 

vous E. W., bacteriolytic action of peni- 
c 

Todd, y b., fixation of skin-grafts with 
human plasma and thrombin, 498 

Tomes, J., dental surgeon, 26 

Tonsillitis, see Throat 

Topping, A., Hospital Survey: the 
Hospital Services of London and Sur- 
rounding Area, 600 

Tory Reform Group: on national health 
service (LA) 22 

zorey. S H., Rh antibody in Drenar milk 


Tracheotomy in bulbar poliomyelitis 
Nelson-Jones and Williams) 5 

TE nome, sulphonamides and Lase 

Training—postgraduate, after demobilisa- 
tion, 837 ; post-war (LA) 629 

Transfusion—Army Blood Transfusion 
Service, 1 7 blood bank, 1; mond 
grouping, 2; blood substitutes, 1, (A) 
24; civilian service (Biddle) (C) 674 ; 
dextran as substitute for plasma (A) 
152; in burns (A) 153; in peace and 
war (Whitby) 1; organisation (Thwaite) 
34 ; see also Blood transfusion 

Traumatic Injuries of Facial 
(Erich and Austin) (R) 404 

Treponematoses (A) 505 

Trichlorethylene—closed circuit anres- 

~ thesia and (Firth and Stuckey) 814; 
decomposition of, 814 

Trilene, sec Trichlorethylene 

Tropical diseases—Stitt’s Diagnosis, Pre- 
vention and Treatment of Tropical 
Diseases (Strong) (R) 374 

Tropical medicine—Tropical Medicine 
(Rogers and Megaw) (R) 86; Royal 
Society of Tropical Medicine, centenary 
of Sir P. Manson, 37 

Tropics, army diet in (LA) 759 

Try panosomiasis, arsenicals in (A) 442 

Tubbs, O. S., pleural and pulmonary sup- 
puration, penicillin in, 39 

Tuberculosis—casualties (P) 800; chil- 
dren awaiting sanatorium treatment (P) 
291; eosinophilia in (Parsons) 722; 
film (LA) 276; increase in France, 282 ; 
in cattle (P) 510, (P) 511, sunshine and 
(A) 187; in displaced persons (Coigny) 
478; in India (Morris) 747; in repatri- 
ated prisoners-of-war. (P) 126, (P) 800; 
Joint Tuberculosis Council: elections, 
421, memoranda on tuberculosis in 
liberated countries, 421, report of 
Committee on Reorganisation of Tuber- 
culosis Service (LA) 275, (C) 


Bones 


A. C., and others Pi a 


288, 
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(angend) (C) 386; milk and (Lethem) 
AC) 577 ; notification (LA) 276; occu- 
ational therapy (Heaf) 263 ; our tuber- 
culosis service (LA) 275, (Fuller) (C) 322 

(England) (C) 386, (Ramsay and Hall) (C j 
386, (C) 447, (Fraser) (C) 544; Papworth 
Settlement (Heaf) 263, (A) 409; 

Pathogenesis of Tuberculosis (Rich) 
(R) 692; pregnancy and, 691; reable- 
ment schemes (LA) 275; sanatorium 
routine (Heaf) 263 ; services in liberated 
Russia, 508 ; Social Aspects of Tuber- 
culosis (Gloyne) (R) 274; Social Work 


for the Tuberculous (Williams and 
‘Harbert) (R) 436; tuberculosis educa- 
tional institute, 765; tuberculosis 


nurses (P) 736; Tuberculosis of Ear, 
Nose and Throat (Myerson) (R) 500. 
tuberculous: accommodation for (P) 
257, ex-Service patients (P) 644, 
Scottish sanatoriums for, 826, empyema 
with pyogenic infection, penici lin in 
(Roberts, Tubbs, and Bates) 40, 
meningitis (Jennings) 466, soldiers (P) 
768; value of work in (Heaf) 263, 274; 
village settlements, 263, 274; young 
nurses in tuberculosis wards (A) 570 
Tuberculosis, pulmonary — accommoda- 
tion for, 284; artificial pneumoperi- 
toneum (Aslett and Jarman) 304, 
(Richards) (C) 414 (LA), 534; beds 
for in Scotland (P) 708; contacts (P) 
513; indolent early (LA) 821; in 
mental hospitals, 284; in Service men 
and women (LA) 694; Mantoux test 
(Edwards, Penman, and Blair) 429; 
mass radiography: in London, 198, 
“ Mass Miniature Radiography of Civi- 
lians ’’ (Medical Research Council) 284, 
(LA) 276; military sanatorium in 
Johannesburg (P) 385; money allow- 
ances (LA) 275, (P) 768; primary 
tuberculous infection in sanatorium 
staff (Edwards, Penman, and Blair) 
429, (Hoffstaedt) (C) 515; prophylaxis 


(Hoffstaedt) (C) 515; Pulmonary Tuber-. 


culosis (Keers and” Peden) (R) 756; 
sanatorium staffs (LA) 694; service 
for (Ford) (C) 803 

Tumour—factors in tumour formation (A) 
505; orbital, asymmetry of exoph- 
thalmos in (Rundle and Wilson) 51; 
radio-frequency currents in treatment of 
(Forsythe and McCormick) (C) 193, (C) 
416, (A) 186, (Wilson) (C) 257 

Tunstall, A., appointment, 838 

Turner, A. C., two-stage operation in 
battle wounds, 621 

Turner, G. G.—hæmothorax (C) 446; 
Hunterian museum, 359, (LA) 376 

Turner, J. W. A., brachial . neuritis or 
herniated disc (C) 287 

Turner, J. W. C., and Radzinowicz, L., 
Mental Abnormality and Crime (R) 116 

Turner, R. W. D., atypical pneumonia, 
493, (A) 504 

Twohig, J. N., 
syphilis, 4 

Typhoid fever—butter-borne, in Paris (A) 
aioa typhoid-salmonella group (Marsh) 

C) 1 

Typhus. (eee O of (A) 60; 
epidemic louse-borne (Stevens) 106, 563 ; 
expansion of typhus area (Coigny) 477 ; 
in Belsen concentration camp, 604; 
in Europe (A) 696; in Germany §3) 
537; in Great Britain (A) 667, (A) 793 
in Russia, 508; in sheep and dogs, 563 ; ; 
-in south-east Asia (Marriott) 682; in 
US troops, 838; mite-borne in the 
Sudan (Stephenson) 341; paba in (A) 
60; scrub typhus: (LA) 310, (corri- 
gendum) 348, 563,- (Lewthwaite) (C) 
770, in the jungle, 180 


inadequate treatment of 


U 


Ulcer—hæmatemesis with, 661; of cornea 
(A) 476, (Day) (C) 611; peptic, caffeine 
and (A) 313 

Ulmann, R., Underwood, V., and Scott, 
D., Relief Worker’s Vocabulary : 
French-English-German (R) 788 

Underwater explosions (Wakeley) 715 

Underwood, V., Scott, D., and Ullmann, 
R., Relief Worker’s Vocabulary: 
French-English-German (R) 788 

United Nations Relief and Rehabilitation 
Administration — appointments, 68 ; 
camps for refugees, 671, 7003; dis- 
iliusionment on (P) 449; displaced 
persons and, 229, (Coigny) 477; Epi- 
demiological Information Service (A) 
695; Far Eastern regional committee, 
conference at Sydney (P) 349; inter- 
national sanitary conventions, 124; in 
Europe (P) 450, (P) 609; liberated 
countries and, 22, (P) 190. (P) 222, 
(P) 255, (P) 349, (P) 384; medical aid 
to China, 804; medical personnel of, 
734; memoranda on tuberculosis in 
liberated countries, 421; relief: for 
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Poland (P) 291, (P) 350, in Europe, 314, 
in Greece (P) "384 ; scope of, 28, (P) 
190; US clothing collection, 232 

Universities—postgraduate training for 
medical officers after demobilisation, 507 ; 
University Grants Committee, grants tor 

medical education and research, (A) 
120, (P) 126, (A) 246, 255; University 
voters (Veale) (C) 545, (Grave) (C) 833 


UNIVERSITIES. — Birmingham : appoint- 
ment, 454—Cambridge : Adrien, E. D., 
representative at USSR Academy of 
Sciences, 773; chair of, experimental 
medicine, 421; degrees, "165, 262, 326, 
357, 421, 582, 614, 709, 773 : election, 


486; Raymond Horton-Smith prize, 
326—Dublin: degrees, 421; lecture, 
614—Durham : degrees, 102—Edin- . 


burgh : Andrew Graham Ritchie Bur- 
sary Fund, 70; appointment, 742; 
degrees 165; diplomas, 165; lecture, 
614 — Glasgow: appointment, 678: 
Bellahouston mede 8s, 550; 
134, 550 ; prizes, 134—Leeds : Moyni- 
han lecture, 667—Liverpool: degrees, 
38, 454—London : appointments, 102, 
134, 326 ; chair of obild health pro- 
posed, 196, Nuffield endowment for, 
196; chair of medical statisties, 741 ; 
chair of psychiatry (C) 224, (Bowen) (C) 
260, (James) (C) 260, (C) 260, (Mac- 
Keith (C) 288, (C) 288, (Pearce) o 
351, (Main) (C) 351, (Bennet) (C) 38 
(Maxwell) (C) 387, (O) 415, (C) eth 
(Lewson) (C) 481; degrees, 326; pro- 
fessorial titles, 326: roll of honour, 197, 
838; teachers, 197—Manchester : ap- 
pointments, 197 ; chair of child health 
pro osed, 422; chair of industrial 
alth, appointment, 294; chair of 
medion. 350; hon. degrees, 497; 
Lord Woolton chancellor, 497! i—Ni ational 
University of Ireland: appointments, 
550; degrees, 134—Oxford : Betty 
Brookes research fellowship, 421; de- 
grees, 69, 134, 197, 646, 709, "806; 
election, 550: hon. degree, 837 ; : Somer- 
ville College, medical principal (LA) 
216; unde duate medical school 
proposed (Bateman and others) (C): ous 
(Graham-Little) (C) 705, oe ae 
(Batty Shaw and others) ( ror _ 
(Russell) (C) 834—Sheffield: appoint- 
ments, 230, 358, 773; biochemical 
- research unit, 646—Toronto: applica- 
tions for entrance, 33; revised medical 
curriculum, 636 ; women students, 32 
—Wales: appointment, 294 


Urea and sa phonamido; treatment of 
meningitis (Ecker) 176 

Ureteric calculus, reversed  catheterisa- 
tion in (Percival) 15, teorike ndum) 70 


“4 


Urine—dehydration ‘and (Bl pee) 299, 
(Marriott) 683; mepacrine estima- 


tion of (King and Gilchrist) "E86, (LA) 
694; nitrogen loss in after burns (Croft 
and Peters) 266; plasma and mepacrine 
in, influence of ammonia concentration 
(Brown and Rennie) 686, (Army 
Malaria Research Unit) 687, (LA) 694°; F 

. prostatic retention, decompression for 
(Cox) 138; urinary disease, penicillin 
and sulphonamides in, 593; urinary 
findings in clostridial infection (Cooke, 
Frazer, and others) 492 

USSR—see Russia | 


Uterine graft operation for genital pro- 


lapse (Clare) 272 - 


V 


Vaccination, smallpox and (Oliver) (C) 35 
Van Rooyen, C. E., human transmission 
of infective hepatitis, 202, (LA) 213 


Vascular Responses in Extremities of Man 
in Health and Disease (Abrahamson) 
(R) 308 

Vascular sphincter (A) 410 

Vaughan, J.—on medical services in 
Belsen concentration camp, 724, (A) 
í AA laa of Somerville College 

VE Di? (P) 608 

Veale, D., E voters (C) 545 

Veins—vein- -grafts (LA) 21; venous re- 
turn from arm oee Campbell and 
Johnston) 460 

Venereal disease—blindness and, 104; 
campaign against, 324; educational 
photographic display, 7 10; granuloma 
venereum (A) 407 ; i seamen (A) ie : 
in US Army, 454; phogranulo 
inguinale in RAF < foe aughlin) 80 
male nurses at VD clinics in) 807 5 
(C) 772; penalties for (A) 91; see also 
Gonorrhea and Syphilis 

Vernon, H. K:, decompression for reten- 
tion (C) 226 

“ Veteran Comes Back ” (Waller) E 504, 
(LA) 629 


Vascular injuries of leg, 819 
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Veterinary service, milk and (LA) 502, 
(P) 510 


Victory in Europe HAL ane! (P) 644 
Vincent’s infection (A) 7 
vinter, J., care of U borako animals (C) 


12 
Virilism, 373 
Viswanathan, 
238: cold 


R.—artificial respiration, 

agglutination in tropical 
eosinophilia, 148 

Vital capacity, measurement of (Goadby) 
(C) 253 

Vital statistics—(P) 798; for 1944, 581, 
for third quarter, baa, 130 

Vitamin A, deficiency keratosis follicularis 
and (Robinson) (C) 65 

Vitamin B—B,: in bread (LA) 693, 
(Moran and Drummond) 698, nicotinic 
acid, synthesis of by intestinal flora 
(Benesch) 718; B complex: anemia 
and, 691; componenta of, 690 ; defi- 
ciency, amoebiasis and (Lamb and 
Royston) 455, in tropical climates 
T 683; in malnutrition (LA) 


Vitamin C—after meals, 130; 
healing and, 787 

- Vitamin D, in Tickets (Krestin) 781 
itamin K in hypoprothrombinsmia, 469 

Vitamins—deficiency : gingivo-stomatitis 
and (A) 730, in diet in Newfoundland 
(A) 760, 787, perléche ‘and (A) 120; 
in national loaf (LA) 343; in tropical 
Army diet (LA) 760; release of by 
intestinal flora 691, (A) 697, (Prescott) 


deficiency, 


(C) 739; synthesis of in alimentary 
tract, 85° 
YAD: R. L., on streptococcal tonsillitis 


5 
Von Glahn, W. C., on cardiac hypertrophy 
(A) 634 


W 


Wainman, F. M. (O) 96 

eee C. P. G., underwater explosions, 

Sabre South, pneumoconiosis in miners 

Walker, J. isi S., orthoptics in peace and 
war el ic Sy 

Walker, J. R. (0) 292 

Walker, J. V. , psychosomatic medicine and 
birth-rate (C) 674 

Walker, R. M., abdominal injuries at basc 
hospital, 199 

Waller, W., ‘* Veteran Comes Back” 
(A) 504, (LA) 629 

Wallis, E. A. (0O) 389 

Walters, C. F. Ò; 67, 101 

War—injuries collection, 253, (A) 346, 
348, (LA) 377; this war and the last 
(Binning) (C) 515; War Surgery (R) 18 

Ward, R., human transmission of infective 
hepatitis, 202 

Wardle, E. N., 
399 


Washing-up, hygienic (LA) 245 
maa nai; L. R., on cold-agglutination 
Wassermann test, refrigerator and (Marsh) 


(C) 481 

Water—Bill (P) 190, (P) 291; in the body 
(Black) 298; national water supplies 
(P) 291 

Water, M. van de, and Child, I. L., 
Psychology for the Returning Service- 
man (R) 820 

Waterfield, N. E., genital prolapse (C) 448 

Waterhouse, J. J., on infant mortality 
(LA) 821 


fractures of femoral neck, 
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Waters, C. A., and Kaplan, I. I., Year 

Book of Radiology, 1944 (R) 662 

Watson-Jones, R., reer ean and em- 
ployment, 411, (LA) 4 

Watson-Willioms, E., total medicine (C) 


1l 
Waymouth, A. (O) 68 
eee -Johnson, Sir A., on Lord Dawson, 


Weed-killer, selective, 509 

Weil’s disease, penicillin in (Cross) 211 

Welfare Equipment Development Asso- 
ciation, 16 

West Indies—development in (P) 223; 
lymphogranuloma inguinale in (Me- 
Laugblin) 807 ; midwives for, 155 

Wetherell, S. (O) 549 

“ What is Life ? ’? (Schrödinger) 325 

Wheat germ in medea. products (P) 542 

Whipham, T. R. C. (0) 1 

Whitby, Sir T — gold os daiist, Royal 
Society of Mediene; 762; transfusion 
in peace and war, 1 

Whittingham, Air Marshal Sir H.—avia- 
tion medicine, 231; John . Jeffries 
award, 191 

Whitty, C. W. M., sulphadiazine dysuria, 


Whitwell, G. P. 
ting oils, 529, 

Whitwell, J. R. (0) 1 

Whooping Gough (Lapin) (R) 436 

Wilkinson, A. T. (O) 1 

WT kloso, L. H., Pace Cuis in soldiers, 
D 

Willans, E., safety in the home (C) 227 

Willcox, R. R., transmission of hepatitis 
by fæces and urine, 212 

Williams, B. L., inguinal hernia (C) 447 

Williams, H. A., fibrositis (C) 481 

Williams, J. N. (O) 674 

Wiliams, P. M. de C., penicillin in clos- 
tridial infections, 395 

Williams, R. BE. Ò. . On bacteriology of 
septic hand (A) 634 

Wiliams, R. H., Se ckcatase in bulbar 
poliomyelitis, 561 

Willmore, J. G., ameebiasis (C) 33 

Ween: »C.W. „asymmetry ofexophthalmos, 


B., dermatitis from cut- 


Wilson, G. S.—on streptococcal tonsillitis 
(LA) 566; typing of staphylococc!, 647 

Wilson, W. P. . Tadio- ieee currents 
in tumour treatment (©) 25 

Witts, L. J.—on Abrositic. 382 ; ; on in- 
fective hepatitis (LA) 213 

Wolverhampton, department of pedia- 
trics (A) 536 

Women—doctors, married, in Civil Ser- 
vice (P) 158; in Red Army, 294; 
medical’ officers in US Army, 411; 
medical students: accommodation for 
(Litherland and others) (C) 352, at 
Guy’s Hospital, 285, opportunities for 
(P). 126, (P) 350, he "484 ; sickness and 
fatigue in (A) 

Wood, D. (O) Bi 

Wood Jones, F., eer menk 838 

Woodwark, Sir S. (O) 675 

Woolf, B., on infant mortality (LA) 821 

Woolton, "Lord, chancellor of University 
of Manchester, 497 

Worden, A., appointment, 294 

Work as therapeutic measure in tuber- 
culosis (Heaf) 263, 274 

Wostenholm, M. H., wound suture and 
penicillin in fractures, 232 

Wounded—evacuation of, 45; in 
Countries and Germany, 218, 250 

Wounds — abdominal : (Walker and 
Hutchinson) 199, chemotherapy in 
(LA) 185, 200 ; abdominothboracic, 201 ; 


Low 
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chemotherapy in Mac Farane) 136 ; 
clostridial infections in (Florey and 
others) 395, (Cooke, Frazer, and others) 


#6 (LA). 503% compound fractures 
(MacFarlane) 135; condition of blood 
in (Capper) 587; gunshot wounds of 
bone (LA) 149; head wounds, menin- 
gitis and (Botterell and Magner) 112; 
nutritional factors affecting healing, 
786; of bladder (Walker and Hutchin- 
son) 201; of face, primary closure 
(Lawrie) 625; of intestines, 200; 
of knee-joint, (Burns, Young, and 
Muller) 551; of rectum and perineum, 
200 ; penicillin in (Innes and Ellis) 524, 
With sulphonamides, 6526; suture :; 
delayed (Capper) 4587, (Bhatia) 624, 
penicillin and, in compound fractures 
(Bentley and others) 232, secondary 
(Bhatia) 624; thoracic, mikulicz pack 
in (Clarke) 403; time, place and cir- 
cumstance in war surgery (LA) 757: 
traumatic pyothorax (Collis, Davison 
and Smith) 778; two-stage operation : 
in battle wounds (Edwards) 583, 
Capper, 587, (A) 597, (Hendry, Gledhill, 
and Price) 618, (Turner, Murray, and 
Fowler) 621, (Atkins and Holden) 622, 
(McEwen, Bickerton, and Pilcher) 623, 
in soft-tissue wounds (Mason Brown) 
o88,.(Hendry, Gledhill, and Price) 618, 
(Turner, Murray, and Fowler) 621 

Wray, S., blood acid phosphatase in 
ree i cancer, 783, (LA) 790 

Wright, G. (O) 707 

Wright, G. P., and H. P., on broncho- 


pneumonia in infants ( ) 630 
Wee Ne S., on hyperabduction of arm 


Wright, M. T., relation of burning injuries 
to social circumstances, 155, (A) 152 

2 TEn W. D., Measurement of Colour 

Wright- Smith, R. J., on congenital 
defects of pericardium (A) 380 

Wyatt, S., on sickness and fatigue in 
women (A) 474 

Wylie, W. D., air-embolism during blood- 
transfusion, 531 


Wynter, W. E. (O) 100 
Wyss, T. v. rN he 
Probleme in ‘der Medizin (R) 54 
xX 


X-rays—in atypical pneumonia (Turner) 
493; in diagnosis of gas-gangrene 
(Kemp) 332 Super-voltage X-ray 
Therapy (Phillips) (R) 500 


Y 


Year Books—Health Instruction, 1944 
(Byrd) (R) 594; Hospitals (A) 154; 
age 1944 "(Waters and Kaplan) 

Yellow fever, De ewouel sanitary con- 
ventions and, 

Yorkshire Regional Hospitals Council, 
regionai plan by (LA) 8 


Young, J. H., History ot Cæsarean Sec- 
tion (R) 470 

Young, R. H.—penicillin in fractures of 
femur, 236, (LA) 243; wounds of 


knee-joint, 551 
Z 


Zondek, H. (translated by Prausnitz, C.) 
Diseases of Endocrine Glands (R) 148 
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